





Instructions: 

Use this form to request certain records that we maintain containing your personal information. In some cases, we may not be able to honor your request. For example, federal law may prohibit such inspection.
You do not need to fill out this form to receive the things listed below. Instead, call Customer Service for:
· a copy of an Explanation of Benefits (EOB)
· information on a specific claim
· a summary of your claims that have been paid
· a copy of your application with us
· certification of your health coverage
Please complete this form and mail it to the address shown. If you have questions on how to use this form, contact Customer Service.
For details on your rights regarding your personal information that we maintain, see our Notice of Privacy Practices. You can find it on the Federal Employee Program Service Benefit Plan web site, www.fepblue.org, or call Customer Service at the number on the back of your ID card for a paper copy. 


	MEMBER / REQUESTOR INFORMATION

	Please provide the following details for the individual whose records you are requesting to be inspected. Please print clearly.

	IDENTITY OF MEMBER

	[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Member Name (First, MI, Last)
     
	Date of Birth (mm/dd/yyyy)
     

	Subscriber Name
     
	Subscriber ID Number
R     

	IDENTITY OF REQUESTOR (if other than member). Must be the member’s parent, legal guardian or holder of power of attorney. 
(If legal guardian or holder of a power of attorney, please attach legal documentation.)

	Requestor Name (First, MI, Last)
     
	Relationship to Member
     

	MAILING ADDRESS

	Copies of records and other correspondence about this request should be mailed to the address listed below and addressed to the: 
|_| Member      |_| Parent, legal guardian or holder of power of attorney

	Street Address
     
	City
     
	State
  
	ZIP
     

	Daytime Phone Number
(         )      
	You may be charged a reasonable fee to cover administrative and photocopying costs related to this request. You will be notified of any such charges and these must be paid prior to our mailing of the requested records to you.

	TYPE OF INFORMATION REQUESTED

	Please identify the type of information you are requesting in the fields below.

	Date(s) of service / time frame
     

	Provider name(s)
     

	Diagnosis/es
     

	Procedure(s) performed
     

	General description of the information
     

	SIGNATURE

	Signature of Requestor
X
	Date (mm/dd/yyyy)
     

	Print Name
     


When completed, send this form to: Federal Employee Program • P.O. Box 91058 • Seattle, WA 98111-0158

Please keep a copy of this release for your records.


	Please note:
	This request for inspection will be processed within 30 calendar days of receipt unless we notify you otherwise in writing.




	Request for Inspection of Records
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WS NONDISCRIMINATION NOTICE

fepblue.org

The Blue Cross and Blue Shield Service Benefit Plan complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. This Plan does not exclude pecple or
treat them differently because of race, color, naticnal origin, age, disability, or sex.

The Blue Cross and Blue Shield Service Benefit Plan:
Provides free aids and services to people with disabilities to communicate effectively with us, such as:
* Qualified sign language interpreters
* Written information in other formats {large print, audio, accessible electronic formats, other formats})
Provides free language services to people whose primary language is not English, such as:
* Qualified interpreters
* Information written in otherlanguages

If you need these services, contact the Civil Rights Coordinator of your local Blue Cross and Blue Shield company
by calling the customer service number on the back of your member 1D card.

If you believe that this Plan has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with the Civil Rights Coordinator of your
local BCBS company. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
your local BCBS company's Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Language assistance

Para obtener asistencia en espafiol, llame al servicio de atencién al cliente al nimero que aparece en su tarjeta de identificacién.
FIBITE D F LB RIRELAS R P I,

Goi sb dich vu khich hing trén thé ID cfia quy vi & dirge hd tro biing Tiéng Viat.

BI0IZ S22 LT AOAH ID FHE0] Rl T AHlA HEHS R Bofs FAAS.

Para sa tulong sa Tagalog, tumawag sa numero ng serbisyo sa customer na nasa inyong ID card.

O6parurech TI0 HoMepy TenedoHa o6CITy KHBaHHA KIHEHTOB, YKa3aHHOMY Ha Barireli HIeHTHOHKAIMOHHON KapTouke,

JUIS TIOMOIIH Ha PYCCKOM SA3BIKE.
Al B0 Bae Ll e puaal ol b iy Lo 35 sl oDbanl) R oyt s

Rele nimewo sévis Kliyantél ki nan kat ID ou pou jwenn éd nan Kreyol Ayisyen.
Pour une assistance en frangais du Canada, composez le numéro de téléphone du service ala clientéle figurant sur votre carte d’identification.
Ligue para o ntimero de telefone de atendimento ao cliente exibido no seu cartio de identificagio para obter ajuda em portugués.
Aby uzyskaé pomoc w jezyku polskim, nalezy zadzwoni¢ do dziatu obstugi klienta pod numer podany na identyfikatorze.
BAARZBTOYR— L, DA— FIZEBOHAR IV —EXEBEFTHEETEMLEbE (S,
Per assistenza in italiano chiamate il numero del servizio clienti riportato nella vostra scheda identificativa.
Rufen Sie den Kundendienst unter der Nummer auf Threr ID-Karte an, um Hilfestellung in deutscher Sprache zu erhalten.
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