
  

      

       

    

         

       

       

       

           

  

      

 

  

   

       

         

  

        

     

      

     

        

         

     

WASHINGTON CONFIDENTIALITY 
REQUEST FORM

You have the right to have protected health information (PHI) and sensitive health care services 

sent to you instead of the person who pays for your health insurance plan. 

To keep PHI and sensitive health care services confidential, a confidential address needs to be 

placed on your file. A confidential address allows certain communications to be mailed to an 

address that is different from the subscriber’s.  This will split your Explanation of Benefits (EOBs) 

from the family EOB and allow your EOB to be mailed directly to you. If you cannot provide a 

confidential address the EOBs will be addressed to you and sent to address on file. 

To make this request, complete all fields on the form, sign and send this form to us, or you can 

call us. 

Return this completed form to: 

Address: Aetna HIPAA Member Rights Team 
P.O. Box 14079 
Lexington, KY 40512-4079

Fax: (859) 280-1272 

Phone: Member Services, number listed on the back of your ID card.

You  may  also  stop  the  paper mailing  of your EOBs and claim information by visiting Aetna.com.  

choose  “Log  In.”  Follow the  prompts to complete  the one-time registration.  From your  secure  

account use  the  “Profile” link in the upper  right corner to change  your paper saving  preferences.  

Your  EOBs and claim information will  still  be available  in  your secure  account.  

You also can use the "Profile" link to opt in or out of receiving emails from us, or to add or change a 

phone number. 

You may also place a password on your file. A password is a set of letters and/or numbers you 

choose to be placed on your file that will block others from requesting your claim information. 

To place a password on your account or to revoke/remove a privacy restriction or a confidential 

address already on file call the Member Services number listed on the back of your ID Card. 

DO NOT USE THIS FORM TO REQUEST A CHANGE ADDRESS OR UPDATE A PHONE NUMBER 

If you need assistance in completing this form, or with a change of address, please call the 

Member Services number listed on the back of your ID Card. 

2026 (2-25) WA CCA 

http://Aetna.com
fax:8592801272


 

 

   

              
       

For questions about requesting confidentiality, you can call your health insurance company or 
contact the Office of the Insurance Commissioner at 1-800-562-6900. 
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CONFIDENTIALITY REQUEST FORM
	

You ha ve  the  right  to ha ve  protected h ealth  information*  sent  to you i  nstead  of  the  person who pa  ys fo r  your  
health  insurance  plan.  In W ashington  state,  sensitive  health c are  services**  are  required  to  be  confidential, but   if  
you ha ve  not  requested  this i nformation t o be   sent  to a   different  address or   by a nother  means, t his i nformation  
will  be  sent  in your na  me  to t he  address  on fi le. Y ou c an  ask t o  be  contacted a bout  protected h ealth  information  
and se nsitive  health se rvices:  

- At a different mailing address.
- By email.
- By phone.
- Through the health insurance company’s portal.

To m ake  this re quest, c omplete,  sign  and  send t his form   to  your  health i nsurance  company, or   you  can c all  
your he alth i nsurance  company t o re quest  confidentiality. You c  an  also use   this form   to c hange  or u pdate  
your c onfidential  contact  information.  

Please note: Your health insurance company must complete your request within three business days of receipt. 

Name of your health insurance company 

Your name 

Your date of birth		 Your  insurance  member #   (if  available)  Your insurance group # (if available) 

Tell  us how we    should  contact  you. So me  laws  may re quire  certain c ommunications t o be   in wri ting, so   
please  provide  an  email  or  mailing  address  to e nsure  confidentiality.  Your he alth  insurance  company  must  
contact  you t hrough a t  least  one  of  your c hosen c ommunication m ethods. In t  he  boxes  below, pl ease  rank  
your c hoice  by put ting a   “1”  next  to your fi  rst  choice, “ 2”  next  to your se  cond c hoice, i f  you se lect  more  
than one   method of c  ontact.  

☐ Email at this email address:
☐ U.S. mail at this address:
☐ Message through online insurance patient portal.
☐ Phone call to the following number: ( )

☐ Send to my authorized health care provider or representative: provide name & contact
information:

IMPORTANT! The following section MUST be completed: 

 Please  provide  a  phone  number or   email  address t o c ontact  you i f t here  are  questions re garding t his 
request. 
( )
Phone  number		 Email address 

Signature		 Date 

tel:18005626900
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CONFIDENTIALITY REQUEST FORM
	

PLEASE NOTE: If you change insurance companies, you will need to make this request to the new company. 
Until your request is processed, the health insurance company may continue to send your protected health 
insurance to the person who is paying for your health insurance. 

*Protected health information means individually identifiable health information your company has or sends
outin any form. Confidential communication of protected health insurance covered under this request includes:

● Bills and attempts to collect payment for health care services from your health insurance company
(however, this request does not apply to your health care provider).

● A notice of adverse benefits determination.
● An explanations of benefits notice.
● A request for additional information about a claim.
● A notice of a contested claim.
● The name and address of a provider, a description of services provided, and other visit information.
● Any written, oral or electronic communication that contains protected health information.

**Sensitive health care services are health care services related to: 

● Reproductive health care.
● Sexually transmitted diseases.
● Substance- use disorder.
● Gender dysphoria.
● Gender-affirming care.
● Domestic violence.
● Mental health.

For questions about requesting confidentiality, you can call your health insurance company or contact 
the Office of the Insurance Commissioner at 1-800-562-6900. 

tel:18005626900
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