
Individual Request for  
Confidential Communications 

 
 

PURPOSE: This form is used for an individual’s request that CenBen USA, Inc. use alternative means or an alternative location 
when communicating about protected health information to avoid endangering the individual. 

 
SECTION A:  Individual Requesting Confidential Communications 
 
 
Covered Employee’s Name:       Employee’s SSN:  - - 
   
Covered Employee’s Employer:      Current Phone:  - -  
 
Name of Individual Making 
Request:         Individual’s SSN:  - -  
 
Current Address:               
 
SECTION B: To the Individual – Please read the following and complete the information requested 
 
You have the right to request that we communicate about all or part of your protected health information by alternative means or to an alternative 
location to avoid endangering you. We will accommodate your request if it is reasonable, you state clearly that failure to communicate your 
protected health information by the alternative means or to the alternative location could endanger you, you provide reasonable alternative means 
or location for communicating with you, and you provide a satisfactory explanation how any applicable premium or other payments will be handled 
under the alternative means or location you request. We will not investigate the validity of your claim that failure to communicate with you by the 
alternative means or location could endanger you. To exercise this right, please complete this Section B. 
 
 
Please explain why you request confidential communication about your protected health information by alternative means or to an alternative 
location: 
               
 
               
 
               
 
Please explain how any applicable premium or other payments will be handled: 
 
               
 
               
 
               
 
Method of Communication 
 

 I request that you communicate with me about my protected health information at the following alternative address. Please provide full 
information on the alternative location including address and phone number: 
               
 
               
 
 

 I request that you communicate with me about my protected health information by the following alternative means. Please provide full 
information on the alternative means you want us to use: 
 
               
 
               
 
 



SECTION C: Signatures. 
 
I, ____________________________________________________________, attest that failure to communicate about my protected health 
information by the alternative means or to the alternative location I request could endanger me. 
 
__________________________________________________ _________________________________________ 
Patient’s Printed Name     Date 
 
__________________________________________________ _________________________________________ 
Patient’s Signature      Date 
 
If this request is signed by a personal representative on behalf of the individual, complete the following: 
 
__________________________________________________ _________________________________________ 
Patient Representative’s Printed Name    Date 
 
__________________________________________________ _________________________________________ 
Patient Representative’s Signature    Date 
 
__________________________________________________________________________________________________ 
Relationship of Representative to Individual 
 
Please submit this request to HealthSCOPE Benefits at any of the following addresses: 
  
HIPAA Official       
P.O. Box 1224    
Little Rock, AR 72203   
            or 
 
Customer Service – HIPAA 
PO Box 16526 
Columbus, Ohio 43216 
            or 
 
Customer Service – HIPAA 
PO Box 50440 
Indianapolis, IN 46250 
 

 
YOU HAVE THE RIGHT TO RECEIVE A COPY OF THIS FORM 


