
Solicitud de restricción de la información de salud protegida 

Información de Asociado 

Nombre: Apellido:   

Número de identificación: Fecha de nacimiento: 

Dirección:   Ciudad:  Estado: 

Teléfono/Celular: 

Por la presente solicito restricción sobre el uso y divulgación de mi información de salud protegida para 

tratamiento, pago y operaciones del plan de salud. Entiendo que Doctors HealthCare Plans no está obligado a 

aceptar esta restricción. Entiendo que, si la solicitud de restricción es aceptada, Doctors HealthCare Plans está 

obligado a cumplir con la solicitud excepto en una situación de emergencia o cuando el uso o divulgación es 

permitido o requerido por la ley. Entiendo esta restricción seguirá en efecto hasta que solicite anular la restricción 

o hasta que Doctors HealthCare Plans me notifique que se va a anular la restricción.

Describa la información de salud que desea restringir: 

Por favor, envíe este formulario a: 

Doctors HealthCare Plans, Inc. Attn: 

Privacy Officer 

2020 Ponce De Leon Blvd, Suite PH 1 

Coral Gables, FL 33134 

__________________________________________________ ___________________________ 

Asociado o Representante Legal * Firma   Fecha 

*Representante legal debe proveer documentación para apoyar la autoridad legal para actuar en nombre del

asociado.

Representante Legal: Teléfono/Celular: ________ 

Dirección:  Ciudad:  __________________ Estado: __________  

Teléfono/Celular: 
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DISCRIMINATION IS AGAINST THE LAW 

Doctors HealthCare Plans, Inc., complies with applicable federal civil rights laws and does not discriminate on the 

basis of race, color, national origin, age, disability, or sex. Doctors HealthCare Plans, Inc., does not exclude individuals 

or treat them differently because of race, color, national origin, age, disability, or sex. 

Doctors HealthCare Plans, Inc. provides: (1) free aids and services to people with disabilities to communicate 

effectively with us, such as, qualified sign language interpreters and written information in other formats (large print, 

audio, accessible electronic formats, other formats); and, (2) free language services to individuals whose primary 

language is not English, such as, qualified interpreters and information written in other languages. 

If you need these services, contact the number on the back of your ID Card. If you believe that Doctors HealthCare 

Plans, Inc., has failed to provide these services or discriminated in any way on the basis of race, color, national origin, 

age, disability, or sex, you can file a grievance with: Doctors HealthCare Plans, Inc., Attention: Member Services 

Department, 2020 Ponce de Leon Blvd., PH 1, Coral Gables, FL 33134 or call (786) 460-3427 or (833) 342-7463, TTY: 

711; fax: (786) 578-0283, 7 days a week; 8AM to 8PM EST. 

You can file a grievance in person, by mail, or by fax. If you need help filing a grievance, our Member Services 

Representatives are available to help you at the number listed above. You can also file a civil rights complaint 

electronically through the U.S. Department of Health and Human Services, 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 or call (800) 

368-1019, (800) 537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.  

MULTI-LANGUAGE INTERPRETER SERVICE 


