L rillium
Community Health Plan

P.O. Box 11740
Eugene, Oregon 97440-3940

Request to Change Lock-In Pharmacy and/or Provider

Member Name: Medicaid ID Number:

Member Address: Member City, State Zip:

Member Phone Number:

Check box if you want to change your “Lock-In" Pharmacy to the following:
One pharmacy change allowed in a 12 month period (unless good cause)

OPharmacy Name: Address:

City, State Zip: Phone Number:

Fax Number:

Please make this change effective as of mm/dd/yyyy: / /

Check box if you want to change your doctor to the following:

OProvider Name: Address:

City, State Zip: Phone Number:

Fax Number:

Please make this change effective as of mm/dd/yyyy: / /

Member Signature

Fax completed form to: 1-844-956-0157 or mail to the address below:

Trillium Community Health Plan
Attn: Pharmacy Department
P.O. Box 11740
Eugene, OR 97440-3940
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Do you think Trillium Community Health Plan (Trillium) has treated you unfairly?

Trillium must follow state and federal civil rights laws. It cannot treat people unfairly in any of its
programs or activities because of a person’s:

o Age e Gender identity e Race e Sexual orientation
e Color e Marital status e Religion e Health Status
o Disability e National Origin e Sex

You have a right to enter, exit, and use buildings and services. You have the right to get
information in a way you understand. Trillium will make reasonable changes to policies, practices,
and procedures by talking with you about your needs.

To report concerns, get help filing a complaint or to get more information, please contact Member
Services at 541-485-2155; Toll Free: 1-877-600-5472; TTY: 1-877-600-5473, Monday through Friday,
8:00 a.m. to 5:00 p.m. You can leave a message at other times, including weekends and federal
holidays. We will return your call the next business day. The call is free.

If you believe you have been discriminated against, you may also contact:

Emily Farrell, Non-Discrimination Coordinator

555 International Way, Building B

Springfield, OR 97477

Phone: 541-214-3948

Toll-free 1-844-867-1156 (TTY 711)

Email: emilyann.farrell@TrilliumCHP.com

Web: https://wellcare.trilliumadvantage.com/legal/nondiscrimination-notice.html

You have a right to file a civil rights complaint with these organizations:

U.S. Department of Health and Human Services Office for Civil Rights (OCR)

Web: https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Phone: (800) 368-1019, (800) 537-7697 (TDD)

Email: OCRComplaint@hhs.gov

Mail: Office for Civil Rights, 200 Independence Ave. SW, Room 509F, HHH Bldg., Washington,
DC 20201

Oregon Health Authority (OHA) Civil Rights

Web: www.oregon.gov/OHA/OEI

Email: OHA.PublicCivilRights@odhsoha.oregon.gov

Phone: (844) 882-7889, 711 TTY

Mail: Office of Equity and Inclusion Division, 421 SW Oak St., Suite 750,
Portland, OR 97204

Bureau of Labor and Industries Civil Rights Division

Phone: (971) 673-0764

Email: crdemail@boli.state.or.us

Mail: Bureau of Labor and Industries Civil Rights Division, 800 NE Oregon St.,
Suite 1045, Portland, OR 97232
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You can get this letter in another language, large print, or another
way that is best for you. You can also have a language interpreter.
This help is free. Call 1-844-867-1156 (TTY/TDD 711).

Puede recibir esta carta en otro idioma, en letra grande o en el
formato que sea mejor para usted. También puede tener un
intérprete de idiomas. Esta ayuda es gratuita. Llame al 1-844-867-
1156 (TTY/TDD 711).

English
ATTENTION: If you do not speak English, language assistance services, free of charge, are available
to you. Call 1-877-600-5472; TTY: 1-877-600-5473.

Espaiol (Spanish)
ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica.
Llame al 1-877-600-5472; TTY: 1-877-600-5473.

Tiéng Viét (Vietnamese)
CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro ngdn ngir mién phi danh cho ban. Goi s 1-
877-600-5472; TTY: 1-877-600-5473.

%2+ (Chinese)
AR WREEAER T B MR EEGES R - 55E(E1-877-600-5472; TTY: 1-877-
600-5473.

Pycckun (Russian)
BHUMAHWE: Ecnu Bbl roBOpuTe Ha pyCcCKOM A3blke, TO BaM JOCTYNHbI BecnnaTHble ycnyru
nepesoaa. 3BoHuTe 1-877-600-5472; TTY: 1-877-600-5473.

oH=0{ (Korean)
FO:St=20HE AIE0tAl= 82, 0 X3 AMHIAE =2 0| E06t4a! &= JUASLICEH 1-877-600-5472;
TTY: 1-877-600-5473.

YkpaiHcbka (Ukrainian)
YBAIA! AKLLO BM pO3MOBIISIETE YKPAIHCHKOIO MOBOO, BY MOXETe 3BEPHYTUCA A0 6E3KOLITOBHOI
cny>x6u MOBHOI NiaTpumkn. TenedoHynTe 3a Homepom. 1-877-600-5472; TTY: 1-877-600-5473.

HAEE (Japanese)
AEEIE: BREZEINDGE,. BHOSEXEZ ZARAWZI+TET, 1-877-600-5472; TTY:
1-877-600-5473. £ T, BEEIC T TEKCEEE LY



Arabic:
aall Caila 2 5 ¢1-877-600-5472:8 ) (Ao Joail Ulae el dalia 4 sl sacluwall iladd o Gy jall Al Caaati i€ 13) 4
1-877-600-5473 a4l
Roména (Romanian)
ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit.
Sunati la 1-877-600-5472; TTY: 1-877-600-5473.

124 (Cambodian)

Uhs: 10 SMmMymSIUNW ManNiSI NS SWiRAMa IS SSs W
AINSWSINUUITHAY G gied0 1-877-600-5472; TTY: 1-877-600-5473.
Cushite

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni
argama. Bilbilaa 1-877-600-5472; TTY: 1-877-600-5473.

Deutsch (German)
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfugung. Rufnummer: 1-877-600-5472; TTY: 1-877-600-5473.

=& (Farsi)
Ladi s OBl iy semn (Al Ol i€ (o S8 o Jld gl 4 R e

1-877-600-5472; TTY: 1-877-600-5473.1 .23k (e aal 3,50 ula

Francais (French)
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposeés
gratuitement. Appelez le 1-877-600-5472; TTY: 1-877-600-5473

mwmilna (Thai)
Fou: dguwamnnsguanansaliuimatiomienammlans ns. 1-877-600-5472; TTY: 1-877-600-5473.
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