REQUEST FOR RESTRICTION

OF USE AND DISCLOSURE

OF PROTECTED HEALTH INFORMATION


The HIPAA Privacy Regulations (Section 164.522) give our patients the right to restrict the use and disclosure of their individually identifiable health information in our possession in addition to the restrictions referred to in our Notice of Privacy Practices.  
 This information is generally referred to as “protected health information” or “PHI” for short. 


 However, it is important to point out that the Section also says that we are not required to agree to all requests for restrictions, and that if certain restrictions are accepted by us, they may not all be effective in situations such a compliance review by the U.S. Secretary of Health and Human Services, or where applicable law requires that we make patients’ information available for public health, law enforcement or similar authorities.  


In addition, if we agree to a request for a restriction we are authorized by the Section to terminate the restriction.  Nevertheless, each request for restrictions will be carefully considered and the patient will be notified if we decide that the request can or cannot be accepted.


If you wish to request one or more restrictions on the use and disclosure of your PHI, please complete the following form:

Name: _______________________________________________________

Street Address: ________________________________________________ 

City, State and Zip Code: ________________________________________

Day Time Telephone: ________________   Evening Telephone: _____________

Fax Number: ______________________      E-Mail: _______________________

Date: _____________________

RESTRICTIONS REQUESTED


1.  When a prescription is picked up by someone other than me, please restrict the information given to that individual to instructions for administering the medication, without any further discussion of the medical condition for which the medication has been prescribed and without any further disclosure of my PHI.


2.  Please limit all oral communications between us that relate to my PHI to in- person or telephone (at the number(s) given below). Please use the Primary number first, but if I do not answer, please do not leave a message but use the Secondary number at which a message may be left. I will notify you promptly of any change in the telephone number(s).*




Telephone Number(s):  Primary:     (        )-___ -______







  Secondary: (        )-___-_______


3. Please limit all written communications between us that relate to my PHI, except for the written materials that accompany my prescriptions, to the following mail or e-mail address, whichever is more convenient for you. I will notify you promptly of any change in either address.  




Mailing Address:







                           Mail Address (if any): 









4.  Except for item 1 above, no request for any or all of my PHI in your records is to be granted to any individual who identifies himself or herself as my parent, sibling, other relative, close family friend or my care giver except in situations where you are notified of an emergency in my health, and then only to the extent of the minimum necessary information needed at the time.


5. Other requests for restrictions:



(a). ______________________________________________________



      ______________________________________________________



      ______________________________________________________



(b). ______________________________________________________



       ______________________________________________________



      _______________________________________________________









________________________









Patient’s Signature

RESPONSE TO REQUESTS FOR RESTRICTIONS


1.  Agreed: ___________________     Declined: ______________________


2.  Agreed: _______X*_________
  Declined: ______________________


3.  Agreed: _______X*_________
  Declined: ______________________


4.  Agreed: ___________________
  Declined: ______________________


5. (a).: Agreed: ________________
  Declined: ______________________


    (b).: Agreed: ________________
  Declined: ______________________









________________________







Privacy Official









________________________







Print Name









________________________







Telephone Number

*Section 164.522(b)(1)(i) provides that reasonable requests to receive communications of PHI by alternative means or at alternative locations are to be granted. 
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