PATIENT’S REQUEST TO INSPECT

AND/OR COPY THE PATIENT’S

PROTECTED HEALTH INFORMATION


Section 164.524 of the HIPAA Privacy Regulations gives each of our patients the right to inspect and/or copy his or her own health information in what the Regulations call “a designated record set”.  That means a group of medical and billing records about a patient that is kept by or for this Pharmacy or used by this Pharmacy in making decisions about the patient.  


The designated record set kept in this Pharmacy for each of our patients consists of entries for each prescription dispensed to the patient and the billing to the benefit plan (if any) by which the patient is covered. Accordingly, in making your request, it will be helpful if you would tell us about the information you are requesting by filling out the attached form.


We need to add that there are several exceptions to a patient’s right to inspect and/or copy his or her health information that may affect our ability to respond to the request.  Examples include situations such as when the information may be used in a civil, criminal, or administrative action or proceeding, or when the information may result in danger or harm to the patient or to someone else. In the event a request is denied, the patient has a right to receive a written explanation from us explaining why the request was denied together with a description of the patient’s right to have the denial reviewed by a licensed health care professional designated by us but who did not participate in the denial decision, and also how the patient can file a complaint with this Pharmacy or with the U.S. Secretary of Health and Human Services.


We are required to act on a patient’s request with 30 days after we receive it unless the information is off-site. In that case the time period is 60 days, and we are entitled to one 30-day extension. If no reasons for denial are involved, we will let you know when your health information is ready to be inspected by you and arrange for a convenient time for that to be done. If you would like to have the information summarized, copied or mailed to you, we are entitled to charge a reasonable fee that covers our costs for labor, materials and postage.  When we have your request, we will be able to tell you in advance what the fee will be.


If you have any questions about this request you may contact our Privacy Official named below.





____________________________________





Name





__________________/__________________





Tel. No.

 Fax No.





_____________________________________





E-Mail Address

PATIENT’S NAME: __________________________________________




  

(Please Print)

PATIENT’S ADDRESS: _______________________________________




      _______________________________________




      ___________________/____________________




      Tel. No.

         Fax No.




      ________________________________________




 

      E-Mail Address

DATE OF RECEIPT AT PHARMACY: _____________________________

PLEASE DESCRIBE THE HEALTH INFORMATION YOU WOULD LIKE TO INSPECT AND OR COPY; AND IF THERE IS A PARTICULAR PERIOD OF TIME INVOLVED, PLEASE TELL US THE BEGINNING AND ENDING DATES (Please use the reverse side of this page if more space is needed):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________







____________________________________







Patient’s Signature







Date: _____________________

[NOTE:  If this Request is submitted by an individual as the Patient’s Personal Representative in accordance with Section 164.5029(g)(1) of the Privacy Regulations, the individual must attach written evidence of his or her authority to act in that capacity.

Examples include a parent of an unemancipated minor (subject to state law restrictions), a court appointed guardian, a court appointed administrator or executor.]

RESPONSE TO REQUEST FOR PROTECTED HEALTH INFORMATION

[To be given to the Patient or authorized Personal Representative or delivered by mail within 30 days after receipt of the Request. Check each of the following that applies.]

1. ____ Request granted: The protected health information requested is ready for inspection.  Please contact  _______________________ at _____________ to schedule the inspection.


Name



Tel. No.

2. ____ The summary or copy of the requested information will be ready upon our receipt of the cost-based fee in item 3 below.  Please contact __________________________ at ____________ to arrange for pick-up or delivery.

Name

 Tel. No.

3.  The fee for this service will be $_________. If mailed, postage will be added.

4.____ We will need the 60-day extension in order to assemble information which is not kept in this Pharmacy.

5.____ We will need the additional 30-day extension to assemble all of the information requested including information that is not kept in this Pharmacy.

6. ____ We are obliged to deny the request for protected health information for the reason(s) indicated below:


(a).___We do not have the requested information.


(b).___We do not know where the requested information may be located.


(c).___ The requested information includes information compiled in anticipation 
or for use in a civil, criminal or administrative action or proceeding.


(d).___ The requested information is either subject to or exempt from the Clinical 
Laboratory Improvement Amendments of 1988 (42 U.S.C. sect. 263a and 42 
C.F.R. sect. 493.3(a)(2). 


(e).___ The requested information was created or obtained in the course of 
research that includes treatment, and the Patient has agreed to participate in the 
research and to the denial of access to the information while the research is 
in progress.


(f).___ The requested information is contained in records that are subject to 


the Privacy Act (5 U.S.C. sect. 552a)


(g).___ The requested information was received by this Pharmacy from someone 
other than a health care provider under a promise of confidentiality, and the 
request if granted would likely reveal the source.


(h).___ A licensed health care professional has determined that granting this 
request is likely to endanger the life or physical safety of the Patient or another 
person, or that the requested information refers to another person who is not a


health care provider and that granting the request is likely to cause substantial 
harm  to such other person.

7. 
In the event you disagree with the above reason(s) for the denial of the request for protected health information, as indicated in the request form you may seek a review of the denial by a licensed health care professional designated by this Pharmacy who did not participate in the decision to deny the request.  Please contact ________________ at 

__________________ to arrange for this review.

     Name

 Tel. No.

8. You may also file a complaint with this Pharmacy concerning the denial of this request for protected health information or with the U.S. Secretary of Health and Human Services by using the accompanying Complaint form.




If you have any questions concerning this request for protected health information, please be in touch with our Contact Person, _____________________
 at ______________________.


          Name

      Tel. No.



