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                                        REQUEST FOR ACCOUNTING OF DISCLOSURES

Return completed form to:  Name: _____________________________________________

                                              Address: _____________________________________________

                                          City, State: _____________________________________________

Please note that we may deny your request for accounting of disclosures for the following Reasons:  If you are not the patient or the patient’s legal representative, if the disclosure was made to you or your legal representative, if it was made to others for treatment, payment or health-care-operations purposes, or in other circumstances.  We do this in accordance with current HIPAA law.  A signed, dated copy of this Request shall be as effective as the original.

COMPLETE AS APPLICABLE:

1. Please provide me with an accounting of disclosures pertaining to the records of Patient Name: _____________________________________________________________________________

2.  Please include disclosures from these dates:  Date from:  ___________  Date to: _________

3. Please provide me with the accounting in the following format:  
      ( hardcopies       ( CD-ROM         ( email        ( fax         ( eCloud drop copy
4. Pick up is preferred.  Date that I can pick up copies in the above listed format,                      On or after (date): _________________________
5. I acknowledge I will pay costs in the amount of $ ___________ before the accounting will be released.

By Patient: _________________________________________
Date: __________________

(Print name and sign)

or

By Patient’s Representative ____________________________
Date: __________________

(Print name, sign, and describe authority below)

--------------------------------------------------------------------------------------------------------------------------------------------
OFFICE USE ONLY

1. Request for accounting denied because of the following:

(  Disclosures occurred more than six years before the date of the request  


(  Disclosures occurred prior to April 14, 2003






(  Disclosures were for treatment, payment or health-care purposes



(  Disclosures were made to patient or patient’s legal representative



(  Requesting party lacks legal authority






(  Patient refused to pay costs 

Please note that Federal law requires that all patient requests for PHI Requests made in writing must be delivered electronically within 30 days of receipt. 








(  Other: __________________________________________________________________________




2.  Date: ______  List of disclosures released to patient: ___________________________________ 

        ____________________________________________________________________________________

       Date: _______   Name of Business Associates notified of accepted limitations:    

                                            ___________________________________



                ___________________________________

                ___________________________________
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