<NAME OF PRACTICE>

<ADDRESS>

<PHONE/FAX>


PATIENT REQUEST FOR ACCOUNTING OF PHI DISCLOSURES

I hereby request an accounting of how my Protected Health Information (PHI) was disclosed by <PRACTICE NAME> as required by federal regulations.
Patient Name
Date of Birth

From: ___________________________ To: _____________________________

            (not more than six years in the past)

I understand that the practice is not required to provide an accounting of all disclosures which include:

1.
To carry out treatment, payment and health care operations as providers.

2.
Disclosures pursuant to an authorization.

3.
For reporting neglect or abuse.

4.
For national security purposes.

5.
PHI that is part of a limited data set for research.

6.
Disclosures that occurred prior to April 14, 2003.

Fees. I understand that the Practice must, to the extent required by law, provide an accounting to me in any 12 month period without charge. However, I also understand that subsequent requests for an accounting within the same 12 month period will be honored, provided that I pay the Practice’s fee for the accounting, which will be a cost based fee.

Time to Respond. I understand that the Practice has 60 days after receipt of this Request to respond to this Request. However, if the Practice has difficulty providing the accounting within that 60 day period, the Practice may extend the response time by an additional 30 days, provided that the Practice first notifies me of the reasons for the delay and the date when it will provide the accounting.

Modification/Withdrawal of Request. I understand that, in order to avoid or reduce payment of the fee referred to in the fees section above, I may withdraw or modify this Request. The Practice will notify me, in response to this Request, of whether a fee will be charged. At that time, I may either withdraw or modify this Request. I further understand that I must respond and indicate my desire to withdraw, modify or not change my request as a pre-condition to the Practice’s further response.

Patient or Representative Signature
Date

Relationship to Patient: ________________________________Verification by:
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	(  The request is approved.

	
	
	(  The request is denied for the following reason(s): 
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	Signature of Compliance Officer
	
	
	Date
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