[bookmark: _GoBack]REQUEST TO RESTRICT USE AND DISCLOSURE
OF PROTECTED HEALTH INFORMATION

Patient Name: 	_______________________________Medical Record No: __________________

Address: ______________________________________________________________________

Directory Information Restriction:  I request that the disclosure of my information maintained in [COVERED ENTITY] directory be restricted in the following manner:

_____Do not include my name, location, general condition or religious affiliation in [COVERED ENTITY]’s directory.

_____Do not disclose my name or religious affiliation to members of the clergy.

_____Do not disclose my location in the building to: _____________________________

_____Do not disclose my general condition to:  _________________________________

_______________________________________________  ______________________________
Signature of Patient or Personal Representative 		Date 

______________________________________________________
Print Name

______________________________________________________
Personal Representative’s Title (e.g., Guardian, Executor of Estate,
Health Care Power of Attorney)

Other Restrictions: I request the following restriction(s) on the use or disclosure of my Protected Health Information:

Do not release information to the following person(s):
______________________________________________________________________________

Other restriction (please specify): 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

______________________________________________________	__________________
Signature of Patient or Personal Representative 				Date

______________________________________________________
Print Name

______________________________________________________
Personal Representative’s Title (e.g., Guardian, Executor of Estate,
Health Care Power of Attorney)

 


REQUEST TO RESTRICT USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION - side 2


[COVERED ENTITY] RESPONSE:

_____Your request for restriction has been declined.  

Note:  [COVERED ENTITY] may not deny a request for restriction of Directory Information.

_____Your request for restriction has been accepted.  In the case of an emergency or if necessary to comply with the law, we may use and disclose your health information in violation of the restriction.  Other than in those circumstances, we will abide by your request unless and until the restriction is terminated (with or without your agreement) and you are notified.  


_____________________________________________ 		________________________
Signature of Facility Privacy Official					Date

_________________________________________________________
Print Name





TERMINATION OF RESTRICTION

_____The above name patient agreed to terminate this restriction on: _____________________.

_____The above named patient was notified on ___________________ (date) that this restriction was terminated.  

Patient was notified: (check appropriate box) 

_____In person  

_____By telephone (attach documentation of notification)

_____By mail (attach documentation of notification)

_________________________________________________________ 	__________________
Signature of Facility Privacy Official						Date

_________________________________________________________
Print Name


This document is a sample and is provided for general information purposes only. Neither the provision of this document nor the document itself constitutes legal advice or opinions of any kind. No lawyer-client, advisory, fiduciary, or other relationship is created between MagMutual and any person accessing or otherwise using this document. MagMutual and its directors, officers, agents, contractors, interns, suppliers, and employees are not liable for any damages, losses, or causes of action of any nature arising from any use of any of this document or the provision of this document. 


