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REQUEST FOR RESTRICTIONS ON USE/DISCLOSURE OF PHI

As a patient, you have the right to request restrictions on the use and disclosure of your Protected Health Information (“PHI”).  Coastal Bend Health Education Center (TAMHSC-CBHEC) has provided this form in order to facilitate such requests.  Please enter the following information.
1. Patient Name:  ______________________________________________________
2. Birth Date:  _________________________________________________________
3. Address:  ___________________________________________________________
4. Phone Number:  _____________________________________________________
I am requesting a restriction on the use/disclosure of my health information in the manner described below.  I understand that TAMHSC-CBHEC may deny this request for any reason (unless specifically required by law).  If my request is approved, I understand that the restriction will not apply in case of an emergency or when disclosure is otherwise required by law.
5. Description of Specific Health Information to be Restricted:
_________________________________________________________________________________________________________________________________________________________________________________________________________
6. Persons/Organizations Restricted from Use/Disclosure:
_________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________	_____________________________________
Signature of Patient or Patient’s	Date
Representative

_______________________________
Name of Patient

_______________________________	_____________________________________
Name of Representative (if applicable)	Description of Representative’s authority to act for patient

FOR OFFICE USE ONLY

Date Request Reviewed:  ____________________
Position Titles of Reviewers:

Request has been:	 Accepted       Denied
Reason for Denial:
________________________________________________________________________

Final Action Taken:
________________________________________________________________________

Signature of Privacy Official:  __________________________    Date:  ____________________
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