Oklahoma State University

Psychological Services Center

118 North Murray Hall

Oklahoma State University

Stillwater, Oklahoma  74078

Phone:  (405) 744-5975, Fax:  (405) 744-2826
Request for Restricting Use/Disclosure of Health Information form
As provisioned by 45 CFR 164.522 of the Health Insurance Portability and Accountability Act of 1996 you have a right to request restrictions and confidential communications of your health information. 

Please complete the following information and sign below, a member of our support staff will contact you within 3 business days let you know if we are able to accept your request. 

Client Name: ____________________________________
Birth date: __________________
Client Address: City: __________________ ST____ Zip ______ Telephone: (____) ______-_____________ 

Health Information to be Restricted: 

Nature of Restriction: 

Health Information to be Communicated Confidentially: 

Desired Alternative Method of Communication and Instructions: 

TO OUR CLIENTS: You have the right to request that we restrict our use and disclosure of your medical records and information. We do not have to agree to your requested restrictions. If we do agree to the requested restriction, we will abide by the restriction unless a medical emergency requires otherwise. You also have the right to request that we communicate certain medical information to you in confidence. We will accommodate your reasonable written requests to receive communications of medical information by alternative means or at alternative locations only if you (1) specify the alternative location, address, or telephone number and/or the alternative means of contact and (2) agree to be responsible for and explain how payment will be handled for any additional costs associated with the alternative method of communication. 

By your signature below, you acknowledge that you understand and agree to the above information. 

Signature ____________________________________
Date __________________
REQUEST PROCESSING SECTION - [INTERNAL USE ONLY KEEP ON FILE] This section is to be completed by the reviewer: 

Date Request Received: Accounting Reviewed by: Chief Privacy Officer: Review Date: 

Request for Restriction: Accepted [image: image1.wmf]Denied [image: image2.wmf]
Request to Communicate Confidentiality: Accepted [image: image3.wmf]Denied [image: image4.wmf]
This Request for Restriction and Confidential Communication to be made a part of the following record: 

Signature of Reviewer ____________________________________
Date ________________________ 
Signature of Privacy Officer _______________________________
 Date________________________
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