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It is the right of individuals to request [Organization] to restrict the use or disclosure of their protected health information for the purposes of treatment, payment and health care operations.  [Organization] has established protocols for evaluating such requests with respect to manageability and affect on both the organization and the individual.  All agreements entered into by the organization will be documented and binding for all uses or disclosures except those required for: the provision of emergency treatment, disclosures required by law or permitted without authorization.   [Organization] retains the right to terminate an agreement to restrict after informing the individual of its decision.  Terminations will only be effective with respect to protected health information created or received after the informing the individual.

Personal representatives who have the authority to act on behalf of an individual will be treated as the individual to the level of their authority as permitted by law.

Definitions:

Personal Representative: 

[Organization] accepts the definition of “personal representative” as stated in California law:

Health and Safety Code §123105(e) "Patient's representative" or "representative" means a parent or the guardian of a minor who is a patient, or the guardian or conservator of the person of an adult patient, or the beneficiary or personal representative of a deceased patient.


See the policy related to Personal Representatives for restrictions related to their authority.

Procedures

Receipt and Response to Request a Restriction

1. Require the request to be in writing on form “REQUEST FOR A RESTRICTION ON USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION”, attached.

2. Respond to request with a written agreement or denial using form “RESPONSE TO REQUEST FOR A RESTRICTION ON USES OR DISCLOSURES OF PROTECTED HEALTH INFORMATION.”

3. Retain all documentation related to a request, acceptance or denial of the agreement to restrict as defined in the Record Retention policy 


Agreement to restrict: 

· Develop procedures for documenting the restriction and notifying staff of the restriction.

· Develop procedures for requiring further disclosure of restricted information, if information is disclosed to provide emergency treatment

Termination of an Agreement

1. Patient or Administration completes the form “TERMINATION OF A RESTRICTION TO USES OR DISCLOSURES OF PROTECTED HEALTH INFORMATION.”  Individual may inform the organization orally.

2. Individual is notified.

3. Document the agreement to terminate.

4. Retain all documentation related to a request, acceptance or denial of the agreement to restrict as defined in the Record Retention policy
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REQUEST FOR A RESTRICTION ON USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

Date: _____________________________________________

Name: ______________________________________________

Date of birth: _______________________________

I understand that [Organization] may use or disclose my protected health information (“PHI”) for the purposes of treatment, payment and health care operations.  I understand that [Organization] does not have to agree to my request.

I hereby request a restriction on the health center’s use or disclosure of protected health information. The information I want limited is:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

I want to limit:

· The health center’s use of this information.

· The health center’s disclosure of this information.

· Both the use and the disclosure of this information.

I want the limits to apply to the following person/entity (for example, a spouse):

_______________________________________________________________

I understand that [Organization] does not have to agree to my request.

Even if [Organization] agrees to the restriction, it may share the information anyway in the following circumstances:

· During a medical emergency if the restricted information is needed to provide emergency treatment. However, if the information is disclosed during an emergency, [Organization] will tell the recipient not to use or disclose it for any other purposes.

· For certain public health activities.

· For reporting abuse, neglect, domestic violence or other crimes.

· For health agency oversight activities or law enforcement investigations.

· For judicial or administrative proceedings.

· For identifying decedents to coroner and medical examiners or determining a cause of death.

· For organ procurement.

· For certain research activities.

· For workers’ compensation programs.

· For uses or disclosures otherwise required by law.

If a special restriction is agreed to, it may be terminated if:

· I request, or agree to, the termination in writing.

· I orally agree to the termination and the oral agreement is documented.

· The health center informs me that it is terminating the agreement. In this case, the termination is only effective for PHI created by the health center or received by the health center after I am notified of the termination.

For more information about your privacy rights, see the Notice of Privacy Practices” available at the front desk of our health center or send a written request to [insert address].

If you believe your privacy rights have been violated, you may file a complaint with the health center or with the Secretary of the Department of Health and Human Services. To file a complaint with the health center, contact [insert the name, title, and phone number of the contact person or office responsible for handling complaints]. All complaints must be submitted in writing. You will not be penalized for filing a complaint.
Signature of patient or representative: ______________________________________________________

Identification is required to insure that the requestor has the authority to request this amendment

	Type of ID Submitted
	Person verifying identity
	Date

	
	
	


RESPONSE TO REQUEST FOR A RESTRICTION ON USES OR DISCLOSURES OF PROTECTED HEALTH INFORMATION

[Date]

[Address]

Dear___________________________________;

On [insert date], you requested that [Organization] limit its use or disclosure of protected health information.

· [Organization] agrees to the restriction you requested.

· This health center does not agree to the restriction you requested.

· Other

Even if a restriction is agreed to, the information may be shared anyway in the following circumstances:

· During a medical emergency if the restricted information is needed to provide emergency treatment. However, if the information is disclosed during an emergency, [Organization] will tell the recipient not to use or disclose it for any other purposes.

· For certain public health activities.

· For reporting abuse, neglect, domestic violence or other crimes.

· For health agency oversight activities or law enforcement investigations.

· For judicial or administrative proceedings.

· For identifying decedents to coroner and medical examiners or determining a cause of death.

If a special restriction is agreed to, it may be terminated if:

· You request, or agree to, the termination in writing.

· You orally agree to the termination and the oral agreement is documented.

· The health center informs you that it is terminating the agreement. In this case, the termination is only effective for protected health information created by the health center or received by the health center after you are notified of the termination.

For more information about your privacy rights, see the Notice of Privacy Practices” available at the front desk of our health center or send a written request to [insert address].

If you believe your privacy rights have been violated, you may file a complaint with the health center or with the Secretary of the Department of Health and Human Services. To file a complaint with the health center, contact [insert the name, title, and phone number of the contact person or office responsible for handling complaints]. All complaints must be submitted in writing. You will not be penalized for filing a complaint.
Sincerely,

Health center representative

TERMINATION OF A RESTRICTION TO USES OR DISCLOSURES OF PROTECTED HEALTH INFORMATION

Date: ____________________________________________

Name: ___________________________________________

Date of birth: ______________________________________

The patient named above requested a special restriction on the use or disclosure of protected health information on _____________________ (date).

· The patient hereby requests that the special restriction be terminated.

Signature of patient or representative: ___________________________________________________

If representative, give relationship: _______________________________________________________

· The patient hereby agrees to the termination of the special restriction. Signature of patient or representative: ___________________________________________________ If representative, give relationship: _______________________________________________________

· The patient orally agreed to the termination.

Signature of health center representative who witnessed the oral agreement: __________________________

· [Organization] is hereby informing you that the agreement is terminated. The termination is effective only with respect to protected health information created or received by us after you have received this notification.

Signature of health center representative: __________________________________________________

For more information about your privacy rights, see the Notice of Privacy Practices” available at the front desk of our health center or send a written request to [insert address].

If you believe your privacy rights have been violated, you may file a complaint with the health center or with the Secretary of the Department of Health and Human Services. To file a complaint with the health center, contact [insert the name, title, and phone number of the contact person or office responsible for handling complaints]. All complaints must be submitted in writing. You will not be penalized for filing a complaint.
