Request for Accounting of Protected Health Information Disclosures
Name of Patient: ____________________________ Date of Birth ____________ 
Address:  ___________________________________________ 
                 ___________________________________________ 
                ___________________________________________                 


________________________________________ 
Telephone: ___________________________________________ 
Medical Record Number: ___________________________________________ 
I request an accounting of disclosures of my protected health information made by the practice to include disclosures date.  I understand that the practice has 60 days to comply with this request, and the practice may extend this time period by an additional 30 days if I am provided with the reasons for the delay within the initial 60 day time period. 
 The accounting I receive will NOT contain disclosures: 
· To carry out Treatment, Payment, or Healthcare Operations
· Pursuant to my authorization
· Made to me
· To persons involved in my care or other notification purposes
· Incidental to a permissible use or disclosure
· For national security or intelligence purposes
· To correctional institutions or law enforcement officials 
· Of de-identified data; 
Signature of Patient__________________________________________________ Date  ____________

Signature of Witness/Processer________________________________________Date_____________
