19.5 – Attachment 1

Request for Accounting of Disclosures of Protected Health Information

By completing and submitting this form, I am requesting an accounting of disclosures of my Protected Health Information (PHI).
I understand that such accounting will be limited to disclosures that were not for the purposes of treatment, payment or health plan operations (or other exceptions under 45 CFR § 164.528(a)(1) of the HIPAA Privacy Rule) and for which I have not provided a written authorization.  The accounting will only include disclosures of PHI made by the Department in the six years prior to the date of this request.

VERIFICATION (Please type or print) Please complete the following for verification.
Name of Individual: ________________________________ Date of Birth: ________________

Phone number where we can reach you to process your request (required):  ______________
Social Security Number: ________________________

Address where accounting should be provided:  ______________________________________
I am requesting information about disclosures of the following type of information:

_____________________________________________.

SIGNATURE
I have read and understand the above information.   





Signature: _____________________________________ 
Date: _____________

(If signed by Parent/Guardian/Personal Representative, please identify relationship to individual and attach supporting documentation of such relationship.)


PLEASE NOTE 

· One accounting per 12-month period is provided without charge; DHSS may impose a fee for any additional accounting.

· I understand if the information on this form is incomplete the form will be returned to me and the request will not be considered until the form is complete.

Please return this form to:  Missouri Department of Health and Senior Services, Privacy Officer, P.O. Box 570, Jefferson City, MO, 65102.
REQUEST PROCESSING SECTION

This section is to be completed by the reviewer:

Date received: 
_______________

Reviewed by:

_______________

Contact person:
_______________

Review date:

_______________

________________________________



________________

Signature







Date

