Greenville County Disabilities and Special Needs Board

Denial of Inspection/Copy of Protected Health Information (PHI)

Name of Consumer:________________________________________________________ Date:__________________________________

This is to inform you that your “Request for Inspection/Copy of Protected Health Information (PHI)” dated _____________________ has been DENIED based on the reason indicated below:

[  ]
The information you requested is not a part of our Agency’s designated record set.

[  ]
Current federal law does not allow you access to the information you requested.

[  ]
The information you requested is not maintained by our Agency.

[  ]
The information you requested is psychotherapy notes.

[  ]
A licensed health care professional has determined that access to this information would result in physical harm to you or to others.

[  ]
The information you requested was obtained from someone other than a health care provider under a promise of confidentiality and the access you requested would likely reveal the source of the information.

[  ]
The information you requested is temporarily unavailable because the consumer is currently participating in a research project.

[  ]
The information you requested cannot be released because we are under the direction of a correctional institution. Allowing the inmate access to this information would jeopardize the health, safety, security, custody, or rehabilitation of other inmates or other individuals at the correctional Agency.

[  ]
The information you requested has been compiled for judicial or legal proceedings.

[  ]
Other (please describe):_____________________________________________________________________________

________________________________________________________________________________________________

[  ] 
You DO  have a right to have a review of this denial. Please contact ______________________________________ who is located at __________________________________________________________________, or telephone him/her at___________________________ to proceed with this review. A licensed healthcare professional not associated with your care or treatment will review your request for information and the reasons for our denial. The licensed health care professional’s decision will be binding. 

[  ]
You DO NOT have the right to a review of this denial. However, you may file a complaint with _________________________________________________________________________________ who is located at ___________________________________________________________________________ or by telephoning him/her at _____________________________________________________________. If you wish, you may file a complaint with the Secretary of the Department of Health and Human Services. The address is:

U.S. Department of Health and Human Services

200 Independence Avenue, S.W.

Washington, DC  20201

(202) 619 – 0257

Toll Free: 1-877-696-6775

Date:_______________
_______________________________________________________________________

Signature/Title-Person Denying Request

Printed Name:____________________________________________________________

A copy of this record must be provided to the person making the request and a copy must be filed in the medical record.

