
Greenville County Disabilities & Special Needs Board (GCDSNB) 

Request For An Accounting of Disclosures of Protected Health Information (PHI)

Name of Consumer:_______________________________________________________________  Date:____________________________

I hereby request that an accounting of disclosures made of my Protected Health Information (PHI) be provided to me as I have indicated below. I understand that current privacy laws do not require any disclosures of my health information made BEFORE April 14, 2003.

[  ]
I request an accounting of ALL disclosures made during the past six (6) years from the date of this request.

[  ]
I request an accounting of disclosures be made during the time period from_________________________________ through ____________________________.

I understand that the Agency may temporarily suspend my right to receive an accounting of disclosures of my Protected Health Information (PHI) made to a health oversight Agency or to law enforcement officials or an investigation Agency IF the Agency is provided with written or oral instructions that a release of such disclosure(s) would likely impede the activities of the Agency or law enforcement or investigation officials. When such suspension has occurred, the disclosure notice will indicate the date the suspension will end. I understand I will have a right to the disclosure of such information within thirty (30) days of the date the suspension ended.

I also understand that the Agency is not permitted by current privacy laws to provide an accounting of disclosures of my Protected Health Information (PHI) if such disclosure:

· Was made for the purposes of carrying out treatments, payments, or health care operations;

· Has already been made to me regarding my own health information;

· Was made for the Agency’s directory;

· Was made to individuals involved in my health care;

· Was made for national security or intelligence purposes;

· Was made to a correctional institution;

· Was made to a law enforcement officials;

· Was made before April 14, 2003; and/or

· Other (specify):_______________________________________________________________________________.

I understand that the first accounting of disclosures of my Protected Health Information (PHI), during any twelve (12) month period, will be provided to me at no cost. I further understand that the Agency may charge me a reasonable fee for any additional disclosure requests I may make during the same twelve-month period. I understand that any fees for additional accountings will be disclosed to me before such accountings are provided to me.

I understand that I may revoke this request at anytime by providing the Agency with my written notice of such revocation.

Date:____________________
Signature of Consumer:___________________________________________________ 

Printed Name:_________________________________________________________ 

Date:____________________
Signature of Representative:______________________________________________ 

Printed Name:_________________________________________________________ 

Relationship to Consumer:________________________________________________ 

GCDSNB Response to Request

[  ]
Your request has been APPROVED.

[  ]
Your request includes a TEMPORARY suspension notice. Suspension ends on ________________________. You will receive information concerning the disclosure within thirty (30) days of this date.

[  ]
Your request has been DENIED based on the following reason(s):____________________________________________________ 

_________________________________________________________________________________________________________ 

You may file an appeal of this denial with ______________________________________________________________ who is located at _______________________________________________________________________________ and can be reached by telephoning _______________________________________________.

Date:_____________
Signature/Title GCDSNB Representative:____________________________________________________ 

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

