
Pa#ent #_________________

 

Request for Confiden/al Communica/ons 
Allowing Access to Pa/ents Protected Health Informa/on 

Pa/ent Informa/on: 
(Last name, First name)___________________________, __________________________ 
Date of Birth (Month/Day/Year)_____/_____/_____ 

______________________________________________ 

 My protected health informa/on may be accessible to the following: 

1. Name: ___________________________________ Phone Number(_____)_____-________ 
 Rela#onship to Pa#ent: __________________________________ 

2. Name: ___________________________________ Phone Number(_____)_____-________ 
 Rela#onship to Pa#ent: __________________________________ 

3. Name: ___________________________________ Phone Number(_____)_____-________ 
 Rela#onship to Pa#ent: __________________________________ 

______________________________________     ________________________        ________________ 
Signature (Pa#ent or Personal Representa#ve)                 Printed Name                                       Date 

______________________________________________ 

FORWARD THIS REQUEST TO THE HIPAA PRIVACY COORDINATOR FOR APPROVAL 

FOR INTERNAL USE: Date of Request Received:_____/_____/_____ 

☐Request Accepted – Date: _____/_____/_____ 

☐Request Denied – Date:   _____/_____/______ Reason:_______________________________ 

HIPAA PRIVACY COORDINATOR: ________________________________    Date: _____________


