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REQUEST TO RESTRICT ACCESS, USE, or DISCLOSURE
OF PROTECTED HEALTH INFORMATION 
[bookmark: _GoBack]King County Behavioral Health and Recovery Division 
The Chinook Building
401 Fifth Avenue, Suite 400
Seattle, WA 98104 
	
	

	Client Name:
	
	

	Previous Name:
	
	

	Date of Birth:
	
	

	KCID
	
	

	
	
	



	Information to be restricted:
	

	

	


	
	If known, where is this information located in your record?
	

	

	



	How should this information be restricted?
	

	

	



	Please explain why the entry should be restricted:
	

	

	

	

	




	
	
	

	Signature of person or legal representative
	
	Date



(Completed form may be given to site Health Insurance Portability and Accountability Act (HIPAA) officer or mailed to the HIPAA Privacy Officer at the above address. Verification of the identity of the person signing this form will be required.)










	
FOR INTERNAL USE ONLY:

Identity of client verified by: ____________________________________________

If signed by a legal representative, authority verified by: ______________________

[bookmark: Check1][bookmark: Check2]Date Received:__________________  Restriction has been  |_| Accepted     |_| Denied

Comments:______________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
______________________________________________________________________

Client notified in writing on this date: _________________________________________

Staff person processing this request:___________________________________________




