Policy ___

Form A

RIGHT TO REQUEST RESTRICTIONS ON USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

SINDECUSE HEALTH CENTER HIPAA POLICY

WESTERN MICHIGAN UNIVERSITY 

POLICY:


The HIPAA Privacy Rules permit individuals to request restrictions on the use and disclosure of Protected Health Information (PHI) beyond the basic protections granted in the Rules.  In order to comply with these rules, the Sindecuse Health Center (SHC) provides a mechanism for individuals to request such restrictions, subject to the terms of this policy.  If the individual has a personal representative, the personal representative may exercise this right on behalf of the individual.

PROCESS:


1.
An individual may request that SHC restrict use or disclosure of PHI for purposes of treatment, payment or health care operations, and may request a restriction on information given to persons involved in the individual’s care.  


2.
The Privacy Officer will handle requests for restrictions. Requests for restrictions must be made in writing (Form A).


3.
SHC is not obligated to honor these requests, and generally will not do so due to the administrative burdens involved.

4.
If SHC agrees to the restriction, the Privacy Officer will document its terms and keep this documentation in the medical record and in the Privacy Officer Logbook. The Privacy Officer will communicate the restriction to those persons in Covered Components or Business Associates with a need to know (Form Letter B).   

5.
If SHC agrees to an individual’s requested restriction, the restriction does not apply to the following uses and disclosures:

(a)
when required by the Department of Health and Human Services to determine our compliance with the HIPAA Privacy Regulations;

(b)
facility directories;

(c)
instances for which an authorization, or opportunity to agree or object is not required.

6.
The SHC may use the restricted information in emergency circumstances, where the information is needed to provide treatment to the individual, for the purpose of providing such treatment.  In such emergency situations, the restricted information may also be disclosed to another health care provider to allow that provider to treat the individual.  When making such a disclosure, the health care provider will be requested not to further use or disclose the restricted information.

7.
The SHC will continue to honor the restriction until one of the following occurs:

· If the individual agrees or requests a termination.  The individual may do so in writing, in which case that document will be retained.  The individual may do so orally, in which case the agreement or termination must be documented by the Privacy Officer.

· If SHC terminates its agreement.  The termination will be effective only as to information received or created on or after the termination of the agreement.  Written notice of SHC’s termination of its agreement will be provided to the individual, and documentation will be maintained as above (Form Letter C). 

8.
SHC may refuse to agree to a restriction.  If so, SHC will send the individual written notice of its decision to refuse (Form Letter D).

HISTORY:


Adopted:

April 8, 2003


Effective Date:
April 14, 2003

REGULATORY AUTHORITY:  Final Privacy Rule: 45 C.F.R. §164.622(a) 
RELATED POLICIES/PROCEDURES:

· Personal Representatives for Individuals

· Individual’s Right to Access Protected Health Information

· Individual’s Right to an Accounting of Disclosures of Protected Health Information.

· Disclosures for Treatment, Payment, or Health Care Operations

· Disclosure of Protected Health Information as Required By Law

· Disclosure of Protected Health Information for Public Health Activities

· Disclosure of Protected Health Information About Victims of Abuse, Neglect, or Domestic Violence

· Disclosure of Protected Health Information for Health Oversight Release

· Disclosure of Protected Health Information for Judicial and Administrative Proceedings

· Disclosure of Protected Health Information for Law Enforcement Release

· Disclosure of Protected Health Information About Decedents

· Disclosure of Protected Health Information for Cadaveric Organ, Eye, or Tissue Donation

· Disclosure of Protected Health Information for Research Release

· Disclosure of Protected Health Information to Avert a Serious Threat to Health and Safety

· Disclosure of Protected Health Information for Specialized Government Functions

· Disclosure of Protected Health Information for Worker’s Compensation
FORM A

<Date>

Privacy Officer

Sindecuse Health Center

Western Michigan University

Kalamazoo, MI  49008-5445

RE:  REQUEST FOR RESTRICTIONS ON USE OR DISCLOSURE OF PHI

Patient Printed Name: ____________________________________________

Patient Social Security #:  _________________________________________


I understand that the Sindecuse Health Center may use and disclose Protected Health Information without my consent for purposes of health care treatment, payment and health care operations.  I request to restrict use and disclosure of Protected Health Information concerning health care treatment, payment or health care operations about me by the Sindecuse Health Center in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).  

I understand that the Sindecuse Health Center is not required 

to agree to a requested restriction.

Termination of Restriction


I understand that if the Sindecuse Health Center agrees to this restriction, either the Sindecuse Health Center or I may terminate this restriction at any time.  The termination of the restriction is only effective for future uses and disclosures.  

Emergency Treatment Exception


I understand that this restriction is void if Protected Health Information must be used or disclosed to provide emergency treatment for me.

Specifications:  Please complete all of the following.  If not applicable, mark N/A on the answer line.


(1)
I request the following information be restricted [description of information]:


(2)
I request that use and disclosure of the above-described information be restricted in the following manner [description of information]:


(3)
I request that my Protected Health Information not be disclosed to the following individuals or entities:


(4) 
I understand that no restrictions except those specified above and agreed to in writing by the Sindecuse Health Center will be effective.

Patient Signature:






Date:




Address








__________________________________________________________________

Phone #  (Day)

          
 
    



(5)
If you are not the individual who is the subject of this Protected Health Information, you may request a restriction only if you are the “personal representative” of the individual as that term is described in the HIPAA privacy rules and/or determined under Michigan law.  To assist us in determining whether you are a personal representative, please fill in the following:

Your printed name  









______

Relationship to the individual:

___
Parent of the individual, who is under the age of 18.

___
Other.  (Attach written evidence of authority.).  

Signature                                                                                  Date         




Address








__________________________________________________________________

Phone #  (Day)

          
 
    

FORM LETTER B

<Date>

[individual address info]

RE:
RESTRICTION OF USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION AGREEMENT

Dear [name of individual]:


The Sindecuse Health Center has received your request of [fill in date] for restrictions on the use and disclosure of Protected Health Information that the Sindecuse Health Center has regarding you.  The Sindecuse Health Center has agreed to the following restrictions:

The Sindecuse Health Center will communicate these restrictions to the appropriate individuals or entities.  These restrictions will be continued until you request a termination of the restrictions, or until we terminate our agreement to the restrictions.  








[Signature block]

FORM LETTER C

<Date>

[individual address info]

RE:
TERMINATION OF AGREEMENT TO RESTRICT USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

Dear [name of individual]:


On [fill in date], the Sindecuse Health Center agreed to honor your request to restrict the use and/or disclosure of Protected Health Information about you.  We write at this time to inform you that we will no longer honor that request as to information created or received on or after the date of this letter.







[signature block]

