Blue Ridge Family Physicians, PLLC

ACCOUNTING OF DISCLOSURE OF INFORMATION
Name of Patient:   _____________________________________________________________________

DOB/SSN: ___________________________________________________________________________
Account #: ___________________________________________________________________________

I request an accounting of disclosures of my medical information from 

_____________________ (date) to ________________________ (date)
____(initials) I understand that my request cannot include information six (6) years prior to the date of this request and may not include dates before April 14, 2003.

____(initials)I understand that Blue Ridge Family Physicians is not required to include disclosures regarding:

· Treatment, 

· Billing and collection of payment for my treatment,

· Their health care operations,

· Requests that I authorized, or which they made to individuals involved in my care,

· Allowed by law when the use and/or disclosure related to certain specialized government functions or related to correctional institutions and in other law enforcement custodial situations, 

· As part of a limited set of information which does not contain information that would identify me.

____(initials)I have reviewed and I understand this request.
By:   _____________________________________   Date:__________________



         (Patient)

Or By: ___________________________________    Date: _________________


        (Patient’s Representative)

Description of Representative’s Authority __________________________________________________ ____________________________________________________________________________________

____________________________________________________________________________________
