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Restriction of Use and Disclosures Request
	This records request form concerns records maintained by Medicaid, other medical assistance programs, state facilities, and any other component of MDCH that is subject to the HIPAA Privacy Regulations.

Consider the following when asking to limit use and disclosure of your personal health information:
· MDCH will consider your request.  MDCH does not have to agree to your request.

· MDCH may need your authorization to use and disclose information for some services.  Without your authorization, MDCH may not be able to determine if you qualify for services.

Directions:  Type or Print all requested information with exception of signatures.

	Name of Facility or MDCH program that maintains the individual's records

	
	     
	

	
	
	

	

	Individual's Name (Beneficiary, Recipient, Patient, Consumer, etc.)
	Individual's ID Number (Medicaid, SSN, Other)

	     
	     

	Street Address
	Individual's Date of Birth

	     
	   /    /     

	City
	State
	ZIP
	Phone

	     
	  
	     
	(     )       -      

	

	I am asking MDCH to limit the following information from being used and disclosed.  (Identify type and amount of information, including dates where appropriate.)

	
	     
	

	
	     
	

	
	     
	

	


	Legal Representative's Name (If applicable)
	Legal Representative's Relationship to Individual  (A letter of authority may be requested.)

	     
	     

	Signature of Individual or Legal Representative
	Date

	     
	    /      /     


You have the following rights when requesting restriction of use and disclosure:

· You have a right to request restrictions on the uses and disclosures of your information.  (MDCH does not have to agree to your request.)
· You have a right to have an answer to your request within 60 calendar days.
· If there are delays in getting you the answer, you will be told of the delay.

· The delay cannot be more than an additional 30 calendar days.

· You will receive an answer in writing.

· Your request and the MDCH's response will be kept in your record.

Notes:

· If MDCH agrees to your request, the restricted information will not be used or disclosed.

· MDCH may end its agreement to your restriction if you ask to agree to end the restriction.  Your request and MDCH action will be in writing and placed in your record.

· Information in your record that was created or received while the restriction was in place will remain subject to the restriction.

You have the right to file a privacy complaint:

Individuals can file privacy complaints with either MDCH or the U.S. Department of Health and Human Services, Office of Civil Rights.  You will not be penalized for filing a complaint.
Privacy complaints may be directed to either of the following:

	Privacy Officer

Michigan Department of Community Health 

201 Townsend Street

Lansing, MI  48913

Phone:  517-241-0048

TTY:  1-800-649-3777 or 711


	OR
	Region V, Office of Civil Rights

U.S. Department of Health and Human Services

233 N. Michigan Ave., Ste. 240

Chicago, IL  60601

Phone:  -312-886-2359

Fax:  312-886-1807

TTY:  312-353-5693

Email:  OCRComplaint@hhs.gov




MDCH Use Only

	 FORMCHECKBOX 
  Approved


Date:  

/
/



	 FORMCHECKBOX 
   Denied


Date:  

/
/



	 FORMCHECKBOX 
  Delayed 


Date:  

/
/


Will act by: 

/
/




	Comments:

	MDCH Representative Signature:
	Date:

	
	
	
	
	

	
	
	
	
	



AUTHORITY:
This form is acceptable to the Michigan Department of Community Health as compliant with HIPAA privacy regulations, 45CFR Parts 160 and 164 as modified August 14, 2002.

The Michigan Department of Community Health is an equal opportunity employer, services and programs provider.
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