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Purpose

The purpose of this section is to explain and set a procedure to implement an individual’s right to request restrictions on uses and disclosures of protected health information and to request confidential communications.

Policy

It is the policy of DBH to implement the HIPAA Privacy Rule by giving individuals who receive services from the division the opportunity to request restrictions on the uses and disclosures of protected health information made for treatment, payment or operations (TPO) or disclosures to family or others.  DBH is not obligated to agree to the restriction requested.  

It is the policy of DBH to give individuals the opportunity to request to receive communications of PHI by alternative means or at alternative locations.

Procedure

DBH will make available to individuals receiving DE&T services and AYI services the attached form on which restrictions on uses or disclosures of protected health information can be made.

If the Privacy Officer agrees to the requested restriction(s), he/she will document the agreed upon restriction in writing, will place a notice of the restriction in the individual’s file, and will abide by the restriction unless the individual is in need of emergency treatment where the restricted information is needed for the treatment.

The Privacy Officer will not agree to the requested restriction if it prevents uses or disclosures permitted or required or where the use or disclosure does not require the individual’s permission.

The Privacy Officer may terminate an agreed upon restriction if the individual agrees, as documented in writing, or if the Privacy Officer informs the individual and the termination is only effective as to PHI created or received after such notice.

DBH will make available to individuals who receive DE&T services and AYI services the opportunity to request, on the attached form, to receive communications of PHI by alternative means or at alternative locations.  DBH will accommodate all reasonable requests.

Attachments

FORMS

References

DHSS P&P to be developed

45 CFR 164.522

Division of Behavioral Health

REQUEST TO RESTRICT USE & DISCLOSURE 

OF HEALTH INFORMATION

SECTION A:  Consumer to complete the following information.
DATE: __________________________

CONSUMER NAME: ______________________________________ BIRTH DATE: _______________________

CONSUMER ADDRESS: ______________________________________________________________________

CONSUMER TELEPHONE NO.:_________________________   

REQUEST:
I hereby request DBH to restrict the use and disclosure of the following information (check all that apply):

· Restrict uses and disclosures of health information for purposes of treatment, payment, or health care operations.

· Restrict disclosures to a family member, relative, or close personal friend who is involved with my health care.  Please specify individual(s) to whom this restriction applies:  _______________________________

______________________________________________________________________________________

· Restrict disclosures to a family member, personal representative, or other person involved in my care for purposes of location, general condition, or death.

CONSUMER ACKNOWLEDGEMENT OF CONDITIONS OF RESTRICTION (Consumer to initial each condition)

1. _____ I understand that DBH is not required to agree to this request for restriction.

2. _____ I understand that DBH may agree to only a part of the request for restriction, while denying agreement to the remaining request.

3. _____  I understand that, if DBH agrees to the requested restriction (whether all or in part), then the restriction is in effect until one of the following events occurs:

a. I agree to or request in writing that the restriction be terminated

b. DBH notifies me in writing that it is terminating the agreement to restrict.  If DBH terminates the agreement to restrict, then the termination is effective only with respect to information created or maintained after the date of the restriction

4. _____ I understand that my restricted health information may be disclosed to provide emergency treatment and that DBH will not further use or disclose my restricted health information for any other purpose.

5. _____ I understand that I still have a right to access my health information as allowed under applicable law.

6. _____ I understand that I may receive an accounting of disclosures as explained in DHSS’s notice of privacy practices.

7. _____ I understand that my restricted health information may still be disclosed for public policy purposes as stated in the DHSS’s Notice of Privacy Practices.

NOTICE TO CONSUMER/OTHERS:

You do have a right to file a complaint with and may do so by contacting the  Privacy Officer as follows:

Shane Miller, Privacy Officer

Division of Behavioral Health

PO Box

Juneau, AK 99801

(907)465-4827

Shane_Miller@health.state.ak.us
Fax: (907)465-5864

You also have the right to file a complaint with the Secretary of the federal Department of Health and Human Services, you can address your complaint to 200 Independence Avenue, S.W.; Washington, DC  20201, or reach the Secretary by phone at (202) 690-7000.

SECTION B:  DBH to complete the following.
Request for restriction is:

(  Accepted
(  Denied

Staff comments ______________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Signature of staff person _____________________________________
Date _______________________

Print name and title ___________________________________________________________________________

Signature of Chief Privacy Officer: __________________________________ Date _______________________  

Print name and title __________________________________________________________________________

DIVISION OF BEHAVIORAL HEALTH

REQUEST TO RESTRICT MANNER AND METHOD 

OF CONFIDENTIAL COMMUNICATION

SECTION A:  Consumer to complete the following information.
DATE: ______________________

CONSUMER NAME: _________________________________________ BIRTH DATE: ____________________

CONSUMER ADDRESS: _______________________________________________________________________

CONSUMER TELEPHONE NO.:_______________________________   REC. NO.:____________________

REQUEST

I hereby request to receive confidential communications from DBH regarding my health condition, care, treatment, services, and/or payment in the following alternative manner and method (check all that apply):

· At a telephone number other than my home number.  Telephone number is: ____________________.

· At a mailing address other than my home mailing address.  Mailing address is:________________

________________________________________________________________________________.

· Via e-mail.  My e-mail address is: ______________________________________________________.

· Other.  Please specify: _______________________________________________________________.

In the event the consumer requests, email communication, please complete the Email Consent form.

I understand that, if DBH agrees to provide me with confidential communications regarding my health care via the above-identified alternative manner and method, DBH may condition his/her agreement upon the specification of an alternative address or other method of contact.

Consumer signature ___________________________________________________________________________

SECTION B:  DBH to complete the following.
The above request to provide confidential communications to the consumer via alternative manner and method has been reviewed by DBH and has been:


(  Accepted

(  Denied (DBH cannot reasonably accommodate request)

Comments:  ___________________________________________________________________________________

 Signature ______________________________________ Date _____________________

DBH

If DBH has agreed to the above request, consumer will receive a copy of this signed agreement.








