
Request for Accounting of Disclosures 

For Office Use Only (ver. 16.1) 
Date Received: _______________   File Reference #: _____________________________ Action: _________________________________ 

Person acting: ________________________________________ ¨ Response Date : ____________ ¨ Filed Without Response 

Individuals have a right to an accounting of the disclosures of their protected health information. The maximum disclosure 
accounting period is the six years just before the individual’s request. A health care practitioner does not have to account for 
disclosures: (a) for treatment, payment, or health care operations; (b) to the individual or individual’s personal representative; (c) to 
persons involved in an individual’s health care; (d) for payment of care; (d) following individual authorization; or (e) as otherwise 
excluded by law such as disclosures to disaster relief agencies. 

Individual 

Individual last name First Middle 
Initial 

Birth date Social Security Number 

Street address City State ZIP Code Phone 

Record Holder (e.g., health care provider or plan) 

 Name:_____________________________________ Address: _____________________________________________________ 

I would like an accounting for disclosures of protected health information as follows: 

¨̈ Disclosures relating to the following treatment or condition:

______________________________________________________

¨̈ Disclosures of the following test, or type of information:

______________________________________________________ 

¨̈ All disclosures between the following dates:

____________________________________________

¨̈ Disclosures to the following person or organization:

____________________________________________

MINOR AUTHORIZATION REQUIRED FOR CERTAIN MINOR RECORDS 

MINORS - A minor’s signature is required to account for the following records:   �  information relating to the minor’s reproductive 
care including, but not limited to, contraception, pregnancy and pregnancy termination, sterilization, and sexually transmitted 
diseases (age 14 and older).    �   alcohol, drug abuse and/or mental health conditions (age 13 and older). 

Minor Signature: _____________________________________________ Minor Name (Print): _______________________________________ 

Delivery Instructions (Select from below) 
(Warning:  Federal law requires individuals to be warned of risk associated with unencrypted email and USB drives. Please verify 
the security of your email service. You have the right to request information by email even if it is not secure.) 
¨̈ Mail the accounting
to my address above.

¨̈ I will pick up the accounting.
(Photo ID required at pick up)

¨̈ I have been informed of the risks of using unencrypted
email, please email my accounting to this email address:

(Email) __________________________________________ 

¨̈ Mail my accounting to my authorized representative:  Name ___________________________________________________

Address _______________________________________ City _________________________  State  _________  Zip ________ 

¨̈ My authorized representative will pick up the accounting. (Photo ID required at pick up)

I understand that the accounting will be provided to me within 60 days of the date of this request unless a 30-day extension is 
requested by record holder (e.g., my health care practitioner) within 60 days of the date of this request. The record holder will 
provide a written explanation for the reason(s) for the delay and the date by which I can expect to receive the accounting. I 
understand that a reasonable, cost-based fee may be charged for an accounting if this is my second request for an accounting in 
the past 12 months. I also understand that I will be informed in advance of the fee and given the opportunity to withdraw or modify 
my request for this additional accounting to avoid or reduce the fee. 

_____________________________________    ______________________________________ __________ 
Individual or Legal Representative Signature      (Printed name of legal representative) Date Signed 


