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REQUEST TO RESTRICT ACCESS TO PROTECTED HEALTH INFORMATION

Patient

Name Birthdate: MR#
Address:

Home Phone: Work Phone:

Please explain the restriction desired:

Please explain the reason for restriction request

Signature of Patient Authority or Relationship

Or Representative To Patient

Date Signed

Date Received Restriction has been:  Accepted [ ] Denied [ ]

If denied, the reason for denial is:

Signature of Privacy Officer Date
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