CFC-303

Request to Restrict PHI

(4/11/2003)                                                      PLEASE PRINT LEGIBLY
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	DEPARTMENT FOR COMMUNITY BASED SERVICES

AN EQUAL OPPORTUNITY EMPLOYER M/F/D
	DIVISION OF PROTECTION AND PERMANENCY

	REQUEST  TO RESTRICT  PROTECTED HEALTH INFORMATION (PHI)

	Client Name (Print)______________________________________

Client Address (Print)

(Street name & number) ___________________________________ 

_______________________________________________________

__________________(City) ______________(State) ________(Zip)


	Social Security Number_________________________________

Date of Birth __________Case Record #___________________

County where case record maintained_______________________

Client’s Telephone Number

(____)______________(Home) (____)_____________(Work)

	Address to send information regarding request (if different than above)

	Please specify the information to be restricted

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	Please indicate the individual, care provider or any personal representative to whom access should be denied

	Individual’s Name
	Relationship to Client

	
	

	
	

	
	

	Signature of Client; or________________________________ Print name___________________________________ Date____________

Personal Representative _______________________________Print name___________________________________ Date____________

Note: Personal Representative must include a copy of court authorization (e.g. custody, guardianship etc.)

Signature of Witness__________________________________ Print name__________________________________ Date____________

Witness Telephone Number (____)_________________ Address__________________________________________________________

Mail to Cabinet for Families and Children, Ombudsman’s Office, 275 East Main St. (1E-B) Frankfort, Kentucky, 40621

	Information Below for the CFC Ombudsman’s Office Use Only

	Date Received                                                              
	Restriction has been            FORMCHECKBOX 
 Accepted                FORMCHECKBOX 
   Denied

	Staff Comments


	Condition upon which restriction will expire: (Check one (1) only)

 FORMCHECKBOX 
 Client request______________(Date)    FORMCHECKBOX 
 Justification for the restriction no longer exists     FORMCHECKBOX 
 Other_____________________(Date)

	Date Sent to Records Management Section _______________ Name of staff processing request________________________________

	Signature of Compliance Officer or designee                                                                               Date

	Information Below for the DPP Records Management Section

	Date Received


	Date written denial sent to client                                              

                                                  
	Date written approval sent to client

	Date entered in client’s case record PHI or sent to local DPP office to be entered

	Name of staff processing request_______________________________________Title_________________________________________
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