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	DEPARTMENT FOR COMMUNITY BASED SERVICES

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

	RECORD OF VERBAL Agreement Concerning  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)

	Specify the reason for disclosure and date of disclosure

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  Date of disclosure_______________________

	Specify the PHI disclosed

______________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of Client/Individual Making Agreement_________________________________________________________ Date____________

	Verbal Termination of  Restrictions of Use and Disclosure by Client

	List  restriction being terminated by client____________________________________________________________________________

____________________________________________________________________________________________

Name of Client/Individual Making Agreement_________________________________________________________ Date____________


	Verbal Notification to Suspend Accounting of Disclosure by Health or Law Enforcement Agency

	Agency name requesting suspension______________________________________________Date of request_______________________

Agency telephone number (____)___________________ Date suspension to be removed_______________________________________

Note: A verbal suspension may not extend past thirty (30) calendar days. An extension beyond thirty (30) days must be made in writing by the agency requesting the suspension and the reason to justify the extension. 

Date written request received________________________        Date written suspension request removed__________________________ 

	Information Below for the CFC Ombudsman’s Office Use Only

	Date Received                                                                   
	Staff Comments

	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 filed  in client’s accounting of disclosure file

_____________________
	Date sent to DPP office to be entered in client’s case record

_____________________

	Name of staff documenting request_______________________________________Title________________________________________
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