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	DEPARTMENT FOR COMMUNITY BASED SERVICES

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

	COMPLAINT FORM FOR HIPAA COMPLIANCE OF PROTECTED HEALTH INFORMATION (PHI)

	This form may be used by the client to mail in a complaint or used by Ombudsman’s Office staff  for complaints that are called in. 

	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 complaint (if different than above)

	 Today’s Date                                
	Date act(s) or omission(s) are believed to have occurred

	Description of act(s) or omission(s) believed to be in violation of HIPAA or privacy of protected health information.

_______________________________________________________________________________________________________________ 

	Please describe the protected health information affected.

_______________________________________________________________________________________________________________

	Do you know of anyone who may have received the PHI without authorization or as required by law?              FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

If so, please specify the name and address of the organization or individual.

Individual/organization__________________________________ Address__________________________________________________

Individual/organization__________________________________ Address__________________________________________________

	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.)

          The CFC, DPP and/or workforce staff will not retaliate against a client/individual for filing such a complaint.

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

	 FORMCHECKBOX 
 No Violation 

     Occurred  
	 FORMCHECKBOX 
 Possible Violation and

     Remedial Action Needed 
	 FORMCHECKBOX 
  Changes need to be made to 

        existing SOP(s)   
	 FORMCHECKBOX 
  New SOP(s) need to be created

	Action taken to mitigate violation (if applicable)

	Action taken to mitigate violation  after Compliance Officer review (if applicable)

	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 response sent to client
	Date Compliance Officer response sent to client

(if applicable)
	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_____________________________________________

Date entered in client’s case record PHI or sent to local DPP office to be entered after Compliance Officer Review _________________
	
	

	Extension Requested    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No           Client/Personal Representative notified in writing on this date______________________

Reason for extension ____________________________________________________________________________________________
	
	

	Name of staff processing request_______________________________________Title_________________________________________
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