COUNTY OF ORANGE, CA  HEALTH CARE AGENCY

REQUEST FOR SPECIAL RESTRICTION ON USE IDENTIFICATION IMPRINT
OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

Photocopy/Facsimile may be used as an original

CLIENT(PATIENT) INFORMATION:

NAME:

Last First MI
AKA:
SOC. SEC.#: DATE OF BIRTH:

Return this completed form for processing to the Custodian of Records office:
200 W, Santa Ana Blvd, Ste 125 P.O.Box 355 Santa Ana, CA_92702_Phone (714) 834-3536_Fax (714) 835-9312

| understand that the Health Care Agency may use or disclose my protected health information (PHI) for the purposes of treatment, payment, and health
care operations. With my permission and in certain limited circumstances, the Health Care Agency may also disclose information to someone involved in
my care or the payment for my care, such as a family member or friend.

| hereby request a restriction on the Health Care Agency's use or disclosure of protected health information.

The information | want limited is:

| want to limit:

[0 The Health Care Agency's use of this information.
[0 The Health Care Agency's disclosure of this information.
[0 Both use and disclosure of this information.

| want the limits to apply to the following person/entity (for example, a spouse):

| understand that the Health Care Agency does not have to agree to my request.
Even if the Health Care Agency agrees to the restriction, it may share the information anyway in the following circumstances:

1. During a medical emergency if the restricted information is needed to provide emergency treatment. However, if the information is disclosed
during an emergency, the Health Care Agency will request that the recipient will not use or disclose it for any other purposes.
If Health Care Agency uses a facility directory in the Health Care Agency's directory.

For certain public health activities such as to prevent or control disease, injury or disability.

For reporting abuse, neglect, domestic violence or other crimes.

For health agency oversight activities such as auditing, investigations, inspections and expenditures.

For law enforcement investigations regarding the investigation of criminal activity.

For judicial or administrative proceedings in response to a subpoena, court order or other similar process.

For identifying decedents to coroner and medical examiners or determining a cause of death.

For organ procurement.

For certain research activities.

For workers' compensation programs.

For uses or disclosures otherwise required by law.
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If a special restriction is agreed to, it may be terminated if:

1. Irequest, or agree to, the termination in writing.

2. | orally agree to the termination and the oral agreement is documented.

3. The Health Care Agency informs me that it is terminating the agreement. In this case, the termination is only effective for PHI created by Health
Care Agency or received by Health Care Agency after | am notified of the termination.

For more information about your privacy rights, see the "Notice of Privacy Practices" available on our website at http://www.ocgov.com/hipaa/forms.htm .
A copy of the Notice is also available at all HCA facilities, or you may contact the HCA HIPAA Coordinator at (714) 834-4082.

If you believe your privacy rights have been violated, you may file a complaint with the County of Orange or with the Secretary of the Department of
Health and Human Services. To file a complaint with County of Orange, contact the HIPAA Privacy Officer at (714) 834-5172 or visit our website. All
complaints must be submitted in writing. You will not be penalized for filing a complaint.

TODAY'S DATE: SIGNATURE:

PRINTED NAME:

RELATIONSHIP: Choose One: [] Client(Patient) [] Parent [] Guardian [] Representative [] Conservator [] Other:
ADDRESS: TELEPHONE #

422 F042-01.2008 (01-10) Distribution: ~ Original - Releaser of Records  Copy - HCA Chart  Copy - Client (Patient)


http://www.ocgov.com/hipaa/forms.htm

