SHAWNEE STATE UNIVERSITY 
Request to Restrict
Employee Health Benefit Plan
Uses and Disclosures of Protected Health Information (PHI)

And Plan/Business Associate Response

Requestor Information 
Relationship to Member

Name

 FORMCHECKBOX 
 Member
Member ID # 


Address

 FORMCHECKBOX 
 Dependent
 FORMCHECKBOX 
 Personal Representative*




* complete Notice of Personal Representative


Phone


I request Shawnee State University Employee Health Benefit Plan (the “Plan”) or its Business Associate restrict the use and/or disclosure of the following PHI:


 FORMCHECKBOX 

Health/Rx
 FORMCHECKBOX 

Dental
 FORMCHECKBOX 

Vision
 FORMCHECKBOX 

Flexible Spending Account (FSA)

 FORMCHECKBOX 

Restrict uses and/or disclosures of PHI for purposes of payment or health care operations in the following manner (e.g., do not use my PHI to audit the Plan’s preferred providers or for disease management purposes): 


 FORMCHECKBOX 

Restrict disclosures to a family member, relative, or close personal friend who is involved with my health care.  Please specify individual(s) to whom this restriction applies: 


I understand that the Plan or Business Associate is not required to agree to my restriction requests, but that the Plan or Business Associate is required to attempt to accommodate reasonable requests when appropriate.  I further understand that the Plan or Business Associate reserves the right to terminate an agreed-to restriction if it feels that termination is appropriate, and that I also have the right to terminate, in writing, any restriction by sending a termination notice to the address on the bottom of this form.

Signature: 

Date: 


ADMINISTRATIVE USE ONLY – Plan/Business Associate Response

The Request to Restrict Uses or Disclosures of PHI has been reviewed by the Plan/Business Associate and is:


 FORMCHECKBOX 
 Accepted*
Date restriction becomes effective: 

 FORMCHECKBOX 
 Denied (Request cannot reasonably be accommodated)
*If Request is accepted in part, describe the restriction to be implemented: 


Signature of Plan/Business Associate Representative: 

Date:




Request to Restrict Use or Disclosure form (incl response) 4-04.doc
Please return to: Human Resources, Shawnee State University, Administration Building, Room 021, 940 Second St., Portsmouth, OH  45662.
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