[Insert Letterhead]


REQUEST TO TERMINATE RESTRICTION ON USES AND DISCLOSURES

Please complete this form and submit it to the Privacy Officer.


Date:					_______________________________________

Requestor’s Name and Address:	_______________________________________
					_______________________________________
					_______________________________________

Telephone Number:			_______________________________________

Date of Birth:				_______________________________________

Medical Record Number:		_______________________________________



I would like to terminate the following restriction on uses and/or disclosures of my medical records: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I understand this restriction will be terminated as soon as is reasonably practicable after receipt by the Privacy Officer.  I also understand I will receive confirmation, in writing, that the restriction has been terminated.



Signature of patient or personal representative and relationship of personal representative 


For [Insert Covered Entity name] Use

Request received by: ______________________________ Date received: ______________________________


____________________________________________________	________________________________
Privacy Officer/Designee						Date
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