THIRD STREET FAMILY HEALTH SERVICES
FORM TO REQUEST RESTRICTIONS ON USES AND DISCLOSURE OF PROTECTED HEAL TH INFORMATION

You have the right to request that we restrict:

A. How protected health information about you is used or disclosed for treatment, payment, or healthcare
operations.

B. Disclosures for involvement in your care and notification purposes, i.e., disclosures to a family member or other
relative, or a close personal friend or any other person identified by you where protected health information is
directly relevant to that person's involvement of your care or payment.

C. Disclosures to a health plan for purposes of carrying out payment or health care operations (and is not for
purposes of carrying out treatment) where you have paid for services in full out of pocket directly to Third Street
Family Health Services.

We are not required to agree to restrictions as listed in paragraphs a & b above, but if we do, we are bound by our
agreement. The HITECH Act specifies that if the requirements of paragraph c have been satisfied, the request must be
complied with. Any restriction we accept will not apply when the restricted information is needed to provide you with
emergency treatment or disclosures required by law. We further have the right to terminate any agreed upon restriction
by informing you of the termination in writing, or if you agree to or request the termination in writing, or you give our
organization verbal notification to the termination. Any such termination will only apply to information created or
received after we have informed you of the termination. Appropriate staff will be notified by the director of any decisions
to accept restrictions.

Please complete this form to request a restriction and we will notify you of our ability to comply with your request by
returning a copy of this form to you, no later than 30 days from its receipt. You also have the right to request us to
terminate a restriction to the extent that such termination applies to information created or received after the date of
termination.

l, (Print patient name) am requesting that Third Street Family Health Services with the main
location at 600 West Third Street, Mansfield, OH 44906 restrict use or disclosure of my protected health information in
the following manner:

[ Place restrictions on my chart/patient account. ____ (must initial here) | understand that by placing a restriction on
my chart, it will apply to any and all Ohio Health facilities or any other facility using the Community Connect platform.
Although my chart/patient account may be restricted, some user roles allow a user to access a restricted chart/patient
account by entering the reason for the access which is an auditable event.

[J Register me anonymously under the alias:

[J Do not release information specified below to: that contains the following information:

[ Send information specified below by the following alternative means or to the following alternative address:

Do not send communications concerning [ appointment reminders, (1 marketing, or [ fundraising to me.

If this restriction applies to information to be sent to my insurance company, | will guarantee payment of my healthcare
services by: Advance payment of S for the following date/s of service:




THIRD STREET FAMILY HEALTH SERVICES
FORM TO REQUEST RESTRICTIONS ON USES AND DISCLOSURE OF PROTECTED HEAL TH INFORMATION

We are not obligated to bill your insurance but do so as a courtesy. If you choose not to have your insurance billed, the
following must be met:

[J 1. You, the patient, are notified in writing prior to the service being rendered that the provider will not bill insurance
companies for the covered service; and

[J 2. You, the patient, agree to be liable for payment of the service and you sign this form prior to the service being

rendered; and

1 3. The provider explains to you that the service could be a covered service and other providers may render the service

at no cost to you.

Services that are not covered by your insurance, including services requiring prior authorization that have been denied by
your insurance may be billed to you when #1 and #2 listed above have been met.

Credit assurance accepted in the form of:
] Vvisa ] Mastercard

[ Discover ODebit/Bank Card

Card Number: Expiration Date: CSV:

Other Financial Agreement:

| HEREBY REQUEST RESTRICTION(S) MARKED ABOVE BY MY SIGNATURE AND DATE BELOW:

Parent/Legal Guardian Signature Patient DOB Date

For Office Use Only:

[0 We have accepted the restriction(s) you have requested above. Any exceptions are listed below:

[0 We are unable to accept the following restriction you have requested:

By receiving this form, Third Street Family Health Services is informing you that the above restrictions are being
terminated.

Director of Compliance Signature Date

[REVOCATION:] | HEREBY REQUEST RESTRICTION(S) MARKED ABOVE TO BE REVOKED BY MY SIGNATURE AND DATE
BELOW:

Patient/Legal Guardian Signature Date



	Place restrictions on my chartpatient account: Off
	must initial here I understand that by placing a restriction on: 
	account by entering the reason for the access which is an auditable event: 
	Register me anonymously under the alias: Off
	Do not release information specified below to: Off
	undefined: 
	that contains the following information: 
	Send information specified below by the following alternative means or to the following alternative address: Off
	undefined_2: 
	appointment reminders: Off
	marketing or: Off
	fundraising to me: Off
	If this restriction applies to information to be sent to my insurance company I will guarantee payment of my healthcare: 
	for the following dates of service: 
	1 You the patient are notified in writing prior to the service being rendered that the provider will not bill insurance: Off
	2 You the patient agree to be liable for payment of the service and you sign this form prior to the service being: Off
	3 The provider explains to you that the service could be a covered service and other providers may render the service: Off
	Visa: Off
	Discover: Off
	Mastercard: Off
	DebitBank Card: Off
	Card Number: 
	Expiration Date: 
	CSV: 
	Other Financial Agreement: 
	Patient DOB: 
	Date: 
	We have accepted the restrictions you have requested above Any exceptions are listed below: Off
	We are unable to accept the following restriction you have requested: Off
	undefined_3: 
	Name: 
	Text3: 
	Text4: 


