
f� 
HEALTH SERVICES y Third Street Family Health Services 

Request for Accounting of Disclosures 

of Protected Health Information 

Patient Full Name: 

DOB: 
--- ------- -

-

Date Received: 
----

-

--

SSN# (Last 4): _______ _ 

Requesting Party ___________ ______ ___ ________ _

Reason: 

Accounting of disclosures sent by: □Fax DUS Postal Mail □Patient Pick Up 

Fax Number: 
----------

Mailing Address: __ ________ _

Accounting of Disclosures being requested are dated: _______ to ______ _ 

Records Sent by: Date: 
-----------

  
----------
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