GASTROENTEROLOGY CONSULTANTS OF GTR CINTI

Patient Request for Limitations, Restrictions or Alternate/Confidential Communications in the Use and Disclosure of Protected Health Information

Name:












Personal Representative of:









Date of Birth:











Address:











Phone:












What information would you like us to limit or restrict?  (Home or work address or telephone numbers; patient history; procedures performed; prescription information, etc.) 

How would you like us to limit or restrict this information? 

CONFIDENTIAL COMMUNICATIONS:  As noted in our “Notice of Privacy Practices” you will be contacted by mail and/or by telephone at your home address and number, unless you ask us to use a different method.  If you would like us to contact you at a different location, or by a different means, please provide the information that will allow us to reach you elsewhere: 

Patient (or Personal Representative) Signature
Date Signed

Request terminated by patient, ______ in writing OR _______ orally on ____________.

Signature to Terminate Restriction


Practice Employee Signature (if oral)
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