Request for Restrictions on Uses and Disclosures for 

Treatment, Payment, and Health Care Operations
I hereby request that the following restrictions be placed on uses and disclosures of my protected health information to carry out treatment, payment, and health care operations:

________________________


__________________________ Date






Consumer or Guardian Signature








__________________________








Consumer Name








__________________________








Guardian Name (If Applicable)

The agency hereby agrees with the following requested restrictions:

_________________________


__________________________

Signature of Staff



Date
9/07 SJY


