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N Health Center
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HCH- 1353  EFF —04/14/03
REQUESTS FOR ACCOUNTING OF DISCLOSURES OF PROTECTED HEALTH

INFORMATION

Patient ID

MRN:

NAME:

Use this form to document the accounting UCHC has provided to the patient upon his/her request.

Requested By (Individual/Legal
Representative)

Date
Requested

Date Range Requested

Staff Member Date Provided
Completing Request




¥
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NAME:




