Template for DHHS Agencies

Accounting of Disclosures of Individually Identifying Health Information

Client Identification

Client Name:_________________________________ Date of Birth:______________ Client ID #:______________

Client Address:______________________________________________________________________________________


          Street             Apt #                    City                              State              Zip

Client Home Phone #:  (         )_______________________Client Wk. Phone #:  (       )_______________________


Accounting

	Date of Disclosure
(Include First & Last  if Multiple)
	Name and Address (if known) of Entity Receiving IIHI
	Description of IIHI Disclosed
	Statement of Purpose or Specify if Written Request on File
	Frequency, Periodicity or # if Multiple Disclosures

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


***End of Document***
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Agency Phone

