Template for DHHS Agencies


Request for Alternative Means for Communication of Health Information

Client Identification

Client Name:_____________________________Date of Birth:___________Client ID #:______________

Client Address:_________________________________________________________________________



          Street             Apt #                    City                              State              Zip


Client Home Phone #:  (____)___________________Client Wk. Phone #:  (____)___________________

Request for Alternate Means for Communication

I hereby request that any future communications to me from ________________________________

 







       Agency

regarding my health information be directed through alternate methods or means as follows:


(  Alternative Phone Number:     (____)_________________________________________


(  Alternative Mailing Address:   (____)_________________________________________


(  Other Alternative Means:
______________________________________________


      ________________________________________________________________________
__________________________      ______________________________________    ________

       Signature


Title  (If Personal Representative)                Date


This Section for Agency Use Only

(    Request APPROVED
Agency Requirements:
(   Documentation of request approval
(   Notification to staff of alternative communication method(s)

(   Notification to Business Associates, as needed
(    Request DENIED
Reason for Denial:

(   Too expensive to accommodate request





(   Administratively impractical to accommodate request





(   Failure of Client to specify an alternative accommodation

By: ____________________________    _____________________________    _______

Staff Signature



      Title



Date
