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Request for Restriction of Protected Health Information

Please Note: The practice is not required to agree to your request. Please see our Notice of Privacy Practices
for more information regarding such requests.

Patient name: D.O.B.

Patient Address:

City State: Zip:

What PHI would you like restricted or limited? (Please be as specific as possible.)

How would you like your PHI restricted?

Patient Signature: Date;

In the event the request is being executed by a personal representative, guardian, or parent, please print your name, relationship to
the patient, and basis of authorization to act on the patient’s behalf.

Print name Relationship to Patient

What is your authorization to act on the patient’s behalf?

Signature Date
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