REQUEST FOR ACCOUNTING OF DISCLOSURES

Name of Patient

First Middle Last Maiden

Date of Birth Social Security Number XXX-XX-

| request an accounting of disclosures for the above named patient. | understand that there may be a fee for this accounting. | am aware
that the maximum time frame that can be requested is six years prior to the date of the request, but not before 4/14/03. The accounting will
be provided within 60 days from the receipt of the request unless | am notified in writing that an extension of up to 30 days is needed.

TIME FRAME FOR ACCOUNTING OF DISCLOSURES:

I would like an accounting of all disclosures for this time period: From To

Please send the accounting of disclosures to the name and address below.

Name Phone Number

Address (Street, City, State, Zip Code)

Date: Signature:

Patient or Legally Authorized Representative

Printed Name of Patient or Legally Authorized Representative

Relationship to Patient

TO BE COMPLETED BY PERSON PROCESSING REQUEST:

Date received: Received by: Dept:
MRN: Account #:
Fee for first request in a 12-month period: __No Charge Fee for subsequent requests:
Date accounting sent: Date extension requested:
Reason for extension:
=
1) Texas Health REQUEST FOR ACCOUNTING OF DISCLOSURES Patient Identification
N2/ Resources (0212020)
O Texas Health Arlington Memorial Hospital (O Texas Health Presbyterian Hospital Allen
[ Texas Health Harris Methodist Hospital Alliance [ Texas Health Presbyterian Hospital Dallas
[ Texas Health Harris Methodist Hospital Azle [ Texas Health Presbyterian Hospital Denton
[ Texas Health Harris Methodist Hospital Cleburne [ Texas Health Presbyterian Hospital Kaufman
[ Texas Health Harris Methodist Hospital Fort Worth O Texas Health Presbyterian Hospital Plano
(1 Texas Health Harris Methodist Hospital Hurst-Euless-Bedford (1 Texas Health Specialty Hospital Fort Worth
[ Texas Health Harris Methodist Hospital Southwest Fort Worth O Texas Health Wellness & Recovery Center (Mansfield)
(1 Texas Health Harris Methodist Hospital Stephenville (1 Texas Health Physician Group

M Tavac Unnlth Lacnital Cricrn Q other,
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