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REQUEST FOR RESTRICTION ON USES & DISCLOSURES OF HEALTH INFORMATION

Patientshave the right to request a restriction or limitation on use or disclosure of their medical information for treatment, payment, or health care
operations, orto someone who isinvolved intheir care. To request a restriction, please complete thisform and return to:

OUVA Health Medical Center OUVA Health Prince William Medical Center OUVA HealthHaymarket Medical Center COUVA Health Culpeper Medical Center
PO Box 800476 8700 Sudley Rd 15225 Heathcote Boulevard 501 SunsetLane
Charlottesville, Va. 22908 Manassas, Va. 20110 Haymarket, Va. 20169 Culpeper, Va. 22701
434-924-5136 703-369-8297 703-369-8297 540-829-4386
434-924-2432 (Fax) 703-369-8285 (Fax) 703-369-8285 (Fax) 540-829-4326 (Fax)
CLHIMDCT@hscmail.mccvirginiaedu uvachrecordsrequest@uvahealth.org uvachrecordsrequest@uvahealth.org ROICulpeper@uvahealth.org

Date of Birth: Address:

Patient’'s Name:

MRN

(For UVA use only):

Dates of Restriction From: To:

Requested Mediato be Restricted:

[OCareEv erywhere- A tool withinthe Epic electronic medical record thatisused to securely share patient recordswith other Epic healthcare fa ciliiesand
providersfortreatment

Al otherrelease of information methods, including, but not limited to, releasesby UVA Health, for treatment, payment, or healthcare operations

Describe the restriction you arerequesting of UVA Healthinitsusesand disclosuresof your health information. Specify what information you want to limit,
whetheryou want usto limit use ordisclosure, and to whom you want the limitsto apply:

Information on your rights to request arestriction. You have the right to ask us to restrict how UVA Health uses and discloses your health information for
purposes of treatment, payment, or health care operations. Youalso have theright to askus to restrict disclosures we make to those family membersor others
involved in your care orinvolved in payment foryour care, orto outside entities, such asdisasterrelief organizations, to notify family membersorothersinvolved
in your care of yourlocation and condition. We are not requiredto agreeto your request. If we doagree, we will put the agreementinwritingand will abide by the
agreement, unlessyour healthinformation isneededto provide you emergency treatment. If we do not agree to your request, we will notify you of our decision
inwriting. Youmay terminate a restriction that we have agreedto, at any time, by contacting UVA Health at the addressabove. If we agree to a restriction, we
are allowed to terminate that agreement at a future date, but only regarding health information recorded in UVA Health records after we notify you that the

restriction is terminated.

Acknowledgement: By submitting this form, | hereby request UVA Health to restrict uses and disclosures of my health information as described abowe. |
understand and acknowledge that the above stated organization is not required to agree to my request.

Print Name of Patient or Legal Representative Date

Signature of Patient or Legal Representative
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