FORM APPROVED: OMB NO. 0917-0030
DEPARTMENT OF HEALTH AND HUMAN SERVICES Expiration Date: 09-30-2023

Indian Health Service See OMB Statement on Reverse.

AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

COMPLETE ALL SECTIONS, DATE, AND SIGN

L | , hereby voluntarily authorize the disclosure of information from my
health record. (Name of Patient)
II. The information is to be disclosed by: And is to be provided to:
NAME OF FACILITY NAME OF PERSON/ORGANIZATION/FACILITY
ADDRESS ADDRESS
CITY/STATE CITY/STATE
II1. The purpose or need for this disclosure is:
|:| Further Medical Care |:| Attorney |:| School |:| Research |:| Other (Specify)
|:| Personal Use |:| Insurance |:| Disability |:| Health Information Exchange (IHS/Other )
IV. The information to be disclosed from my health record: (check appropriate box(es))
I:' Only information related to (specify)
|:| Only the period of events from to
I:' Other (specify) (CHS, Billing, etc.)
|:| Entire Record
If you would like any of the following sensitive information disclosed, check the applicable box(es) below:
|:| Alcohol/Drug Abuse Treatment/Referral |:| HIV/AIDS-related Treatment
|:| Sexually Transmitted Diseases |:| Mental Health (Other than Psychotherapy Notes)
|:| Psychotherapy Notes ONLY (by checking this box, | am waiving any psychotherapist-patient privilege)
V. | understand that | may revoke this authorization in writing submitted at any time to the Health Information Management Department, except to the
extent that action has been taken in reliance on this authorization. If this authorization was obtained as a condition of obtaining insurance coverage or
a policy of insurance, other law may provide the insurer with the right to contest a claim under the policy. If this authorization has not been revoked, it
will terminate one year from the date of my signature unless a different expiration date or expiration event is stated. For Health Information Exchange
authorizations, it is recommended to expire in at least five years.
(Specify new date)
| understand that IHS will not condition treatment or eligibility for care on my providing this authorization except if such care is:
(1) research related or (2) provided solely for the purpose of creating Protected Health Information for disclosure to a third party.
| understand that information disclosed by this authorization, except for Alcohol and Drug Abuse as defined in 42 CFR Part 2, may be subject to
redisclosure by the recipient and may no longer be protected by the Health Insurance Portability and Accountability Act Privacy Rule [45 CFR Part
164] , and the Privacy Act of 1974 [5 USC 552a].
SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE (State relationship to patient) DATE
SIGNATURE OF WITNESS (If signature of patient is a thumbprint or mark) DATE

This information is to be released for the purpose stated above and may not be used by the recipient for any other purpose. Any person who knowingly and willfully requests or
obtains any record concerning an individual from a Federal agency under false pretenses shall be guilty of a misdemeanor (5 USC 552a(i)(3)).

PATIENT IDENTIFICATION NAME (Last, First, Ml) RECORD NUMBER
ADDRESS
CITY/STATE DATE OF BIRTH

A| HS-810 (04/16) FRONT PSC Publishing Services (301) 443-6740 EF



FORM APPROVED: OMB NO. 0917-0030

Expiration Date: 09-30-2023
DEPARTMENT OF HEALTH AND HUMAN SERVICES See OMB Statement below.

Indian Health Service

REQUEST FOR AN ACCOUNTING OF DISCLOSURES

DATE OF REQUEST PATIENT NAME

HEALTH RECORD NUMBER DATE OF BIRTH

PATIENT ADDRESS

The information is to be disclosed by:
NAME OF FACILITY

ADDRESS

CITY STATE

| would like an accounting of disclosures for the following time frame (e.g., From: 01/01/09 To: 01/30/09)

From: To:

If you are only seeking an accounting of a certain type(s) of disclosure or disclosures to a specific person/
organization, please describe the disclosures for which you are seeking an accounting:

I understand that the accounting will be provided to me within 60 days of the date of this request, unless IHS extends the
time frame for an additional 30 days and provides me with a written statement for the reason(s) for the delay and the date
by which I can expect to receive the accounting.

SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE DATE
(If Personal Representative, state relationship to patient)

SIGNATURE OF WITNESS (If signature of patient is a thumbprint or mark) DATE

FOR IHS USE ONLY
DATE RECEIVED DATE SENT

NAME/TITLE OF IHS EMPLOYEE PROCESSING REQUEST

OMB STATEMENT

Public reporting burden for this collection of information is estimated to average 10 minutes per response including time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not
required to respond to, a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other
aspect of this collection of information, including suggestions for reducing this burden to: Indian Health Service, Office of Management Services, Division of Regulatory
Affairs, Mail Stop 09E70, 5600 Fishers Lane, Rockville, MD 20857, RE: OMB No. 0917-0030. Please DO NOT SEND this form to this address.

IHS-913 (04/09) PSC Publishing Services (301) 443-6740 EF



FORM APPROVED: OMB NO. 0917-0030
Expiration Date: 09-30-2023
DEPARTMENT OF HEALTH AND HUMAN SERVICES See OMB Statement below.

Indian Health Service

REQUEST FOR RESTRICTION(S)

I understand that | have the right to request restriction(s) as to how my protected health information may be used
and/or disclosed to carry out treatment, payment or health care operations, or disclosed to family members and
others involved in my care. | understand that IHS may not be required to agree to the restriction(s) requested. Even
if my request for restriction is denied, | will generally have an opportunity to agree or object prior to disclosures to
persons involved in my care. If IHS agrees to a requested restriction, it will be binding except in the case of
emergency treatment. If restricted information is released for my emergency treatment, IHS will request the provider
not to further use and/or disclose that information.

| request the following restriction(s) on the use and/or disclosure of my protected health information:

SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE DATE
(If Personal Representative, state relationship to patient)

SIGNATURE OF WITNESS (If signature of patient is a thumbprint or mark) DATE

[ ] ACCEPTED If accepted, state which of the restriction(s) accepted:
[ ] DENIED
SIGNATURE OF CEO OR DESIGNEE DATE

OMB STATEMENT

Public reporting burden for this collection of information is estimated to average 10 minutes per response including time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is
not required to respond to, a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other
aspect of this collection of information, including suggestions for reducing this burden to: Indian Health Service, Office of Management Services, Division of Regulatory
Affairs, Mail Stop 09E70, 5600 Fishers Lane, Rockville, MD 20857, RE: OMB No. 0917-0030. Please DO NOT SEND this form to this address.

ATIENT IDENTIFICATION i | NAME (Last, First, Ml) RECORD NUMBER

ADDRESS

CITY/STATE DATE OF BIRTH

IHS-912-1 (04/09) PSC Publishing Services (301) 443-6740 EF



FORM APPROVED: OMB NO. 0917-0030

Expiration Date: 09-30-2023
DEPARTMENT OF HEALTH AND HUMAN SERVICES See OMB Statement below.

Indian Health Service

REQUEST FOR REVOCATION OF RESTRICTION(S)

| hereby revoke the following restriction(s) except to the extent that IHS has already taken action in reliance thereon:

SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE DATE
(If Personal Representative, state relationship to patient)

SIGNATURE OF WITNESS (If signature of patient is a thumbprint or mark) DATE

IHS is revoking the following restriction(s):

SIGNATURE OF CEO OR DESIGNEE DATE

OMB STATEMENT

Public reporting burden for this collection of information is estimated to average 10 minutes per response including time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is
not required to respond to, a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other
aspect of this collection of information, including suggestions for reducing this burden to: Indian Health Service, Office of Management Services, Division of Regulatory
Affairs, Mail Stop 09E70, 5600 Fishers Lane, Rockville, MD 20857, RE: OMB No. 0917-0030. Please DO NOT SEND this form to this address.

ATIENT IDENTIFICATION i | NAME (Last, First, Mi) RECORD NUMBER

ADDRESS

CITY/STATE DATE OF BIRTH

IHS-912-2 (04/09) PSC Publishing Services (301) 443-6740 EF




FORM APPROVED: OMB NO. 0917-0030
Expiration Date: 09-30-2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES PSP

Indian Health Service

REQUEST FOR CORRECTION/AMENDMENT OF PROTECTED HEALTH INFORMATION

PATIENT NAME DATE OF BIRTH PATIENT RECORD NUMBER
PATIENT ADDRESS
DATE OF ENTRY TO BE CORRECTED/AMENDED INFORMATION TO BE CORRECTED/AMENDED

Please explain how the entry is incorrect or incomplete. What should the entry say to be more accurate or complete?
Use additional sheets if needed and attach to this form.

If you agree, IHS will make a reasonable effort to provide the amendment to other persons who IHS knows received
the information in the past and who may have relied, or are likely to rely, on such information in a manner that may
be detrimental to your health care.

[ ] I agree to allow IHS to release any amended information to individuals or entities as described above.

Would you like this amendment sent to anyone else who received the information in the past? []Yes [ ] No
If yes, please specify the name and address of the organization(s) or individual(s).

SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE DATE
(If Personal Representative, state relationship to patient)

SIGNATURE OF WITNESS (If signature of patient is a thumbprint or mark) DATE

FOR IHS USE ONLY

DATE RECEIVED AMENDMENT HAS BEEN
[ ] Accepted [ ] Denied
IF DENIED, CHECK REASON FOR DENIAL PHI is not part of the patient’s |:| Record is not available to the patient for
designated record set inspection under Federal law
|:| IHS did not create record |:| Record is accurate and complete
COMMENTS OF HEALTHCARE PROVIDER (If applicable)
SIGNATURE OF HEALTHCARE PROVIDER (If applicable) TITLE DATE
SIGNATURE OF CEO OR DESIGNEE DATE

IHS-917 (04/09) FRONT PSC Publishing Services (301) 443-6740  EF



Instructions for Completing IHS Form 917 --
Request for Correction/Amendment of Protected Health Information (PHI)

Print legibly in all fields using dark permanent ink.
Sign and date the request.
Submit the completed and signed form to the Chief Executive Officer (CEO) or designee.

You will receive a photocopy of your completed form, as an acknowledgement of receipt of your request,
no later than 10 business days after IHS receives your request.

R A

o

You will be notified of the acceptance or denial of your request.

6. If you agree to allow IHS to release any amended information and if your request to amend is accepted:

a. If you are a U.S. citizen or alien lawfully admitted for permanent residence, IHS is required by law to
notify any previous recipient of the record in question of the corrective action taken, if IHS made an
accounting of such disclosure.

b. Regardless of your citizenship status, IHS will make reasonable efforts to send any amended or
corrected information to anyone who IHS knows received this information in the past and who may have
relied, or is likely to rely, on such information to your detriment.

c. IHS will make reasonable efforts to send the correction or amendment to those individuals or entities/
organizations you identify and who have a need for the correction or amendment.

7. If you are not a U.S. citizen or alien lawfully admitted for permanent residence, and your request is denied,

you may do the following:

a. Submit to the Service Unit CEO a one page written statement disagreeing with the denial and the basis
of such disagreement.

b. If you do not submit a statement of disagreement, you may request that IHS provide this request for
correction or amendment (or summary) and the denial with any future disclosures.

c. IHS has the right to prepare a written rebuttal to any statement of disagreement. You will be provided a
copy of any rebuttal statement. Any written rebuttal prepared by IHS is not subject to correction or
amendment.

8. If you are a U.S. citizen or alien lawfully admitted for permanent residence, and your request is denied, you
may do the following:

a. Appeal the refusal to correct or amend the requested information to the Area Director.

b. In the event your appeal is ultimately denied, or if you elect not to appeal, you may submit a statement
of disagreement or request as described in 7(a) and 7(b) above.

c. IHS has the right to prepare a written rebuttal to any statement of disagreement. You will be provided a
copy of any rebuttal statement. Any written rebuttal prepared by IHS is not subject to correction or
amendment.

d. In addition, if your appeal is denied, you may seek judicial review of the decision.

9. If you have a complaint about IHS’ policies and procedures regarding health information, you may file such
a complaint with the Service Unit CEO; Department of Health and Human Services, Office for Civil Rights;
or with the Secretary, Department of Health and Human Services, Washington, DC 20201.

10. This form and subsequent information pertaining to this request will become part of your permanent health
record.

FOR IHS CEQ: Insert Service Unit address, CEO’s name & Title, and Telephone # into area below.

OMB STATEMENT
Public reporting burden for this collection of information is estimated to average 10 minutes per response including time for reviewing
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
information. An agency may not conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays
a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden to: Indian Health Service, Office of Management Services, Division of Regulatory Affairs,
Mail Stop 09E70, 5600 Fishers Lane, Rockville, MD 20857, RE: OMB No. 0917-0030. Please DO NOT SEND this form to this address.

IHS-917 (04/09) BACK



DEPARTMENT OF HEALTH AND HUMAN SERVICES
Indian Health Service

REQUEST FOR CONFIDENTIAL COMMUNICATION BY
ALTERNATIVE MEANS OR ALTERNATE LOCATION

I, , Date of Birth request an alternative means of

communication of my health information (e.g., regular mail, telephone, facsimile) or communication of my health
information to an alternate location.

I understand that request for communication by alternative means or to an alternate location is applicable only to
information held by the Indian Health Service (IHS) and disclosure by alternative means may not be protected and
could endanger me. | understand that request for FAX communication may be intercepted by others and IHS is not
responsible if such intercepts occur.

(Note: IHS is unable to accept e-mail addresses as an alternative means of communication at this time.)

Please describe in detail your proposed alternative means or alternate location for receiving communications from IHS:

|:| Alternate Mailing Address:

|:| Alternate Phone Number:

|:| Alternate Means of Contact (Please Specify):

This request applies to the following information: |:| Today’s Date of Service only

[ ] From: [] To

[ ] From: Until Further Notice

SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE DATE
(If Personal Representative, state relationship to patient)

SIGNATURE OF WITNESS (If signature of patient is a thumbprint or mark) DATE

FOR IHS USE ONLY

[ ] Request Approved [ ] Denied

If denied, reason (check one):
|:| Request is not reasonable to accommodate |:| Alternate address or contact not provided

|:| Failure to provide information on how payment will be made (if applicable)

|:| Other (please explain):

IHS-963 (4/09) PSC Publishing Services (301) 443-6740  EF
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