
PART I - REQUEST FOR RESTRICTED USE OF 
PERSONAL HEALTH PLAN INFORMATION

osure of your health information for Treatment, Payment, or Health Care 
Operations, except for uses or disclosures required by law. You have the right to ask the Plan to restrict the use and disclosure of your health 
information to family members, close friends, or other persons you identify as being involved in your care or Payment for your care. You also 
have the right to ask the Plan to restrict use and disclosure of health information to notify those persons of your location, general condition, or 
death — or to coordinate those efforts with entities assisting in disaster relief efforts. If you want to exercise this right, your request to the Plan 
must be in writing. 
 
The Plan is not required to agree to a requested restriction. If the Plan does not agree, a restriction may later be terminated by your written 



 
PART II – DETERMINATION OF REQUEST FOR 

RESTRICTED USE OF PERSONAL HEALTH 
PLAN INFORMATION
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