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REQUEST FOR AN ACCOUNTING OF DISCLOSURES

Patient Information

Date of Request:_____________




Client ID:___________

Name:
________________________________________

DOB:_______________

Address:___________________________________________________________________

___________________________________________________________________________

Address to send disclosure accounting (if different from above):___________________________________________________________________

___________________________________________________________________________


Dates Requested
I would like an accounting of all disclosures made for the following time frame. Please note: the maximum time frame that can be requested is six years prior to the date of your request. 

From: _____________________ to: ______________________________

Response Time

I understand that the accounting I have requested will be provided to me within 60 days unless I am notified in writing that an extension of up to 30 days is needed.

______________________________________


_______________________

Signature of Patient / Legal Representative



Date

For WCC Use Only:

Date Request Received:____________________


Date Accounting Sent:_____

Extension Granted: ________ yes _________ no

If yes, reason given:

______________________________________________________________


Patient notified in writing on this date:_______________

This Accounting processed by: ______________________
                               3301 E. 12th Street Suite 259, Oakland CA 94601 (510) 269-9030 / (510) 269-9031 (F)


