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     Form E: HIPAA Privacy Program
Accounting of Disclosures of PHI

THE UNIVERSITY OF ARIZONA

ACCOUNTING OF DISCLOSURES OF PROTECTED HEALTH INFORMATION DOCUMENTATION FORM




_________________________________________________________________
      

Name of UA Department or Clinic Making Disclosure




_________________________________________________________________
      

Address of UA Department or Clinic Making Disclosure
___________________________________________________________         


Patient Name









____________________
Billing Number


Accounting Period From:  ____________________   to  
____________________




    
 MM/DD/YYYY                      
MM/DD/YYYY

Date Requested:  ____________________              Date Accounting Provided to Patient:  ______________

               
 MM/DD/YYYY                                                                                        
           MM/DD/YYYY

	Date of Disclosure
(MM/DD/YYY)
	Entity/Person Receiving Disclosure
	Description of PHI Disclosed
	Purpose of Disclosure
	Multiple Disclosures to Same Person/Entity?
	Copy of Authorization or Request Included?

	
	
	
	
	□ Yes. 

Number of 

disclosures:______

□ No.
	□ Yes.

□ No.

	
	
	
	
	□ Yes. 

Number of 

disclosures:______

□ No.
	□ Yes.

□ No.


Please create additional pages/rows if necessary.
T502a - Consent Form

Consent Version: MM/DD/YYYY

Form v 2015-01
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