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DENIAL LETTER TEMPLATE

FOR REQUESTS TO AMEND PROTECTED HEALTH INFORMATION

(Insert Date)

Name of Individual

Address of Individual

City, State   Zip Code
 (Individual):

On___________(date request for a change received) we received your request to have your personal health information changed.  We have attached a copy of the request.

We are denying your request to change your personal health information because:  (NOTE:  Pick one or more of the reasons below for your denial.  You must explain how the requested amendment meets the reason.)
 FORMCHECKBOX 
  You do not have access to the information because:

 FORMCHECKBOX 
  The records you wanted to change are subject to use for (     ) (civil, criminal or administrative or name of such action) (     ) (action or proceeding) and you do not have access to them.  After the proceeding has been completed we will consider your request if you resubmit it to us.

 FORMCHECKBOX 
  The records are not accessible to you under the provisions of the Federal Clinical Laboratories Act.  We do not accept amendments to those records.  [NOTE:  This only applies to clinical laboratories under the jurisdiction of the Clinical Laboratory Improvements Amendments (CLIA)]
 FORMCHECKBOX 
  The records are part of an ongoing research project to which you agreed not to have access until the end of the project.  When the project ends, we will then consider your request if you resubmit it to us.

 FORMCHECKBOX 
  The records are subject to the provisions of the Privacy Act and you do not have access to them under federal law.

 FORMCHECKBOX 
  The records you want to change were obtained from another person under a promise of confidentiality and you do not have access to these records.  

 FORMCHECKBOX 
  The records you wanted to change contain psychotherapy notes to which you do not have access.  We do not accept amendments to psychotherapy notes.  If and when your doctor has determined that it is an appropriate time for you to access your psychotherapy notes, we will then consider your request if you resubmit it to us.  (Note: This only applies if the covered component of the County  has determined that they will not release psychotherapy notes ever.  However, if the covered component has adopted a policy that allows for release of psychotherapy notes when it is appropriate, this will need to be explained here.)
 FORMCHECKBOX 
  A licensed health care professional in this organization has determined that it is likely that providing the change you requested will endanger (     ) (your or another persons) life or physical safety because (     ).
 FORMCHECKBOX 
  A licensed health care professional in this organization has determined the change you have requested is reasonably likely to harm someone else because (     ).
 FORMCHECKBOX 
  Your personal representative has requested that your records be changed and it has been determined by a licensed health care professional in our organization that the requested changes could result in substantial harm to you because (     ).
 FORMCHECKBOX 
  The records you requested be changed were not created by (covered entity).  You must go to the (     ) (health care provider, or health plan) that created the records.

 FORMCHECKBOX 
  The records you requested be changed are not part of your designated record set.  Your designated record set contains information that we maintain such as 

 FORMCHECKBOX 
  (For providers) Medical records, billing records, and information used to make decisions about you for medical treatment and billing.

 FORMCHECKBOX 
  (For health plans)  Enrollment, payment, claims, adjudication, case management information and information used to make decisions about you for medical treatment and billing.

 FORMCHECKBOX 
  The records you requested be changed are accurate and complete.  Your change would make the records inaccurate or incomplete because (     ).

You have the right to submit a written statement to us if you disagree with our denial and the reason for the denial. If you submit a written statement of disagreement, we will place your statement into your records.   A designated professional in our office will review your statement of disagreement.   We will inform you about the professional’s decision.  We will accept or continue to deny your amendment depending on the professional’s decision.  

If we do not agree with your statement of disagreement and believe that a rebuttal to your statement needs to be part of your file, we will write a rebuttal.  If we do, we will send you a copy of the rebuttal.  You may file your statement of disagreement or complaint with our Privacy Officer:

Privacy Officer

County of San Diego Compliance Office

P.O. Box 85524 (Mail Stop: P501)

San Diego, CA 92186-5524

(619) 515-4244

In addition, you have the right to complain to the Secretary of the Department of Health and Human Services.  Please contact the County Privacy Officer to obtain information about how to file such a complaint.







Sincerely,







Name







Title
Enclosure
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