Coos Health & Wellness

Together, Inspiring Healthier Communities

COOS COUNTY BEHAVIORAL HEALTH DEPARTMENT
Objection to Uses and Disclosure of Protected Health Information
for Treatment, Payment, or Health Care Operations

Client’ Name: Birth Date:
Last First Middle
Address:
Street Zip
Phone #:
Home Cell Work

| understand that Coos County Behavioral Health Department has a Notice of Privacy Practices
(the “Notice"). | hereby acknowledge that by my review of the Notice, Coos County Behavioral Health
Department has informed me that my health information, including information about mental health
treatment may be used or disclosed for those purposes permitted by law for treatment, payment, and
health operations.

I acknowledge that Coos County Behavioral Health Department has provided me with the
opportunity to request a restriction of these uses or disclosures for these purposes. | understand that
my request to prohibit disclosure for treatment and health care operations permitted by law will be
reviewed by the Coos County Department Risk Management Team and | will be informed of the results
of that review.

By my signature below, | hereby request the restriction of the use and disclosure of my health
information for treatment, payment, and health care operations as follows: (check any)

] the use and disclosure of my health information without my specific authorization for treatment

purposes

] the use and disclosure of my health information without my specific authorization for payment
purposes

] the use and disclosure of my health information without my specific authorization for health care
purposes

OR
By my signature below, | hereby agree to:

] the use and disclosure of my health information for the purposes described above, subject to
the following restriction(s):

Signature of Client (or Personal Representative) Date of Signature

Printed Name of Personal Representative Relationship to Client
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