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ACCOUNTING OF DISCLOSURES REQUEST FORM 

You have the right to receive an accounting of certain disclosures of your protected health information (PHI) made by Blanchard 
Valley Health System. The following information is required for us to process your request.  
 
Patient Name: ________________________________________________   Patient Date of Birth: ___________________ 
 
Patient Address: ____________________________________________________________________________________ 
 
Please identify the type of disclosures you are requesting: 

☐ All reportable disclosures 

☐ Specific department/provider: _______________________________________________________________________ 

☐ Specific date range: _______________________________________________________________________________ 

You may request an accounting of disclosures made during the six years prior to the date of your request, except for disclosures 
excluded under HIPAA. 
 
We are not required by law to include any of the following disclosures of your health information in an accounting to you: 

 Disclosures made pursuant to an authorization signed by you or your representative;  
 Disclosures to carry out our own or other providers' treatment, payment and health care operations;  

 Disclosures made to you or your personal representative;  

 Disclosures to our facility directory;  
 Disclosures made to persons involved in your care or notification of next-of-kin or family members;  

 Disclosures for national security or intelligence purposes;  

 Disclosures to correctional institutions or law enforcement officials about inmates or others in custody.  
 
If you request more than one accounting in any 12-month period, BVHS may charge a reasonable, cost-based fee for each subsequent 
accounting request, which BVHS has determined to be $25.00. 
 
Preferred Delivery Method (BVHS will provide the accounting using your requested method whenever feasible and permitted by 
applicable privacy and security requirements): 

☐ Mail (Address): __________________________________________________________________________________ 

☐ Secure Electronic Delivery (Email): __________________________________________________________________ 

☐ Other: __________________________________________________________________________________________ 

 
Requestor Information: 

 
Name: ___________________________ Phone Number: ___________________________ 
 
Signature: ___________________________  Date: ________________ 
 

Authority to Act on Behalf of Patient: 

☐ Self  ☐ Legal Guardian ☐ Parent/Legal Guardian of Minor 

☐ Executor/Administrator of Estate ☐ Healthcare Power of Attorney  ☐ Other: _______________________ 

 
No accounting request will be processed unless you or your representative have signed this form. If you are requesting this accounting 
as the patient's personal representative, please provide documentation or an explanation of your authority to act on behalf of the 
patient. 
 
BVHS will respond to your request within 60 days of receipt of this request. If additional time is needed, you will receive written 
notice explaining the reason for the delay and the expected completion date. 
 
Submit this form to one of the following: Health Information Management, Blanchard Valley Health System, 1900 S. Main Street 
Findlay, OH 45840, Fax: 419-423-5330, or Email: ReleaseOfInformation@bvhealthsystem.org. 
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