ACCOUNTING FORM - 3


Cardiology Associates of North Mississippi, P.A.

REQUEST TO SUSPEND INDIVIDUAL'S RIGHT

TO AN ACCOUNTING OF DISCLOSURES OF

PROTECTED HEALTH INFORMATION
____________________________________________requests that___Cardiology Associates            [Health Oversight or Law Enforcement Agency]

 of North Mississippi suspend the right of ______________________________________, whose last 

known address was _____________________________________________________, to an accounting 

of disclosures by ________________________C of his/her protected health information to this 

agency because such an accounting would be reasonably likely to impede an activity of this agency.  This 

request for suspension, unless sooner terminated, will expire ______________________________________.

Date:__________________



_____________________________________










Agency








By____________________________________










Signature








______________________________________










Print Name








______________________________________










Title

-------------------------------------------------------------------------------------------------------------------------------------------

NOTIFICATION TO REQUESTING AGENCY:  If the above request is unsigned, this is to notify you that your oral request was received by us on _________________________ and will be honored for a period of 30 days, which will expire on _____________________.  Unless we receive back from you this Request Form fully executed by an authorized person, the suspension of the individual's right to an accounting of disclosures to your agency will be lifted at the end of that period.








By___________________________________
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