DENIAL OF ACCESS LETTER

Participant/Requestor’s Name
Address

Dear

You previously requested access to certain protected information created or received by us in the course of
paying for covered health care services. This letter is to notify you that your request has been denied. This
denial is based on the reason/s below:

Grounds for denial which are not reviewable:
O Information requested is psychotherapy notes.

O Information requested was compiled in anticipation of use in a civil, criminal or
administrative action or proceeding.

O Participant is an inmate and we believe the information requested would jeopardize the
health, safety, security, custody or rehabilitation of the patient, other inmates, employees,
officers, or agents of the correctional facility or individuals involved in the transportation
of the patient.

O Access is prohibited by the Clinical Laboratory Improvement Act.

O Information requested was compiled for research purposes and the patient agreed to denial
of access until research is completed.

O Access is prohibited by the Privacy Act of 5 USC § 552(a).

O Information requested was obtained by a source who requested to remain anonymous and
releasing this information would be reasonably likely to reveal the source of the
information.

Grounds for denial which are reviewable:

O A licensed health care professional has determined that the information requested is
reasonably likely to endanger the life/physical safety of the patient or another individual.

O Information requested makes reference to another individual, not a health care provider,
and a licensed health care professional has determined release would jeopardize the
other individual.

O The request was made by the patient's personal representative and a licensed health care
professional has determined that the release is reasonably likely to cause substantial harm to
the patient or another person

If the basis for denial is reviewable as indicated above, you may request that the denial be reviewed by
requesting a review in writing. All requests for review should be sent to my attention at the address listed above.
Once a request for review is received, a licensed health care professional designated by the Plan who was not
involved in the original decision will review the denial.

Please do not hesitate to contact me if you have any questions regarding this notice of denial or your
right to a review.




DENIAL OF AMENDMENT LETTER

Participant/Requestor’s Name
Address

Dear

You previously requested that certain protected information created by us in the course of providing you with
health care services be amended. This letter is to notify you that your request has been denied based on the
reason marked below:

O Information to be amended was not created by Plan and there is no reason to believe the
originator is not available to amend the information

O Information to be amended is not part of the Plan’s designated record set.

O

Information to be amended is information to which you may be denied access.

O Information to be amended has been found by us to be accurate and complete.

Although your request for amendment has been denied, you do have the right to submit a written statement of
disagreement which states why your request should have been granted. Your statement should be sent to my
attention at the above address. This written statement of disagreement will be kept in your medical record and a
copy of your statement, along with your original request and our denial, will accompany any future disclosures
of the records at issue. If you do not submit a statement of disagreement, we will only send amendment
information with future disclosures of the records at issue with your written request asking us to do so. All such
requests should be sent to my attention at the address stated above.

Please do not hesitate to contact me if you have questions regarding this denial. In the event you submit a
written statement of disagreement, you may receive a rebuttal statement if we determine such a statement is
appropriate.





		ParticipantRequestor’s Name: 

		Address: 

		Dear: 

		Check Box1: Off

		Check Box2: Off

		Check Box3: Off

		Check Box4: Off






REQUEST FOR AMENDMENT OF INFORMATION

Participant's Name:

Last First MI Previous Name if Any

H W
Birth Date Social Security # Telephone #s

Address:

Explanation of information to be amended, including whether amendment applies to all records or one record in
particular:

Explanation of why information should be amended:

I acknowledge that I have received a copy of the lowa Bankers Benefit Plan's Notice of Privacy Practices and
understand that although I may request that records be amended, Plan does not have to agree to amend them. By
accepting this Request, Plan is agreeing only that it will review the request and determine whether or not it will
amend the records. I understand that Plan has 60 days in which to act on this request and may request a 30 day
extension provided I am notified of the extension within the original 60 day timeframe. In the event Plan denies
this request, [ understand that I will be informed in writing of the reason for the denial and the opportunity to
appeal the Plan's decision.

Signature of Participant/Guardian/Representative Date Signed

If Guardian/Representative- State Relationship to Participant

FOR INTERNAL USE ONLY

Name of Authorized Individual: Position:

Initial whichever is applicable:
e Having read the above request, the request is hereby granted:

e Having read the above request, the request is hereby denied:

Signature of Authorized Individual Date Signed
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		Having read the above request, the request is hereby granted: 
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		Last, First and Middle Name: 

		Social Security: 

		Birthday: 

		Telephone #: 






REQUEST FOR RESTRICTION OF USES/DISCLOSURES

Participant's Name:

Last First MI Previous Name if Any

H \W%
Birth Date Social Security # Telephone #s

Address:

Use/Disclosure to be Restricted:

Information to which Restriction Applies (include types of records and date of service):

I acknowledge that I have received a copy of the lowa Bankers Benefit Plan's (“Plan’s”) Notice of Privacy
Practices and understand that although I may request that certain uses and disclosures be restricted, Plan does not
have to agree to the restriction. By accepting this Request, Plan is agreeing only that it will review the request
and determine whether or not it will agree to the restriction. I understand that even if Plan agrees to the
restriction, it may revoke this agreement at any time; provided however, the restriction shall still apply to all
information created or received prior to the termination of the revocation unless I agree otherwise. In addition, I
acknowledge and agree that the requested restriction will not apply to uses or disclosures by the Plan or another
health care provider or health plan in the event of an emergency situation in which the restricted information is
needed to provide emergency treatment.

Signature of Participant/Guardian/Representative Date Signed

If Guardian/Representative- State Relationship to Participant

FOR INTERNAL USE ONLY

Name of Authorized Individual: Position:

Initial whichever is applicable:

e Having read the above request, the request is hereby granted effective for all information created or
received on or after the date signed below until this revocation is terminated:

e Having read the above request, the request is hereby denied:

Signature of Authorized Individual Date Signed
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		Address: 
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REQUEST TO REVIEW COPIES OF PROTECTED INFORMATION

Participant's Name:

Last First MI Previous Name if Any

H \W%
Birth Date Social Security # Telephone #s

Address:

Use/Disclosure to be Restricted:

Information to which Restriction Applies (include types of records and date of service):

I acknowledge that I have received a copy of the lowa Bankers Benefit Plan's (“Plan’s”) Notice of Privacy
Practices and understand that although I may request that certain uses and disclosures be restricted, Plan does not
have to agree to the restriction. By accepting this Request, Plan is agreeing only that it will review the request
and determine whether or not it will agree to the restriction. I understand that even if Plan agrees to the
restriction, it may revoke this agreement at any time; provided however, the restriction shall still apply to all
information created or received prior to the termination of the revocation unless I agree otherwise. In addition, I
acknowledge and agree that the requested restriction will not apply to uses or disclosures by the Plan or another
health care provider or health plan in the event of an emergency situation in which the restricted information is
needed to provide emergency treatment.

Signature of Participant/Guardian/Representative Date Signed

If Guardian/Representative- State Relationship to Participant

FOR INTERNAL USE ONLY

Name of Authorized Individual: Position:

Initial whichever is applicable:

e Having read the above request, the request is hereby granted effective for all information created or
received on or after the date signed below until this revocation is terminated:

e Having read the above request, the request is hereby denied:

Signature of Authorized Individual Date Signed
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