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 In person:  to the nearest Concentra medical center 
 By mail:    Concentra Privacy Office 

P O Box 1438 
Louisville, KY 40202-1438 

 By fax:       502.508.3700  
 By email:   PrivacyOffice@concentra.com  

Request Restriction or Termination of Previous Restriction On Use and Disclosure 
of Protected Health Information 
 
Patient  
Name:___________________________________________________________________________________ 
                       Last                                    First                  MI                     Maiden or Other Name 
 
Date of Birth:____-_____-_____    Medical Record #:_______________ Phone: _______________________ 
                       
Address:___________________________________City:______________________ST: ____Zip:_________ 
 
We are not required to agree to this restriction request unless it is restricting disclosure to a health plan for 
payment or health care operations for which you have paid in full.  However, we can remove the restriction if 
your payment is not honored (such as the check bounces or credit card is refused). Restrictions will not apply 
when the restricted information is needed for emergency treatment. Voluntary restrictions agreed on by us may 
be terminated by informing you of the termination.   
 
As listed below, I am requesting that Concentra     Place a restriction      Remove a previous restriction 
on the use or disclosure of my protected health information: 
 
Restricted Information: _____________________________________________________________________ 
 
Date of Service: __________________________      Restrictions can not apply to workers compensation. 
 
 Do not release the information specified to:___________________________________________________ 
 
 Other:  ________________________________________________________________________________     
 
 
_______________________________________  ___________    OR  ___________________________________________        ___________ 
SIGNATURE OF PATIENT                                 DATE                  PARENT/LEGAL GUARDIAN/AUTHORIZED PERSON            DATE 
 

_________________________________________________ 
RELATIONSHIP TO PATIENT 

        You may submit this form: 
 
 
 
 

 
 

 
FOR INTERNAL USE ONLY 

Complete the sections below and 
email this request to PrivacyOffice@Concentra.com or fax to 502.508.3700 

Notice of Decision 
 We have accepted the restriction(s) you have requested above.  
 We have accepted only the following portion of the restriction(s) you have requested above: 

_________________________________________________________________________________ 
 We are unable to accept the restriction(s) you have requested above. 
 By this form, we are informing you that the above restrictions are being terminated. 

 
 
___________________________________________  _________________________________   _________________   _________________________ 
Signature of Author of Record                                   Title          Date           Phone 
 
 
_________________________________________  _______________________________   ________________  ________________________ 
Signature of Staff Member                                         Title          Date          Phone 
 
___________________________________    ______________________________     
 Center Name       Location Number
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 En persona:  al centro médico Concentra más cercano
 Por correo:    Concentra Privacy Office 

    P O Box 1438 
    Louisville, KY 40202-1438 

 Por fax:         502.508.3700  
 Por correo electrónico:   PrivacyOffice@concentra.com  

Solicitud de Restricción o Terminación de una Restricción Previa 

Sobre el Uso y Revelación de Información Protegida de la Salud 
 

Paciente 
Nombre:________________________________________________________________________________ 
                   Apellido                                      Nombre           Inicial Seg. Nombre           Apellido de soltera u otro nombre 
 
Fecha de Nacimiento:____-_____-_____ Archivo Médico #:_______________ Tel:____________________ 
 
Dirección:________________________ Ciudad:________________Estado: _____Cód. Postal:__________ 
 
Nosotros no estamos obligados a estar de acuerdo con esta solicitud de restricción a menos que esté 
restringiendo acceso de información para un plan de salud para el pago o a operaciones de cuidado de la salud 
por las cuales usted ha pagado en la totalidad.  Sin embargo, nosotros podemos remover la restricción si su 
pago no se realiza (como por ejemplo que el cheque rebote o que la transacción de la tarjeta de crédito sea 
negada).  Las restricciones no aplicarán cuando la información restringida se necesite para tratamiento de 
emergencia.  Las restricciones voluntarias a las que accedamos nosotros se les puede poner fin al informarle a 
usted de la terminación de las mismas.  
 
Tal como se lista abajo, Yo estoy solicitando que Concentra     Coloque una restricción      Remueva una 
restricción previa sobre el uso o el permiso para revelar mi información protegida de la salud: 
 
Información restringida: ___________________________________________________________________ 
 
Fecha del Servicio: __________  Las restricciones no pueden aplicar a compensación para trabajadores. 
 
 No revelar la información especificada a: ___________________________________________________ 
 
 Otro:  _______________________________________________________________________________     
 
_______________________________________  ___________    O  ___________________________________________        _______________ 
FIRMA DEL PACIENTE                                  FECHA                  PADRE/ GUARDIAN LEGAL /PERSONA AUTORIZADA            FECHA 
 

_________________________________________________ 
RELACION CON EL PACIENTE 
 

Usted puede enviar este formulario: 
 
 
 
 

 
 

FOR INTERNAL USE ONLY 
Complete the sections below and 

email this request to PrivacyOffice@Concentra.com or fax to 502.508.3700 
Notice of Decision 

 We have accepted the restriction(s) you have requested above.  
 We have accepted only the following portion of the restriction(s) you have requested above: 

_________________________________________________________________________________ 
 We are unable to accept the restriction(s) you have requested above. 
 By this form, we are informing you that the above restrictions are being terminated. 

 
___________________________________________     ________________________________     _________________     ______________________ 
Signature of Author of Record                                      Title             Date                Phone 
 
 
___________________________________________     ________________________________     _________________     ______________________ 
Signature of Staff Member                                        Title             Date                Phone 
 
___________________________________    ______________________________     
 Center Name       Location Number 


