REQUEST FOR ACCESS TO USC HEALTH INFORMATION 

	[bookmark: _GoBack]SECTION I:  GENERAL INFORMATION.
Note:  Please Provide the following information for the individual who ultimately will be using the health information

NAME:  ________________________________________________________
PHONE: ________________________________________________________
EMAIL: ________________________________________________________

RECIPIENT DEPARTMENT/DIVISION:__________________________________________

DATE OF REQUEST:____________________________________________________________


	SECTION II:  DESCRIPTION OF HEALTH INFORMATION.

(A)   LOCATION: 	            􀀀 Keck  Hospital 􀀀 USC/Norris Cancer Hospital 
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]	􀀀 USC Care Medical Group/USC Practice Associates
                 USC Verdugo Hills Hospital; Norris Dental Science Center; Dental Hygiene Clinic; HOSOD Faculty Practice; USC Pharmacies
	􀀀 Other (Please specify): _____________________________________

(B)  SOURCE: 	􀀀 GECB 􀀀 Cerner 􀀀 Lawson        AXium           Rx-30      Other (Please specify): __________________________________________________________________________________

(C)  DESCRIPTION OF PATIENT INFORMATION REQUESTED: 
􀀀 Name 􀀀 Date of Birth 􀀀 Age 􀀀 Social Security Number 􀀀 Patient Record Number; [ ] internal patient identifier
􀀀 Address 􀀀 Phone number 􀀀 Email address 􀀀 Insurance Carrier 􀀀 Physician/Practitioner Name
􀀀 Lab Results 􀀀 Imaging [ ] Financial Information
􀀀 Billing Records, please describe further:________________________________________________
__________________________________________________________________________
􀀀 Diagnosis/Treatment Information :_______________________________________________
__________________________________________________________________________
􀀀 Other, please describe:______________________________________________________________
_________________________________________________________________________________
__________________________________________________________________________________

 (D)  HOW WILL INFORMATION BE USED (Check all applicable options): 
􀀀 Operations (Conducting quality assessment and improvement activities, case management and care coordination; evaluating provider and health plan performance, conducting or arranging for medical review, legal, and auditing services, business planning and development, creating de-identified health information or a limited data set, and fundraising for the benefit of the covered entity. Please refer to USC Policy Clin-201)
􀀀 Development/Fundraising Please describe the development purpose:_________________________________ __________________________________________________________________________________
􀀀 Research: Please attach the following if applicable to this form:
· IRB waiver[   ] CHECK HERE IF MORE THAN 50 RECORDS REQUESTED
· Data use agreement 
· HIPAA authorization
· preparatory to research certification
· Name of study/iSTAR number _______________________ 

􀀀 Other (Please specify):______________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

(E)  CAN DATA REQUESTED BE PROVIDED IN A LIMITED DATA SET? (A Limited Data Set (LDS) must not include direct or facial identifiers like name, social security number, full-face photos or medical record number.  A "limited data set" may include, however, zip codes, dates of service, dates of birth and death and geographic information.  Please refer to USC Policy Res – 301)	
􀀀 No 
􀀀 Yes


	SECTION III:  SECURITY MEASURES TO PROTECT REQUESTED PHI.

(A)  PLEASE INDICATE HOW THE DATA RECIPIENT WILL KEEP THE HEALTH INFORMATION SECURE (e.g., encrypted;  stored in locked cabinet with restricted access; ) ______________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

(B)  PLEASE INDICATE HOW THE RECIPIENT WILL LIMIT THE USES AND DISCLOSURE OF HEALTH INFORMATION TO THE MINIMIMUM NECESSARY(e.g., only those individuals who need to see the information will have access)
_________________________________________________________________________________ 
__________________________________________________________________________________

(C)  HOW LONG WILL THE RECIPIENT NEED TO USE THE REQUESTED HEALTH INFORMATION:  __________________________________________________________________________________

(D)  HOW WILL YOU DISPOSE OF THIS HEALTH INFORMATION WHEN NO LONGER NEEDED?
__________________________________________________________________________________


	SECTION IV:  CERTIFICATION.
RECIPIENT’S SIGNATURE:
I certify that I will:
- maintain the privacy and security of the requested health information as described above and with any additional requirements for approval of this request;
- limit the use and disclosure of this health information to the minimum necessary required for the purposes stated above; and 
-dispose of the health information immediately after the health information is no longer needed or upon the expiration date of such use.  

______________________________________________________________________________
Printed Name/Signature/Date
______________________________________________________________________________
Business Owner/Signature/Date (if different than above)


	FOR INTERNAL USE ONLY - PRIVACY OFFICER (or designee):
􀀀 Approved as identified above
􀀀 Approved with following limitations:
􀀀 Additional information needed to approve request:
􀀀 Not Approved due to:
__________________________________________________________________________
Name: Signature and Date



