
UNIVERSITY OF SOUTHERN CALIFORNIA

DENIAL OF ACCESS FORM


Your request to access or obtain a copy of your protected health information from USC has been denied for the following reason(s): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In accordance with applicable federal and state law and USC’s privacy policies, you [please check the appropriate box] 

( do 

( do not have the right to have this denial reviewed by USC’s applicable quality assurance committee.  

If this denial is reviewable as indicated above and you desire to have the decision reviewed, please check the box below and return this form within 30 calendar days to: 

____________________________________________________________________

[name of the Administrator of the relevant clinical unit and address]

If you desire to register a complaint regarding this denial, please contact USC’s Office of Compliance by mail or by facsimile at the following address:  3500 Figueroa Avenue, Suite 105, Los Angeles, CA  90089-8007, (213) 740-8258.  Your written complaint must include the following information: your name, your contact information, and the specific details of your complaint.

You may also file a written complaint with the Director, Office for Civil Rights of the U.S. Department of Health and Human Services.  Your complaint must describe USC’s acts or omissions that you believe to be in violation of applicable law.  A complaint to the Director may be submitted either by mail or electronic transmission within 180 days of the date you first knew or should have known of the occurrence of the act or omission upon which you have based your complaint.  Upon request, the Privacy Office will provide you with the correct address for the Director.  We will not retaliate against you if you file a complaint with us or with the Director.

*   *   *   *   *
  I hereby request a review of USC’s denial of my request to access or obtain a copy of my Protected Health Information.





_____________________________________________





Signature of Patient or Patient’s Personal Representative






_____________________________________________





Print Name of Patient or Patient’s Personal Representative

04.16 (rev.)

BST99 1212509-1.088280.0013

NYK 790944-3.088280.0013


