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PURPOSE

1.1 To permit clients to request an accounting of the disclosures of their Protected Health
Information (PHI).

POLICY

2.1 The Department of Mental Health (DMH) will permit clients to request an accounting of
disclosures of PHI. The client has the right to receive an accounting of disclosures made by
DMH during a time period specified up to six (6) years prior to the date of the request, but not
before April 14, 2003, including disclosures to or by business associates or MOU Departments.

2.2 Accounting Requirements — General

The accounting must include all disclosures, except for disclosures:
2.2.1 to carry out treatment, payment and health care operations;
2.2.2 to clients of PHI about themselves;

2.2.3 incident to a use or disclosure otherwise permitted or required by the Privacy
Regulations;

2.2.4 pursuant to the client’s authorization;

2.2.5 for a facility directory or to persons involved in the client’s care or other notification
purposes (e.g., disaster relief assistance) permitted by law;

2.2.6 for national security or intelligence purposes;

2.2.7 to correctional institutions or law enforcement officials to provide them with information
about a person in their custody.

2.2.8 as part of a limited data set; or

2.2.9 that occurred prior to the compliance date.
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2.3 Examples of disclosures subject to the accounting requirement include, but are not limited to,
disclosures for or pursuant to:

2.3.1

232

233

234

2.3.5

research, unless authorized by the client;
subpoenas, court orders or discovery requests;
abuse and/or neglect reporting;

communicable disease reporting; or

other reports to the Department of Health such as tumor registry, etc.

3.1 Accounting Requirements — Research Involving More than 50 Participants

If, during the period covered by the accounting, DMH made disclosures of Protected Health

Information for a particular research purpose for 50 or more individuals, the accounting may,
with respect to such disclosures for which the PHI about the client may have been included,

provide:

3.1.1

3.1.2

3.1.3

3.14

3.1.5

3.1.6

the name of the protocol or other research activity;

a description, in plain language, of the research protocol or other research activity,
including the purpose of the research and the criteria for selecting particular records;

a brief description of the type of PHI that was disclosed;

the date or period of time during which such disclosures occurred, or may have
occurred, including the date of the last such disclosure during the accounting period;

the name, address and telephone number of the entity that sponsored the research and
of the researcher to whom the information was disclosed; and

a statement that the PHI of the client may or may not have been disclosed for a
particular protocol or other research activity.

3.2 If DMH provides an accounting for research disclosures as described above, and if it is
reasonably likely that the PHI of the client requesting the accounting was disclosed for such
research, DMH shall, at the request of the client, assist in contacting the entity that sponsored
the research and the researcher.
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3.3 The research accounting provision above permits DMH to meet the requirement for research

4.1

disclosures if it provides clients with a list of all protocols for which their PHI may have been
disclosed for research purposes pursuant to a waiver of authorization by the Institutional Review
Board (IRB). To use this method of accounting the disclosure must involve at least 50 records.

Suspension of Accounting

A client’s right to receive an accounting of disclosure may be suspended at the request of a
health oversight agency or law enforcement official if certain conditions are satisfied.

4.1.1 If DMH receives a request to suspend client’s right to receive an accounting from a
health oversight agency or law enforcement official, County Counsel should be
contacted to determine if the appropriate conditions have been satisfied.

4.1.2 If the request from a health oversight agency or law enforcement is oral, DMH shall
document the statement, including the identity of the agency or official making the
request and temporarily suspend the individual’s right to an accounting.

4.1.3 Such suspension shall be no longer than thirty (30) days from the date of the oral
statement, unless a written statement is submitted during the 30 days with a time frame
exceeding the 30 days.

4.1.4 A written statement from a health oversight agency or law enforcement to request
suspension of accounting must state that such accounting would be reasonably likely to
impede their activities. The written statement must also specify the time for which a
suspension of rights is required.

PROCEDURE

5.1

5.2

5.3

A client must request an accounting for disclosure in writing using the Accounting Request
Form (Attachment |). Verification of the requester’s identity must be obtained prior to
granting the request for an accounting. Clients making their request for an accounting by
telephone or e-mail should be sent a copy of the form. The request form must be maintained in
the client’s medical record for a minimum of six (6) years.

Any DMH facility that receives a request for an accounting of disclosures should provide the
client with the Accounting Request Form.

DMH shall designate an individual or individuals who will be responsible for processing requests
for accounts of disclosures. DMH shall document the titles of the persons or offices responsible
for receiving and processing requests for an accounting of disclosures.
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54 For each disclosure that must be recorded, the accounting must include the following
information:

5.4.1 the date of the disclosure;

5.4.2 the name of the entity or person who received the PHI and, if known, the address of
such entity or person;

5.4.3 a brief description of the PHI disclosed; and

5.4.4 a brief statement of the purpose of the disclosure that reasonably informs the client of
the basis for the disclosure.

5.5 The Account Tracking Sheet (Attachment Il) must be used to record disclosure and must be
maintained in a client’s medical record for a period of at least six (6) years from the date of the
last accounting.

5.6 The Accounting Request Form must be maintained in a client’s clinical record and must be
maintained for six (6) years.

5.7 If, during the period covered by the accounting, DMH has made multiple disclosures of PHI on
to the same person or entity for a single purpose, or pursuant to a single authorization, the
accounting may, with respect to such multiple disclosures, provide:

5.7.1 the information set forth in Section 2.3 above for the first disclosure during the
accounting period;

5.7.2 the frequency, periodicity or number of disclosures made during the accounting period;
and

5.7.3 the date of the last such disclosure during the accounting period.

5.8 DMH will act on the client’s request for an accounting no later than sixty (60) days after receipt
of such a request, using the Letter Responding to Client’s Request for Accounting of
Disclosures (Attachment Ill) by providing a copy of the Account Tracking Sheet. |f DMH
deems it necessary, it may request an additional thirty (30) day extension to act on the request.
Only one extension period is permitted. The client must be notified of the delay in writing, within
the original sixty (60) day time limit indication the reason(s) for the delay and the date by which
the accounting will be provided.
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59 The first accounting of a client in any twelve (12) month period must be provided at no charge.
DMH may impose a reasonable, cost-based fee for each subsequent request for an accounting
by the same client within the twelve (12) month period, provided that DMH informs the client in
advance of the fee and provides the client with an opportunity to withdraw or modify the request
for a subsequent accounting in order to avoid or reduce the fee.

DOCUMENTATION RETENTION

6.1 All documents required to be created or completed under this policy and procedure will be
retained for a period of at least six (6) years from the date of its creation or the date when it was
last in effect, whichever is later.

AUTHORITY

HIPAA, 45 CFR § 164.528(a)

ATTACHMENTS
Attachment | Accounting Request Form
Attachment Il Account Tracking Sheet

Attachment Il Letter Responding to Client’s Request for Accounting of Disclosures
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REQUEST FOR ACCOUNTING OF DISCLOSURES

COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH (“LACDMH”)

CLIENT:

Name of Client

Street Address

Date of Birth

MIS #

City, State, Zip

Address or FAX Number where you want the accounting sent

Name

Street Address

City, State, Zip

FAX Number (include area code)

Phone Number (include area code)

NOTICE TO CLIENT: Your request for an accounting of disclosures of your protected health information
only is applicable to the information maintained by the DMH. If you would like to request an accounting of
disclosures of your protected health information maintained by any other Health Care Provider, a separate

request must be submitted to that provider.

REQUEST FOR ACCOUNTING OF DISCLOSURES:

I request an accounting of disclosures of the protected health information in my designated record set from
to (not to exceed 6 years) maintained or created by the following

providers associated with the DMH:

Name of Physician or Other Provider

Facility/Clinic
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|
REQUEST FOR ACCOUNTING OF DISCLOSURES

COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH (“LACDMH”)

I understand that the first accounting in a twelve (12) months period is free of charge, but that I can be charged
a reasonable fee for any additional accountings.

I understand that that the accounting must include all disclosures, except for disclosures:

to carry out treatment, payment and health care operations;

to individuals of protected health information about them,;

incident to a use or disclosure permitted by the Privacy Regulations;
pursuant to the individual’s authorization;

to persons involved in the individual’s care or for a facility directory;

for national security or intelligence purposes;

to correctional institutions or law enforcement officials to provide them with
information about a person in their custody;

as part of a limited data set; or

0. that occurred prior to the compliance date.

NowunhkWwWd =

*®

Signature of Client / Personal Representative Date

If signed by other than the client, state relationship and authority to do so:
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ACCOUNT TRACKING SHEET

NOTE: Consult with County Counsel prior to making any non-routine disclosures.
(See Accounting of Disclosure of PHI 2.4.1)

Date of Name and Address Of Description of PHI Statement of Purpose
Disclosure Entity Receiving PHI Disclosed of Disclosure

This confidential information is provided to you in accord with
State and Federal laws and regulations including but not limited to
applicable Welfare and Institutions code, Civil Code and HIPAA
Privacy Standards. Duplication of this information for further Facility/Practitioner:
disclosure is prohibited without prior written authorization of the
client/authorized representative to who it pertains unless otherwise
permitted by law. Destruction of this information is required after
the stated purpose of the original request is fulfilled. Los Angeles County — Department of Mental Health

Name: MIS#:

MH 613
Revised 3/04
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LETTER RESPONDING TO CLIENT'SREQUEST
FOR ACCOUNTING OF DISCLOSURES

{Mr./Ms./Mrs. Client's Name}
{Client's Address}
{City, State Zip Code}

Date of Birth: {Date}
MIS #:

{Date of Letter}

Dear {Mr./Ms./Mrs. Client's Name}:

Thank you for submitting your Request for Accounting of Disclosures. We received your
written request, stamped on for an accounting of disclosures of your protected health
information. We have determined that:

We need additional time to process your request. We will send you an accounting of disclosures by

We have attached a copy of your Request for an Accounting of Disclosures Form with the areas
marked that need further information for your request to be processed. Please complete the enclosed

Form and return it to us for reconsideration.

You have already received one free accounting of disclosures within the last 12 months. An

additional accounting will cost $ . Please send a check for this amount, made

payable to {insert Name of Facility} , Or bring it to the {Insert Name of Facility}

at {Insert Facility Address}
Please include this Response to Request for Accounting of Disclosures Form with your check.

Other:

MH 613
Revised 3/04 Page 10f 2



Patient’s Right Division
550 S. Vermont Ave., 5" Floor
DEPTME OF| Los Angeles, CA 90020

M ENTAL HEALTH

| ".’.’q DEPARTMENT OF MENTAL HEALTH

Thank you for providing us with this opportunity to serve you and improve the accuracy and
completeness of your health information. We look forward to continuing to serve your healthcare needs.

Sincerely,

{Name}

Program / Unit Manager
Department of Mental Health
Los Angeles County

MH 613
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