CLIENT NAME AND NUMBER ___________________________________________________________

Restriction of Access to Own Record

________________________________________________________, served currently or in the past by this facility made a request on ________________________________ (Date) to inspect his /her clinical record.  The clinical record means all parts of the record required to be maintained and includes all medical records, progress notes, charts, and admission and discharge data, and all other information recorded by a facility which pertains to the individual’s hospitalization and treatment.  This access was restricted in the following way: _____________________________________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

The reasons for this restriction were: _______________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

The harm to the individual as a result of such access was determined by the individual’s physician or psychiatric nurse to be:  _________________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

This restriction will expire on ___________________ (Date) (automatically expires after seven (7) days but may be renewed after review for subsequent seven (7) day periods).

_________________________________________________________
_________________
____________  am  pm

Signature of Individual’s Physician or Psychiatric Nurse
Date
Time

___________________________________________________
___________________________________

Typed or Printed Name
License Number
This form must be completed and filed in the individual’s clinical record at any time an oral or written request is made by an individual to see his/her record and the facility does not produce the requested information.  Facility policies and procedure shall govern criteria for determining what information may be harmful to individuals’ served by the facility, establishing a reasonable time for responding to requests for access, identifying methods of providing access that ensure clinical support to the individual while securing the integrity of the record, etc.  Any renewal of the restriction of access shall require written justification.
cc:  Check when applicable and initial/date/time when copy provided:
	Individual
	Date Copy Provided
	Time Copy Provided
	Initials of Who

Provided Copy

	 FORMCHECKBOX 
  Individual
	
	                          am   pm
	

	 FORMCHECKBOX 
 Guardian
	
	                          am   pm
	

	 FORMCHECKBOX 
 Guardian Advocate
	
	                          am   pm
	

	 FORMCHECKBOX 
 Representative
	
	                          am   pm
	

	 FORMCHECKBOX 
 Attorney
	
	                          am   pm
	


See s. 394.455, 394.4615, Florida Statutes
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