
 

Accounting of Disclosures 
Hillsborough County 

Accounting of Disclosures of Protected Health Information 

Individual Name: ________________  ___  ________________________  ________ 
 First                MI       Last    Suffix 
 
Date:  _________________ 
 

 
1. Date of 

Disclosure: 
-Enter date- Name of Organization or 

Person Receiving PHI and 
Address if Known: 

-Enter name and address- 

 Brief 
Description 
of PHI: 

-Enter description- Purpose of Disclosure (if 
you are attaching the 
Written Request, this is not 
necessary): 

-Enter purpose- 

2. Date of 
Disclosure: 

-Enter date- Name of Organization or 
Person Receiving PHI and 
Address if Known: 

-Enter name and address- 

 Brief 
Description 
of PHI: 

-Enter description- Purpose of Disclosure (if 
you are attaching the 
Written Request, this is not 
necessary): 

-Enter purpose- 

3. Date of 
Disclosure: 

-Enter date- Name of Organization or 
Person Receiving PHI and 
Address if Known: 

-Enter name and address- 

 Brief 
Description 
of PHI: 

-Enter description- Purpose of Disclosure (if 
you are attaching the 
Written Request, this is not 
necessary): 

-Enter purpose- 

4. Date of 
Disclosure: 

-Enter date- Name of Organization or 
Person Receiving PHI and 
Address if Known: 

-Enter name and address- 

 Brief 
Description 
of PHI: 

-Enter description- Purpose of Disclosure (if 
you are attaching the 
Written Request, this is not 
necessary): 

-Enter purpose- 

5. Date of 
Disclosure: 

-Enter date- Name of Organization or 
Person Receiving PHI and 
Address if Known: 

-Enter name and address- 

 Brief 
Description 
of PHI: 

-Enter description- Purpose of Disclosure (if 
you are attaching the 
Written Request, this is not 
necessary): 

-Enter purpose- 

Use additional pages if necessary. 
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