
Record of Disclosures 
This form must be completed for all disclosures as outlined in the policy titled “Accounting of Disclosures.”  All elements 
must be completed. 
 
 
Patient name: __________________________    Acct #: ______________________________ 
 
 
Date of Disclosure Name & Address of Person or 

Entity Receiving Info 
Description of information 
disclosed 

Purpose/reason for 
disclosure 

 
 
 
 

   

 
 
 
 

   

 
 
 
 

   

 
 
 
 

   

 
 
 
 

   

 
 
 
 

   

 


