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PLUMAS COUNTY, CALIFORNIA 
 

DENIAL OF REQUEST TO ACCESS 
 PROTECTED HEALTH INFORMATION 

 
Name of Patient:____________________________________________ 
 
 
__________________________________________, has denied your request to: 
 
ٱ      Inspect your protected health information; 

 
ٱ      Receive a Copy of your protected health information; or 

 
ٱ      Inspect  and receive a Copy of your protected health information; 

 
as set forth in your Request to Access Protected Health Information dated ____________. 
 
Reasons for Denial: 
 
______________________________ has denied your request for the following reason(s): 
 
ٱ      The protected health information to which you seek access was given in 

confidence  
         by someone other than another provider. 
 
ٱ      The protected health information to which you seek access contains  protected 

         health information about other individuals, and a licensed health care professional  
         has determined that access by you is reasonably likely to cause substantial harm to 
         the other person. 
 
ٱ       The protected health information to which the Patient’s personal representative  

         seeks access is reasonably likely to cause harm to the Patient or another individual. 
 
ٱ       The protected health information to which you seek access involves mental health  

          information that could result in a substantial risk of adverse consequences to you. 
 
Review Rights: 
 
ٱ       You are not entitled to have the denial reviewed. 

 
ٱ       You are entitled to have the denial reviewed by a health care professional who 

was  
         not directly involved in the decision.  Please state whether you wish to have the    
         denial reviewed and return this form to _______________________________at 
 
         ______________________________________. 
                  
 .I wish to have the denial reviewed  ٱ         
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 .I do not wish to have the denial reviewed  ٱ         
Notice of Result of Review: 
 
If you request review of a denial that you are entitled to have reviewed, Plumas County  
will promptly notify you of the health care professional’s decision and will take any 
action necessary to implement the decision. 
 
Complaints: 
 
You may submit a complaint to: 
 
ٱ   Plumas County Mental Health               ٱ   Plumas County Administrative 

Office 
   Departmental Privacy Officer                                     County Privacy Officer 
270 County Hospital Road, Suite 227                       520 Main Street Room 309 
     Quincy, CA 95971                                              Quincy, CA 95971                    
        530-283-6307                                                      530-283-6315 
 
ٱ   Plumas County Alcohol and Drug             ٱPlumas County Public Health 

Agency 
              Department                                            Departmental Privacy Officer 
     Departmental Privacy Officer                       270 County Hospital Road, Suite 206            
270 County Hospital Road, Suite 128                              Quincy, CA 95971 
          Quincy, CA 95971                                                    530-283-6337 
              530-283-6316 
 

                                                                                 
 Secretary of the U.S. Department of Health and Human Services  ٱ           
                                               Office for Civil Rights 
                                         Attention: Regional Manager 
                                    50 United Nations Plaza, Room 322 
                                           San Francisco, CA 94102 
                                                  800-368-1019 
 
 
 
By:________________________________________ 
 
Title:_______________________________________ 
 
Date:_______________________________________ 
 
 
 
 
 
 


