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Request for Confidential Communications of Protected Health Information
 
Date: ________________ 
Patient Name: ____________________________________________Date of Birth: ____________________________ Street Address: __________________________________________________________________________________ 
City: ___________________________________ State: _______________ Zip Code: __________________________
Telephone Number: _____________________________ Email Address: ____________________________________

Important Information: The Health Insurance Portability and Accountability Act of 1996 (HIPAA) gives you the right to ask that your protected health information (PHI) be communicated to you in an alternative way or at an alternative place. By filling out this form, you are asking Stony Brook Medicine (SBM) to contact you using the method or location you choose below.
If your request is reasonable and SBM approves it, we will try our best to contact you in the way you ask, as allowed by law. You do not need to tell us why you are making this request. To help us follow your request, you must give us a valid address where we can send your bills. If we cannot reach you using the method or place you requested, we may use the other contact information we have for you. Your request will stay in effect until you submit a new one.
Please use alternative contact information below:
Street Address: __________________________________________________________________________________ 
City: _________________________________________ State: _________ Zip Code: __________________________ 
Telephone Number: (_______) ________________________☐ cell☐ home☐ work  
Email Address: ________________________________________________________

This request applies to the following Stony Brook Medicine sites (if more than two sites, please attach another page):

1. Name of Site: _________________________________________________________________________________
    Address of Site: ________________________________________________________________________________
2. Name of Site: _________________________________________________________________________________
    Address of Site: ________________________________________________________________________________

	Patient or Authorized Representative Name:

Print: ___________________________________ Signature: ____________________________________ 
If the request is made by someone other than the patient, complete below:
Please tell us what gives you permission to sign for the patient. We may ask for documents to prove this.
_______________________________________________________________________

Please provide your contact information: Street Address:_________________________________________________

City: ___________________________________ State: _______________ Zip Code: _______________________

Telephone Number: _____________________________ 



Please return the completed form to:
Address: 7 Flowerfield, Suite 36, St. James, NY 11780
Fax: (631) 223-4310
Email Address: HIPAA@stonybrookmedicine.edu
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