
REQUEST FOR RESTRICTION OF PHI 
 
� Good Shepherd Specialty Hospital   � Good Shepherd Home—Bethlehem 
� Good Shepherd Rehabilitation Hospital—Allentown � Good Shepherd Physician Group  
� Good Shepherd Rehabilitation Hospital at Pocono Medical Center  
� Good Shepherd Home at Conrad W. Raker Center    
� Good Shepherd Outpatient Rehabilitation Services 
 

REQUEST FOR RESTRICTION OF HEALTH INFORMATION/VISITOR RESTRICTIONS  
 

Good Shepherd is committed to protecting your health information.  We will not release confidential medical information 
regarding your care to any unauthorized person.  You have the right to request us to restrict use or disclosure of your health 
information, including information for treatment, payment or health care operations.  Good Shepherd has no obligation to 
agree to the request, but will review each request carefully. 

 
Name:        MR#:       
SS#:        Date of Request:     
 
1.  � Yes � No    Good Shepherd may call my home or other alternative location (i.e. cell phone/voice mail, pager) 
and leave a message on voice mail or in person in reference to any items that assist Good Shepherd in carrying out 
treatment, payment, and health care operations, including appointment reminders, insurance items, and any calls pertaining 
to my clinical care, including laboratory results among others.  If an alternative location/number is requested, please list: 
              
 
2. � Yes � No    Good Shepherd may mail to my home or other alternative location any items that assist Good 
Shepherd in carrying out treatment, payment, and health care operations, such as appointment reminder cards and patient 
statements.  If an alternative location is requested, please list: 
              
 
3. � Yes � No    � N/A  Good Shepherd may e-mail to my home or other alternative location any items that 
assist Good Shepherd in carrying out treatment, payment, and health care operations, such as appointment reminders and 
patient statements.  My e-mail address is: 
              
 
4. Good Shepherd may communicate with the following people about my medical condition: 
_______________________________________ _______________________________________ 
 
5. Is there anyone you do not want to visit you? 
Please name:               
 
6. Is there anytime that you do not want visitors?          
 
7.         has been chosen as my Support Person to name who can/cannot visit. 
        Name 

Inpatients/Residents Only:  

8.  � Yes       � No    Good Shepherd may notify my church that I am in the hospital. 
     � Yes       � No   Good Shepherd may include me in the religion inquiry. 
     � Yes       � No   Good Shepherd may give my name to the Catholic Eucharistic ministers for their weekend visit 
(For Pocono and Specialty Hospital only…”for their daily visits”) 
     � Yes       � No    � Not at this time. I am interested in a visit from one of our chaplains, and you may place my 
name on their visitation list. 
 

Residents Only:  

9.  Should I be gone from Good Shepherd for any reason, Good Shepherd may disclose my whereabouts to the following 
people: 
_______________________________________   

_______________________________________   

Signature:   Date:  Time:  
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