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PATIENT REQUEST FOR ACCESS TO PHI FORM

Please fill in the following information:

Patient Name: 













Birth Date: 





SS#: 







Patient Address: 












Home Phone Number: 




 Work Phone Number:




Date of Request:

I request access to the following Protected Health Information about me at the Hospital:

Treatment beginning 


 to 


.

Check one:
□ Discharge Summary

□ Laboratory Data
□ Entire Medical Record



□ Operative Report

□ EKG


□ Other (specify) 




□ Pathology Report

□ X-ray Report

For the purpose of:












Check one:
□  I wish to review my Protected Health Information at the Hospital.



□  I wish to review a copy of my Protected Health Information




□  mailed to the address listed above; or




□  for me to pick up at the Hospital.

I understand that the Hospital will charge a copying fee if I request a copy of my protected health information.  I will have to pay postage charges if I request the Hospital to mail the copy to me.  I understand that the Hospital will charge a fee if I request to review my protected health information.  I am responsible for paying these fees; this service is not covered by insurance.  I may withdraw or change my request if I do not want to pay these fees.  If there are fees, I must pay them in full prior to the time the Hospital makes the copies or mails them to me or prior to my appointment to review my protected health information.

Person authorized to pick up records on patient’s behalf:  ____________________________________

Patient Signature 







