<NAME OF PRACTICE>

<ADDRESS>

<PHONE/FAX>

PATIENT RECORD ACCESS REQUEST

I hereby request my health care record as described below:
· Release all records, x-rays, and any information regarding diagnosis, treatment, and/or examinations
· Release all records for the period ________________ through ______________

· Release a specific portion/section of the record as follows:
__________________________________________________________________________________________


Form of Access requested: (Check one or more of the following)
· In office inspection
· Readable hard copy (see “I understand that:” below for more information)

· I request a summary or explanation of the PHI in lieu of providing access to the PHI (see “I understand that:” below for more information)
· Other form of access requested: _____________________________________________________________

_______________________________________________________________________________________

Release records to:
Name:   ___________________________________________________________________________________
Address: __________________________________________________________________________________
Purpose for request:
I understand that:

· I may be charged a reasonable fee charged by the Practice for the cost of my records <INSERT YOUR PRACTICE’S FEE POLICY – SEE “FEES FOR RIGHT OF ACCESS” IN CHAPTER 1.3 – PRIVACY RULE FOR APPROPRIATE FEES>
· For hardcopy requests, I understand that the Practice will comply with my request for an alternate form or format only if the Practice can readily produce the PHI in that form or format.

· If I request a summary or explanation by a healthcare provider, there is an additional fee <INSERT YOUR PRACTICE’S FEE INFORMATION FOR SUMMARY EXPLANATIONS>
· Email messages are inherently unsecure because most email servers are unencrypted which means that there are inherent risks in using this type of communication. Information emailed to me could be received and read by an unauthorized third party. Nevertheless, I assume this risk.
Signature(s)
Patient signature
Date


Sign below if you are a personal representative of the patient.

Representative signature
 Date


Print Name ___________________________________________ Relationship to Patient


Verification of signature by: __________________________________________________________________
	For Office Use Only

	
	· The request to access the health care record is approved

	
	

	
	The request to access the health care record is denied for the following reason(s):

	
	· Access was reasonably likely to endanger the life or safety of someone.

	
	· The information references another person and is likely to cause substantial harm to the other person.

	
	· Request for access was made by an unauthorized person or a personal representative who is reasonably likely to cause substantial harm to someone else.

	
	· Other (Please Specify) _____________________________________________________________

	
	
	

	
	Signature of Compliance Officer
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