Request to Amend Protected Health Information

RE: Patients name:

Patient’s SS#:

Patient’s DOB:

You have the right to request that we amend certain information about you for as long as

that information is maintained in your record. However, we are not required to grant your
request.

Identify the information/record that is the subject of this request:

Requested amendment:

Reason for request:

Over >




If your request to amend is granted, we will make reasonable efforts to inform certain
individuals/organizations of the amendment.

We will provide a copy of the amendment to those individuals/organizations identified by you as
having previously received the protected health information that is the subject of this request and
are in need of the amendment.

By providing us with the names and addresses of the individuals/organizations, you are hereby
agreeing to allow us to notify them of the amendment and provide them with a copy.

Name and Address Name and Address

Name and Address Name and Address

Patient’s Signature Date



