PATIENT REQUEST FOR AMENDMENT OF HEALTH INFORMATION

Patient Name:

Patient Address:

MM DD YY
Medical Record #: Date Of Birth:
Other Identifier (Social Security Number):
Date Describe The Reason What Would You
Request Of Information You | Date(s) Of Information For Making | Like To Change Or
Number Request Want Amended To Be Amended This Request | Add To The Record?

| am also requesting that you send notice of this amendment to the following individuals or entities
to whom you may have disclosed this particular information in the past: (please print)

Name:

Address: City: State: Zip:

! understand that the physician (or provider) to whom | am making this request may or may not
supplement my medical record with an addendum based upon this request, and under no circumstance,
is able to alter the original documentation in my record. This request for an amendment may be made
part of my permanent medical record and will be sent to individuals/organizations identified by me.

First Request Date: Signature
Second Request Date: Signature
Third Request Date: Signature
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