
 
Form to Request Amendment 

to Health Information Retained in Designated Record Sets 
 

Patient Name: _______________________________________________________________ 
                                Last                                                   First                          MI            Maiden or Other Name 
 

Date of Birth: _________________ SS#____-_____-____ Medical Record #_____________ 
  Month        Day       Year 
 

Address: ________________________City: _______________State: _________Zip:______ 
 

Day Phone: _______________Cell Phone: _______________Evening Phone: ____________ 
 
ENTRY TO BE AMENDED: 

Date: ___________________________________________ Type: _____________________ 

Explain how the entry is incorrect or incomplete. What should the entry say to be more accurate or complete? 

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________ 

Would you like this amendment sent to anyone to whom we have disclosed the information in the past? 
If so, specify: 

Name:_____________________________________________________________________ 

Address: ________________________City: _______________State: _________Zip:______ 

I understand that I will receive a copy of this Form and that my request will be processed within 60 days or be informed of 
the need for an extension of not more than 30 days to process the request. I understand that this request for amendment may 
be denied. If denied, I have the right to submit a written statement disagreeing with the denial which must be contained on 
not more than one handwritten page or typewritten page of at least 10-font. All information relative to my request for 
amendment will be linked my records and disclosed to anyone for whom I authorize disclosure of information relative to the 
amendment. 
 
________________________________ ___________ or _______________________________ ___________ 
              Signature of Patient                        Date              Parent/Legal Guardian/Authorized Person      Date 

        __________________________________________ 
                                Relationship to Patient                                

FOR OFFICE USE ONLY 

DATE RECEIEVED:                                                                                  AMENDMENT:       □ Accepted                □ Denied  

If denied, reason for denial is: 

□     Information was not created by this organization   
□     Information is not a part of the patient’s designated record set 
□     Information is not available to the patient for access as required by federal law 
□     Information is complete and accurate   
 

Comments of healthcare practitioner: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

______________________________________ ___________              _____________________________________ 
              Signature of Practitioner                                   Date                                                       Title 


