GCDSNB Request for Amendment/Correction of Protected Health Information (PHI)

Name of Consumer:  











 

Date:  





I request that you amend and/or correct my health information as checked below as I have reason to believe the information you currently maintain is incorrect or incomplete. I understand the Agency has up to sixty (60) days from the date of this request to respond to my request unless I am provided with a notice that an extension is necessary. I understand the extension may not exceed thirty (30) days.

Please amend or correct my: 
[  ]  Medical Records
[  ] Billing Records
[  ] ________________________________________

[  ] ________________________________________
[  ] ________________________________________

The date(s) of information I request an amendment/correction include: 

From:   ______________________________________
To:______________________________________

From:   ______________________________________
To:______________________________________

From:   ______________________________________
To:______________________________________

I request that the following information be amended/corrected:______________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

I request that the information listed above be amended/corrected for the following reason(s):_____________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

Please provide the following individuals or organizations with a copy of these amendments/corrections:____________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

I understand that the Agency is not required to supplement my health records with an addendum based on my request. I also understand that the Agency is not permitted by law to alter the original documentation in my health records under any circumstances. I understand that this request, along with any denials, appeals, or supplemental documentation will be made a part of my health record and will be sent as a part of my health records in response to any authorized requests for release or disclosure of my health information. I understand that I may revoke this request at anytime by providing the Agency with my written notice of such revocation.

Date:_____________
Signature of Consumer:____________________________________ Printed Name:_______________________________

Date:_____________
Signature of Representative:_______________________________ Printed Name:________________________________

Relationship to Consumer:_____________________________________________________________________________

Agency Response to Request

[  ]
Your request for amendment/correction of your health information has been APPROVED and copies have been forwarded to those individuals/organizations listed above.

[  ]
Your request was DENIED based on the follow reason:

[  ]  The Protected Health Information (PHI) you wished amended or corrected was not created by this Agency.

[  ]  The Protected Health Information (PHI) you wished amended or corrected is not a part of your designated record set.

[  ]  The Protected Health Information (PHI) you wished amended or corrected is not available to you for inspection as required by current privacy laws.

[  ]  The Protected Health Information (PHI) you wished amended or corrected is accurate and complete.

You may file an appeal of this denial with __________________________________________________________________________ who is located at ____________________________________ and can be reached by telephoning _______________________________________________.

Date:_________________
Signature/Title Authorized Agency Representative:________________________________________________________ 

A copy of this record must be provided to the person making the request and a copy must be filed in the medical record.

