Greenville County Disabilities and Special Needs Board

Request for Inspection/Copy of Protected Health Information (PHI)

Name of Consumer:_________________________________________________________Date:______________________________

I  request that I:

 [  ]
Be granted ACCESS to my health records including access to my health records that may be retained at other locations.

[  ]
Be provided with a COPY of the information I have checked below:

[  ] 
My medical records for the time period from________________________________________________ through ______________________________ including all information that may be retained at other locations.

[  ]
My billing records for the time period from________________________________________________ through ______________________________ including all billing records that may be retained at other locations.

[  ]
Identifiable information about me that was used by the Agency to make medical decisions for the time period from_________________ through ________________________ including information that may be retained at other locations. This includes the following health information:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

[  ]
I wish to receive complete COPIES of my requested information in the format I have identified below. I understand that I will be assessed a fee for this information and such fee has been agreed upon as described below. I understand that if I revise my request, this fee may be increased or decreased accordingly.

[  ]
Paper copy at a fee of $  .50  per  page.

[  ]   Postage at cost 




[  ]
Other (specify):_______________________________________ at a fee of $___________________________.

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 has been APPROVED. We will honor your request within thirty (30) days from the date of this request unless you receive a notice that an extension is necessary. An extension will not exceed thirty (30) days.

[  ]
Your request has been DENIED. The reasons for such denial and your how you may appeal this decision are indicated on the form attached to this request.

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.

