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PATIENT REQUEST TO ACCESS OR COPY
PROTECTED HEALTH INFORMATION (PHI)
1. Merey Facilitv(s) treated at MRMH:
2_Patient Mame: Date of Birth:
3. Requastor (if diiersnt):
4. Mailing address:
Cily: Slata: Jipoode:
5. AM Phane number: { | FM Phoneg number: | }
&. Do you wish to Access (read and review) [ ) OR Recaivea Copy ([ )

7. Describe the Information vou want to Access/ Copy:

8. Dateis) of the information you want 1o Accass Capy:

Thars iz ne charge to aocess (readreview] your PHI ar to supply you with & pertinent surnmary of ywour FHL 1f you desire a copy of
wour entire record (FHI). the fallowing chargss apply: $1.00 par page for pages 1-10, 5.50 per page for pages 11-50 and £.20 par
page for pages 51 ormore. Thars will be a $10.00 per film (2.9, x-ray) charge. We will inform you of the cost of your copy and verity
you agres to pay for the PHI pricr to copying. We will also include an invcice for amy charges alehg with your copy. We will notiy you
i weriting within 30 deys of your requeast (60 daye if the PHI is not maintained or accessible on-gite) if and when pour PHI will ke
available for accass of whera to pick up your copy. N excsptional circumstancas, we will notify you within 30 daye if we nead one
addiional period of 30 days 1o respond to our request. In specific circumstancas, we may deany access to your PHI or to a porticn
of wowr PHE If we deny access, we will return this fomrn o you with our written reascns for denying sccese and explain your review

right if they apply.
Signatura of Patiam or Legal Reprasentative Dale

It signied by Legal Represantalive, relalionship Lo patiant:
(Allach a capy ol paper work verilying lagal authority)

Data neadad by:

MAIL CALL FOR PICK UP

Phote ID is required when requesting and picking up PHI
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