

[bookmark: _GoBack][image: ]

REQUEST FOR ACCESS TO RECORDS

As a patient, you have the right to inspect and copy your records containing Protected Health Information.  Coastal Bend Health Education Center Diabetes Education Program has provided this form in order to facilitate such requests.  Please enter the following information:
1. Patient Name:  _______________________________________________________
2. Patient Identification Number, if known:  _________________________________
3. Birth Date:  _________________________________________________________
4. Address:  ___________________________________________________________
___________________________________________________________________
5. Phone Number:  _____________________________________________________
6. Description of the records you want inspected or copied: 
(Please provide an exact description so as not to delay disclosure.  Should you require assistance, please feel free to contact _______________________ at _______________________.)
_________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________		_________________________________
Signature of Patient or Legal Representative		Date


ignature of Patient or Legal Representative		Date_________________
____________________________________________________________
FOR OFFICE USE ONLY

Inspection or Copying has been accepted or denied:  _____________________

Reasons for Denial:
________________________________________________________________________
Comments:
________________________________________________________________________

Signature of Privacy Official:  ____________________________    Date:  __________________
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