

[bookmark: _GoBack][image: ]

REQUEST FOR AMENDMENT

Please fill in the following information:
1. Today’s Date:  ________________________
2. Patient name:  ________________________________________________________
3. Birth date:  __________________________	4.  Patient #:  __________________
5. 	Patient address:  _______________________________________________________
6.	Describe the information you want amended:  ___________________________________
___________________________________________________________________
7.	Date(s) of information you want to be amended:  _________________________________
___________________________________________________________________
8.	What is your reason for making this request?  ___________________________________
______________________________________________________________________________________________________________________________________
9.	What amended language are you requesting be placed in your record?  __________________
______________________________________________________________________________________________________________________________________
10.	Do you know of anyone who may have received or relied on the information in question (such as your doctor, health plan, or other health care provider)?   Yes     No
If yes, please specify the name(s) and address(es) of the organization(s) or individual(s):  
______________________________________________________________________________________________________________________________________

By signing this form, I authorize TAMHSC-CBHEC to disclose the amended information to the above named individuals/entities and to any other individual/entity that TAMHSC-CBHEC is aware has received the information in question.  I understand that my requested amendment may or may not be accepted by TAMHSC-CBHEC.  However, TAMHSC-CBHEC shall notify me, within sixty (60) days as to whether any action has taken place regarding my request for amendment.

Signature of patient or legal representative:  __________________________   Date:  __________

FOR OFFICE USE ONLY
Amendment has been:	 Accepted	 Denied
If denied, check the reason for denial:
· PHI was not created by TAMHSC-CBHEC and individual did not provide a reasonable basis to believe that the originator of the PHI is no longer available.
· PHI is not part of the patient’s designated record set.
· Federal law forbids making the PHI in question available to the patient for inspection.
· PHI is accurate and complete.
Staff comments:  _________________________________________________________
_____________________________________________________________________
Signature of staff person:  _____________________________  Date:  _________________
Print name & title:  ________________________________________________________
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