HIPAA Form
1.  Name:_______________________________________________________________

2.  Address: _____________________________________________________________

3.  Birth Date:_________________ 4. Social Security Number:_____________________

5. Please explain the information you wish to be changed or corrected:

6. Please list the reason(s) for the request and any suggested language you would like 

used:_________________________________________________________________

7.  Please provide the name(s), address(es) and phone number(s) of any and all other “entities” you wish to inform of the corrected record information you wish:

Signature:_________________________________ Date of request:_________________

Please be aware that a legal denial for this request is allowed under federal law if: 1) the information on file is correct as recorded, 2) another federal law prohibits releasing your information to you, 3) the information correction being requested is not part of our records or 4) our office did not create the original record you wish to correct or amend.

Reason(s) for denial of request:______________________________________________

_______________________________________________________________________

