
PATIENT REQUEST TO AMEND A DESIGNATED RECORD SET 

This form must be complete and legible in order to be processed.

Top Sec n: Complete all ds. 

Sec n 1:  

Sec n 2: send the change to  

Sec n 3: The pa ent all  signs this . I  a p sonal p senta e completes this
m on behal  o  the pa ent  p oo  o  a tho it  m t be p o ided. 

Important:  

The i t o iginate a
Th
Yo  do not e the legal t to  o  access the a n
The a n is not p t o  the medical and/o  billing o ds   

accept o  den
 disa e ith  denial

. All doc ments
to the est  amendment ill become p t o   p nent medical o d and

ill be inc ed ith an  t e a tho ized disc s. I  h e an  con ns ith this
e est  please contact o idence ealth S ices at

Please n completed m
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PATIENT REQUEST TO AMEND A DESIGNATED RECORD SET 

1.

ana n o  ested changes o  h a sep e page  neede  

2. Please send a cop  o  the amended doc ments to this compan  o  ind d al:

Name:
Add ss:

 ill also send the amendment to othe  p sons that e no  h e i d the 
a n  the  lied  o  might in the t e l  on the n to  d iment 

o  h . 

3. Date: 
Signat e o  nt o  sonal  

I  pe sonal ep esenta e signs this e est on behal  o  the pa ent  complete the llo ing: 

int Name: 

Pa ent Othe  
Legal G a dian* 

* h legal n i   e the legal g dian o  Po  o    lth e

For Internal Use Only

Date Received: Initials MRN       
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Pa ent's Name: DO  

I est to e an amendment/co n to the doc menta n made b :

n this date:
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