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REQUEST FOR AMENDMENT OF PROTECTED HEALTH INFORMATION

Check the loca tion where  you were  trea ted:

Inpatient Hospital Outpatient Rehabilitation                           Medical Day Care    

Other:

I hereby reques t tha t above location amend [p leas e  check a ll boxes  tha t apply]:

My medica l records .

My billing records .

Any othe r records  used to make  de cis ions  about me.

I unders tand tha t the facility above may deny this  reques t as  permitted under Federa l law, and tha t I will be  informed 
by the facility concerning the  bas is  for the  denia l a long with ins tructions  concerning my right to submit a  s ta tement 
disagree ing with such denia l. I further unders tand tha t the facility will notify me  of its  decis ion to accept or deny my
reques t within s ixty (60) days  of rece iving this  reques t. If the facility is  unable  to comply with my reques t within this  time
frame , I unders tand tha t it may extend the  applicable  deadline  for up to an additiona l thirty (30) days  by notifying me  in
writing.  I a lso unders tand tha t above named facility will contact my health care  provider(s ) involved in my care , if the
amended information concerns  my clinica l trea tment, while  a  patient a t any of the above mentioned facilities.

1. Describe the information you want amended or added (e .g., procedures , provider notes / documenta tion, te s t results ,
me dica l/family/socia l his tory, diagnos is )

2. Date(s) of informa tion to be amended (e .g., da te of tes t, vis it, trea tment, or othe r hea lth ca re services )
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Pa tien t’s Na me:
Las t Firs t Middle

Home Addres s :

Home Phone: Date of Birth :

Date s of Service :

Me dica l Re cord Number:



3. What is your reason for making this reques t?

4. How is the entry incorrect?

5. What should the entry say to be more accura te? (Please be as specific as poss ible )

6. Do you know of anyone who may have received or re lied on the information in question (such as your doctor,
pha rmacis t, hea lth plan, or other health care provide r)?

yes no

If yes , please specify the name(s) and addres s (es ) of the organiza tion(s ) or individua ls (s ).

Printed name of Patient (or Pe rsonal Representa tive):

Rela tionship to Pa tient:

Pleas e p rin t and s ign with b lue o r b lack ink.

Signa ture of Pa tient (or Pe rsonal Representa tive) ____________________________________ Date

Please  submit the  comple ted form via  email, fax or mail:

Fax # 856­810­3747

Address  to email: HIMROI@Weismanchildrens.com

Address to mail:

Health Information Management, 92 Brick Road, Marlton New Jersey 08053
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