Putnam County Hospital
	HIPAA – Privacy	
Request to Amend Medical Record

Patient Name _____________________________________DOB:_____/______/_______
Patient Address: __________________________________ Telephone #: (____) ____-______	
________________________________________________ Date of Visit: _________________
Document with Incorrect/Incomplete Entry: __________________________________________
Please write the incomplete/incorrect information in the space below. Please try to copy it exactly as it is in your medical record.______________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
In the space below, please correct the above entry as you feel it should read._______________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

I understand the Putnam County Hospital may or may not amend or correct the medical record with an addendum based on my request. I understand that this request for amendment will be made part of my permanent medical record, along with the denial or approval. In the event that the amendment is accepted, please list below the name and address of anyone who may have received this information and needs a copy of the amendment sent to their attention.
NAME: _____________________________________________________________________
ADDRESS: __________________________________________________________________
NAME: _____________________________________________________________________
ADDRESS: __________________________________________________________________
NAME: _____________________________________________________________________
[bookmark: _GoBack]ADDRESS: __________________________________________________________________

_____________________________________		__________________________
Signature of Patient or Legal Representative		Date


MEDICAL RECORD #: _________________ ACCOUNT #(s): ________________________
PRACTITIONER(S): __________________________________________________________

Amendment Status:
___Accepted		Date:________________________
	__ Copy of amendment form sent to patient or authorized representative
	__ The above listed persons/entities have been provided with copies of the amendment

___ Denied – reason for denial checked below    Date:__________________
__ Putnam County Hospital did not create the entry to which the amendment request is 
     addressed. 

	__ The information to which the amendment request is addressed falls under the 
category of records for which there would be unreviewable denial of access (e.g. psychotherapy notes).

__The information to which the amendment request is addressed is accurate and      
     complete. 


__________________________			_____________________________
PCH Staff						Title

Comments of Practitioner: ______________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

__________________________________			__________________________
Signature of Practitioner					Date


__ Amendment request denial letter sent to patient or legal representative on _____________.
1
Request to Amend Medical Record								
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Please return to the Director of Health Information Management. 
