This is a sample form to assist you in creating a unique form for your practice.  Effective forms address the specific circumstances of each practice.

Medical Record Amendment Request
Patient Requested
Patient Name (please print) _______________________________________Date of Birth: __________________
Patient Address ______________________________________________________________________________
Date of Medical Record Entry to be amended or corrected: _______________________________________________
Medical Record Entry to be amended or corrected: _______________________________________________
Please explain your requested amendment/correction. What do you disagree with or what do you believe the entry should be? (If additional space is needed, please check here _____ and attach additional sheets.)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Specify the name and address of the organization(s) or individual(s) having received the pre-amended medical record and needing the amendment (attach additional sheets if necessary).
_____________________________________	_______________________________________________________
Name						Address
_____________________________________	________________________________________________________
Name						Address
I understand that my request will be considered and will become a permanent part of my medical record (regardless of if the amendment is approved or denied) and will be provided in response to any future authorized requests for release of my Protected Health Information (PHI).
I understand that I will receive a response within xxxx days to approve or deny my request. If Practice Name is unable to act on the amendment request within 60 days, Practice Name may extend the time to act by no longer than 30 days and will provide me a written statement of the reason for the delay and when the response is expected.  No further extensions will occur.
_______________________________________________		______________________________
Signature of Patient or Legal Representative				Date

Date Received: ____________________	MRN: _________________________	Amendment has been approved	☐
If denied, check reason for denial:							Amendment has been denied	☐
☐    Information was not created by Practice Name
☐     Information is not part of the individual’s designated record set
☐     Information is accurate and complete

Completed by: ________________________________		Date: _________________________

*The Code of Federal Regulations (CFR) 45 CFR 164.526 https://www.ecfr.gov/current/title-45/part-164/section-164.526
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