COUNTY OF SAN DIEGO

REQUEST FOR MODIFICATION/AMENDMENT OF PROTECTED HEALTH INFORMATION

You have the right to request changes to your personal health information that we have created or maintain if you believe the information is incorrect.  We may deny your request, but if we do, we must inform you in writing of the denial and why we are denying your request.  

· You have the right to disagree with our denial of your request for changes.  You may provide a statement about why you disagree.  We must put your statement into your record. 

· We may place in your record a rebuttal to your disagreement if we continue to disagree with your requested change.  If we do, we will inform you in writing and send you a copy of our rebuttal statement.

If you chose to request a change, complete this form and mail or return it to:

Individual Identified to Receive Amendments

The organization name

The organization address

Telephone Number

	
	
	
	Date:

     

	YOUR INFORMATION

	Last Name:

     
	First Name:

     
	Middle Initial:     

	Address

     
	City/State:

     
	Zip Code:

     

	Telephone Number:

     
	SSN (Optional):

     
	Date of Birth:

     

	AKA’s:

     

	CHANGES TO PROTECTED HEALTH INFORMATION

	What type of personal health information do you want to change?

	 FORMCHECKBOX 
  History and Physical Examination

 FORMCHECKBOX 
  Discharge Summary

 FORMCHECKBOX 
  Progress Notes

 FORMCHECKBOX 
  Medication Records

 FORMCHECKBOX 
  Interpretation of images:  x-rays, sonograms, etc.    

 FORMCHECKBOX 
  Laboratory results

 FORMCHECKBOX 
  Dental records

 FORMCHECKBOX 
  Psychiatric records including Consultations

 FORMCHECKBOX 
  HIV/AIDS blood test results; any/all references to                                          those results
	 FORMCHECKBOX 
  Physician Orders

 FORMCHECKBOX 
  Pharmacy records

 FORMCHECKBOX 
  Immunization Records

 FORMCHECKBOX 
  Nursing Notes

 FORMCHECKBOX 
  Billing records

 FORMCHECKBOX 
  Drug/Alcohol Rehabilitation Records

 FORMCHECKBOX 
  Complete Record

 FORMCHECKBOX 
  Other (Provide description)      











	Identify the personal health information in your medical record you want changed:

     



























































































	What do you want the medical record to now state:

     



























































































	Why you believe the change needs to be made:

     





























































	YOUR SIGNATURE

	Signature:


	Date:










	County of San Diego

REQUEST FOR MODIFICATION/AMENDMENT

OF PROTECTED HEALTH INFORMATION
	Client:   


Record Number: 



Program: 
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