
Request for Correction or Amendment of Health Records 

For Office Use Only (ver. 16.1) 

Date Received: _______________   File Reference #: _____________________________ Action: _________________________________ 

Person acting: ________________________________________ ¨ Response Date : ____________ ¨ Filed Without Response 

An individual has the right to request an amendment to a “designated record set” created and maintained by their health care 
practitioner in order to correct or add missing information. A designated record set is basically a group of records which a health 
care practitioner uses to make decisions about individuals and includes a practitioner’s medical and billing records.  

If the practitioner agrees to grant the request, the practitioner will notify other persons or business associates it knows who have the 
information to be amended and who have relied or may rely on the wrong information which might harm the individual. If the 
practitioner denies a request for amendment, an individual may add a statement to the designated record set and both the denial 
and the statement will be filed with the record and released to others upon request of the individual. 

Patient’s last name: First: Middle Initial: Birth date: Telephone: 

Street Address: City: State: Zip: 

Record Entry to be Amended 

Record date: Type of record: 

Explain how the record entry is incorrect or incomplete. What should the entry say to be more accurate or complete? (You may attach one typed 
page of at least 10-point font to this request form.) 

If granted, would you like this amendment sent to anyone whom we may have disclosed the information to in the past? 
(If so, please specify the names and addresses below. Attach a form to include additional names and addresses.) 

Name: Address: Disclosure Date: 

Name: Address: Disclosure Date: 

Individual Signature (sign below) 

I understand that I will receive a copy of this form and that my request will be processed within 60 days or I will be informed of the 
need for an extension of not more than 30 additional days to process the request. I understand that this request for 
amendment may be denied. If denied, I have the right to submit a written statement of disagreement contained on one typed page 
of at least 10-point font. If I do not submit a written statement of disagreement, I understand that I may ask that my request for 
amendment and the denial be disclosed with any future disclosures of the information that is the subject of the amendment. My 
statement of disagreement or request for this type of disclosure should be in writing to the practitioner. I also understand that I 
may file a privacy complaint with my practitioner concerning my request for amendment within 180 days of making the 
request or to the U.S. Department of Health and Human Services Office of Civil Rights. 

Individual or Authorized Representative Signature Date: Representative name and relationship to patient (print) 

Healthcare Practitioner Signature (sign below) 

¨ The amendment(s) you have requested above has been accepted and made a part of your designated record set.

¨ The request for amendment(s) has been made a part of your designated record set; however, you request of amendment has
been denied for the following reason(s):

Healthcare Practitioner Signature Practitioner Name and Title (print) Date 


