MURPHY MEDICAL CENTER

REQUEST FOR ACCESS TO PROTECTED HEALTH INFORMATION

_______Murphy Medical Center (Hospital)

_______Urgent Care Center 

_______Murphy Group Practice
_______MMC Long Term Care 

_______Good Shepherd Home Health and Hospice

I hereby request the above checked entity to provide me with access to protected health information about me that is maintained by <Entity>.  Specifically, I would like to gain access to the following information (Write “all” if you want information for all dates of treatment):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


I desire that Murphy Medical Center provide me access to the health information listed above through the following means:

(
Inspect my protected health information;


(
Inspect a summary or explanation of my protected health information;


(
Obtain a copy of my protected health information; or

(
Obtain a copy of a summary or explanation of my protected health information.

· Pick up the copy I requested or __ mail to me at the address written below.

Patient name: ___________________________________________
Date of birth: ______________

Address: ____________________________________________________________________________

E-Mail address (print clearly or type):  ____________________________________________________

Telephone: __________________________

Patient Number: ________________________

I understand that Murphy Medical Center may require a fee for copying, postage and/or other reproduction.  
_____________________________________

__________________________
Signature of Patient or Representative


Date

_____________________________________

Print Name

_____________________________________
Relationship of Representative to Patient

Please describe the Representative’s authority to act on behalf of the Patient: ______________________

____________________________________________________________________________________
-------------------------------------------------------------------------------------------------------------------------------(for Privacy Office use only below this line)

Received by:____________________________________



(signature)



__________________________________



(print name)
Received on:____________________________________

Method of Verification:____________________________________________________




(Photo ID, Verification of Signature, Person Known to me, etc)







