[bookmark: _GoBack]AMENDMENT OF PROTECTED HEALTH INFORMATION
	Date Received:  ___________________
	Initials of Privacy Officer: ___________

SECTION A:  Patient to complete the following information

Date:  ___________________________

Patient Name:  _______________________________	Medical Record Number___________________

Address:    ______________________________________________________________________________

REQUEST:
I hereby request that [COVERED ENTITY] amend the following in my Designated Record Set (check all that apply):
_____ Medical Records		_____ Billing Records

Date(s) of information to be amended (i.e., date of visit, treatment, or other health care services) 
_____________________________________________________________________________________

The information is incorrect or incomplete in the following manner:  
_______________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I request this amendment for the following reason(s):  

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

The information should be amended as follows: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I understand that [COVERED ENTITY] may or may not supplement my record with an addendum based on my request.  I also understand that [COVERED ENTITY] is not able to alter the original documentation in a record under any circumstances.  Regardless whether my request is granted or denied, I understand that this request will be made a part of my permanent Medical Record and will be sent as part of the Medical Record in response to any authorized requests for release of my Protected Health Information.

__________________________________________________	____________________________
Signature of Patient or Personal Representative 			Date 

___________________________________________________
Print Name

____________________________________________________
Personal Representative’s Title (e.g., Guardian, Executor of Estate, 
Health Care Power of Attorney)


This document is a sample and is provided for general information purposes only. Neither the provision of this document nor the document itself constitutes legal advice or opinions of any kind. No lawyer-client, advisory, fiduciary, or other relationship is created between MagMutual and any person accessing or otherwise using this document. MagMutual and its directors, officers, agents, contractors, interns, suppliers, and employees are not liable for any damages, losses, or causes of action of any nature arising from any use of any of this document or the provision of this document. 



SECTION B:  [COVERED ENTITY] to complete the following

Date of Receipt of Request ______________________________________

Request for correction / amendment has been:     _____ Accepted		_____ Denied

If denied, check reason for denial:
· The PHI was not created by [COVERED ENTITY].
· The PHI is not part of patient’s Designated Record Set.
· The PHI is not available to the patient for inspection as required by federal law (i.e., psychotherapy notes).
· The PHI is accurate and complete.

NOTICE TO PATIENT/OTHERS

Patient and/or others notified of determination via one or more of the following (check all that apply):
· Amendment Acceptance Letter sent to patient on __________________ (date).
· Amendment Acceptance with Consent to Notify sent to patient on __________________ (date).
· Notification of Amendment sent to identified persons pursuant to patient authorization on __________________ (date). 


________________________________________		___________________________
Signature of Privacy Officer					Date


_____________________________________________________
Print Name










AMENDMENT ACCEPTANCE LETTER




[DATE]

[PATIENT NAME]
[ADDRESS]
[CITY STATE ZIP CODE]

Dear [PATIENT]:

Your request to amend your Protected Health Information (see attached form) has been approved.  We will notify the individuals and/or organizations that you identified in the original amendment request.

Very truly yours,



[AUTHOR SIGNATURE]
[PRINTED NAME AND TITLE]




AMENDMENT ACCEPTANCE WITH CONSENT TO NOTIFY LETTER

[DATE]

[PATIENT NAME]
[ADDRESS]
[CITY STATE ZIP CODE]

Dear [PATIENT]:
Your request to amend your Protected Health Information (see attached form) has been approved.  We will notify the individuals and/or organizations that you identified in the original amendment request.

In addition, we have identified the following individuals and/or organizations that received your Protected Health Information.  We are not permitted to notify these individuals and/or organizations without your written agreement.  If you would like us to notify the individuals and/or organizations listed below, you must sign, date, and return this statement to us.  

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Very truly yours,

[AUTHOR SIGNATURE]
[PRINTED NAME AND TITLE]


I hereby request and consent to the notification of the above-identified persons and/or organizations who have previously received my Protected Health Information regarding the approval of my request for amendment.

_____________________________________________________ ____________________________
Signature of Patient or Personal Representative 			Date 

______________________________________________________
Print Name

______________________________________________________
Personal Representative’s Title (e.g., Guardian, Executor of Estate, Health Care Power of Attorney)

NOTIFICATION OF AMENDMENT LETTER

[DATE]

[Name of Individual/Organization to Receive Notification of Amendment]
[ADDRESS]
[CITY, STATE, ZIP CODE]

	Re:	[PATIENT]
		Approval of Amendment of Protected Health Information

Dear [RECIPIENT]:

We have agreed to a request from the above-referenced patient to amend his/her Protected Health Information as outlined on the attached form entitled “Amendment of Protected Health Information.”

In compliance with the HIPAA Privacy Rule (45 CFR §164.526—Amendment of Protected Health Information), we are providing you with proper notification of this approved amendment.

Thank you.

Very truly yours,



[AUTHOR SIGNATURE]

[PRINTED NAME AND TITLE]



AMENDMENT DENIAL LETTER

[DATE]

[PATIENT NAME]
[ADDRESS]
[CITY STATE ZIP CODE]

		RE:	Request to Amend Protected Health Information 
Dear [PATIENT]:
Your request to amend your Protected Health Information (see attached form) has been denied for the following reason(s):

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

You have the right to submit a written statement disagreeing with the denial.  If you choose to do so, submit your statement to [COVERED ENTITY]’s Privacy Officer.

If you do not submit a statement of disagreement, you may request that [COVERED ENTITY] include your request for amendment and the denial in any future disclosures of your Protected Health Information.

You may file a complaint by contacting [COVERED ENTITY]’s Privacy Officer at [PHONE NUMBER]. You also may file a complaint with the Secretary of the U.S. Department of Health and Human Services.  Please contact [COVERED ENTITY] Privacy Officer for contact information.

Very truly yours,



[SIGNATURE]
[PRINTED NAME AND TITLE] 
