FOND DU LAC COUNTY - Department of Human Services  

459 East First Street







                        
Fond du Lac, WI  54935




 




 
(920) 929-3500






      
(920) 929-3560 (Medical Records Dept)




(920) 929-3129 (FAX)




REQUEST TO AMEND MEDICAL RECORD
Patient Name:_______________________________________________            Date of Birth:_______/_______/_______

Patient Address:_____________________________________________

Phone:__________________________

                                                 Street

__________________________________________________________

Alt. Phone:_______________________

                   City                                                                   State                            Zip Code

Date/Type of entry to be amended:_____________________________________________________________________


Please explain how the entry is incomplete or incorrect:_____________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

**Please attach any copies of supporting documentation associated with your request to amend/correct your PHI.

(Please use additional paper if needed to complete this section.)
____________________________________________________________
________________________________

Signature of patient or representative





Date

Purpose:

This form is used to request an amendment/correction to information in your medical record.  You may expect a response from us within thirty (30) days of receipt of a completed request.  If for some reason we are unable to respond to your request within this timeframe, we will contact you in writing with the reason for the delay as well as the date by which action on your request will be completed.

For hospital use only:



Medical Record Number:_____--_____--_____
Date received:_______/_______/_______

Amendment has been  
 _____Accepted    _____Denied

If denied, check reason(s) for denial:

_____ PHI was not created by this organization

_____PHI is not part of the designated record set

_____ PHI is accurate and complete


_____ PHI is not available to patient for inspection as required








          per Federal law (e.g. Psychotherapy notes)
Healthcare provider comments:

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

____________________________________________________________
________________________________

Signature of healthcare provider






Date




 
