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Name_________________________________________________
Med. Rec. # __N/A

__________________________________________________________________________________
Address (Street No.)


City



State

Zip

Phone No.________________________

I, _________________________ request that __The Children’s Home of Cromwell_____ permit 

    (Name of requestor) 



(Name of Provider) 

access to the information regarding my relative:   ___________________________.

I understand that the Provider may deny my request for access and that I may be entitled to a review of the denial in certain situations.   

(
I would like to access the following medical/billing information: (Please describe) 
_____________ANY AND ALL AVAILABLE RECORDS________________________

· I would like access to my health information in the following manner:

	· Review of medical/billing record at Provider location

	(Photocopy of medical/billing records sent to me at the above address

	· Summary report of medical/billing record information prepared by Provider

	· Other (please explain)


· I have been notified that there is a fee of _________per page for photocopying the record.

· I have been notified that there is a fee of ___________for preparation of a summary report. 

* WE DO NOT CHARGE A FEE FOR ALUMNI.

__________________________



_____________________
Signed by (or on behalf of) Patient 



Date of Signature

If signed by Personal Representative:

______________________________


Name


______________________________





Address

______________________________


Relationship to Patient




Date Received by Provider

