Patient’s Request for Information Form

Name:                                                       .           Telephone #                                           .
Address:                                                                                                                               .

Reason for disclosure:                                                                                                          .

I, 



, would like to access to or a copy of my protected health information.  Please provide me with the following information:

Xray films only: 
Complete billing record: 
Clinical Findings:
Other (please be specific):                                                                                                    .                                                                                                   
                                                                                                                                              .
Patient’s signature: 




Date: 




