North County Oral & Facial Surgery Center

839 E. Grand Ave., Escondido, CA 92025

PATIENT RECORDS REQUEST FORM

Name of Patient Whose Record is Requested________________________________________________ 

DOB__________________________ Phone________________________________________________

Address __________________________________________ City/State/Zip_______________________

Please provide a copy of the record as indicated below:

The full health record maintained by this provider/practice

The health record for the following time frame: _________________ through ________________

A specific section of the health record as described below: 

____________________________________________________________________________________
A summary of the information requested above is adequate to fulfill this request.

IN REGARDS TO  PROVIDING ACCESS TO PATIENT RECORDS , it is the policy of this office to:   

· With few exceptions, honor our patients’ requests to access their oral health records 
· Require requests for records to be in writing .
· Verify the identity and authority of the person making the request if it is someone unknown to us.
· Charge and collect a reasonable cost-based copying fee (in accordance with our state law) when receiving a request for a copy of a patient’s record.  Our copying fee is 25 ¢ per page and $1.00 per x-ray copy.  I agree to pay this charge in full at the time I receive the copy of the records.  

· Respond to a patient’s request within 5 days when information is maintained on-site and within 15 days when information is maintained off-site.  We are responsible to retrieve PHI maintained by our Business Associates, if necessary to fulfill a request. (HIPAA requires 30 days if on-site, 60 days if off-site.  State law may be more rigorous.)

· Send the patient a written explanation if we are unable to provide the requested information within the time frames noted above and estimate when the information will be available.  (HIPAA allows only one thirty (30) day extension.)

Please send records to:   ________________________________________________________________

(Print information)
________________________________________________________________




________________________________________________________________

Signature of Patient ____________________________________________________________________

Signature of Authorized Personal Representative _____________________________________________

Relationship to Patient ______________________________________________________________

Date____________________________

