
 
 
 

Name: 
REQUEST FOR CORRECTION/AMENDMENT 
OF PROTECTED HEALTH INFORMATION (PHI 

DOB: 
 

MRN: 
Patient Address: ___________________________________________________________________________ 

Patient Phone Number: ______________________ 

Entry to be amended:     Date: ___________  Type of entry: ________________________________  

Please explain how the entry is incorrect.  What should the entry say to be more accurate or complete? 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 
 
____________________________ ________________________________________________________ 
                      Name                                                                                  Address 
____________________________ ________________________________________________________ 
                     Name                                                                                  Address 
 
Patient ______________________ Date: ____________________ 
                          Signature 
Personal Representative ______________________________ PRINT NAME: __________________________ 
                                                             Signature 

 Authority: ________________________________ Date: ___________________ 

 Address: _________________________________ Tel #: ___________________ 

Date Received ________________ Amendment has been:  Accepted        Denied 

If denied, check reason for denial:  PHI is not available to the patient for inspection as required by : : ________________________________________________________ 

_________________________________________________________________________________________ 


