BGSU Student Health Service
Policies and Procedures
Section VII-W 4

April 14, 2003

Request for Copy of Medical Records

Patient Name:
Birthdate: ID#: POO
SSH

| request a copy of my medical records. Theinformation | want is:

| understand that there is a fee of $0.15 per page for records longer than five pages, except there is no
charge for copies of immunization records or TB skin test results. | understand that there is a $5.00
feefor mailing. | understand that all fees must be paid in advance.

Please do or do not (circle one) mail me the records.
Under certain circumstances, we may deny arequest for records. If this occurs, we will notify you in

writing within thirty days. If you would prefer to be notified by phone, pleaseinitial here:
We will also provide you with a written explanation for the denial, and an explanation of how you can

appesl.

Signature Date: Phone:

Mailing Address:

To be completed by Privacy Contact , Privacy Officer or Medical Records Staff Member

Date of receipt:

Circleone:  Request denied Records mailed Records picked up
Records faxed
Date records provided or denial letter sent: Charge:

Staff Signature: Date:




	Name: 
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	PO#: 
	Info1: 
	Info2: 
	Phone: 
	Address1: 
	Address2: 


