COUNTY OF SAN DIEGO

REQUEST FOR ACCESS AND/OR COPY OF PROTECTED HEALTH INFORMATION

You have the right to request to review your personal health information we create or maintain.  You also have the right to request copies of those records for which you will be charged $.15 per page.    Within five (5) business days after we receive your request to access your record, one of our staff will contact you to set an appointment for you to review your records or we will inform you in writing that we have denied your request for access and state the reason why.  After you have completed this form, you need to mail or return it to:

San Diego County Mental Health

P.O.  Box 85524

San Diego, ca  92186-5524

(619) 692-5700 Ext 3

	
	Date:  



	PATIENT/RESIDENT/CLIENT

	Last Name:

     
	First Name:

     
	Middle Initial:      

	Address

     
	City/State:

     
	Zip Code:

     

	AKA’S

     

	Telephone Number:

     
	SSN:

     
	Date of Birth:

     

	REPRESENTATIVE INFORMATION

(Complete only if you want us to give your information to another person or entity.)

	I authorize the following person to receive the requested information.

	Last Name or Entity:

     
	First Name:

     
	Middle Initial:

     

	Address

     
	City/State:

     
	Zip Code:

     

	Relationship:

     
	Telephone Number:

     


	PERSONAL HEALTH INFORMATION TO WHICH YOU WANT ACCESS 

	 FORMCHECKBOX 
  History and Physical Examination

 FORMCHECKBOX 
  Discharge Summary

 FORMCHECKBOX 
  Progress Notes

 FORMCHECKBOX 
  Medication Records

 FORMCHECKBOX 
  Interpretation of images:  x-rays, 

      sonograms, etc.    

 FORMCHECKBOX 
  Laboratory results

 FORMCHECKBOX 
  Dental records

 FORMCHECKBOX 
  Psychiatric records including    

      Consultations

 FORMCHECKBOX 
  HIV/AIDS blood test results; any/all references to                                          those results
	 FORMCHECKBOX 
  Physician Orders

 FORMCHECKBOX 
  Pharmacy records

 FORMCHECKBOX 
  Immunization Records

 FORMCHECKBOX 
  Nursing Notes

 FORMCHECKBOX 
  Billing records

 FORMCHECKBOX 
  Drug/Alcohol Rehabilitation 

      Records

 FORMCHECKBOX 
  Complete Record

 FORMCHECKBOX 
  Other (Provide description)      









	From what dates do you want information (period of time)

	Date to begin search:

       
	Date to end search: 

      


	ACCESS METHOD AND LOCATION 

	Where and when do you want to inspect or receive copies of your information:

	In Person:

 FORMCHECKBOX 
  Yes
	Location:

     


	Copies By Mail:

 FORMCHECKBOX 
  Yes
	

	YOUR SIGNATURE

	Signature:



	Date:




FOR OFFICE USE

	VALIDATION 

	Signature of Staff Person validating information:


	Date:



	

	Signature of health care provider*:


	Date:




	County of San Diego

REQUEST FOR ACCESS AND/OR COPY OF PROTECTED HEALTH INFORMATION
	Client: 



Record Number: 



Program: 
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