Pu®  Dialysis Clinic, Inc.
4/‘) A Not-For-Profit Corporation
®

PATIENT/PATIENT REPRESENTATIVE REQUEST FOR PROTECTED HEALTH
INFORMATION (PHI)

Patient name Date of Birth:
Address

Last 4 of SSN: ***_**_ Phone Number:

DClI Clinic Location: DCI MIS #:

| am (circle one) @ patient/patient representative that would like to request copies of the
following protected health information listed below.

Check all that apply:
Clinical Treatment records Comprehensive Care Plans Consents
Physician Progress Notes Consulting Progress Notes
Laboratory Results Medication Summaries
Entire Medical Records Entire Billing Records

Other (Please List):

Covering the date of service from: to:

(Date) (Date)
Patient Name (Printed) Patient Representative Name (Printed)
Patient Signature Patient Representative Signature
Date Patient Representative Relationship

(Attach documents evidencing authority)

Delivery method: O Email O Mail O Fax O In-person (See below)

ACKNOWLEDGEMENT OF RECEIPT OF COPIES OF MEDICAL RECORDS (In-person receipt only)
| have received copies of all the information | requested from DCI as written in the above portion of this form.

Patient Name (Printed) Patient Representative Name (Printed)
Patient Signature Patient Representative Signature
Date Issued: 4.14.16

Revised: 5.27.26



