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Per HIPAA legislation, patient specific information may not be released to anyone other than the attending physician on record.  Only the attending may contact the patient directly.  Failure to comply with this regulation could result in penalties or fines against the institution and/or an individual or imprisonment of the individual.
Click here to enter text.  	I am (the): Administrator Click here to enter text.
Print Name								Signature
Requested By:	Click here to enter text.	Requested For:	Click here to enter text.
Department:	Click here to enter text.	Date of Request:	Click here to enter a date.
Phone:	Click here to enter text.	Date Needed By:	Click here to enter a date.
Data Origin:	Choose an item.	Format:	Choose an item.
Data Date Range: 	Click here to enter a date. - Click here to enter a date.
☐Is this a Study	IRB #: Click here to enter text.
Description of Request:  (include data fields, ICD-9, ICD-10, CPT4codes, Provider Numbers, etc.) 




 Purpose for Data: (you MUST indicate what will be done with the data)





For ADS Use ONLY:
Approvals:  ☐IRB ☐Compliance 							Sent: ☐Email ☐Mail ☐ Fax
Assigned To: 	                                                   Completed By: 	                                                    Date  Sent:_________________
Patient Data Request Form
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