MEDICAL RECORDS RELEASE COVER LETTER FOR LEGAL REPRESENTATIVES

[DATE]

[LAW FIRM NAME]
[LAW FIRM STREET ADDRESS]

[LAW FIRM CITY, STATE, ZIP CODE]
[LAW FIRM PHONE NUMBER]

[LAW FIRM FAX NUMBER]
[LAW FIRM EMAIL ADDRESS]

[ATTORNEY NAME]
[ATTORNEY BAR NUMBER]

[ATTORNEY TITLE]

[RECORDS CUSTODIAN NAME]

[HEALTHCARE PROVIDER NAME]
[MEDICAL RECORDS DEPARTMENT]

[PROVIDER STREET ADDRESS]
[PROVIDER CITY, STATE, ZIP CODE]

[PROVIDER PHONE NUMBER]
[PROVIDER FAX NUMBER]

RE: REQUEST FOR RELEASE OF PROTECTED HEALTH INFORMATION — [PATIENT FULL NAME], DATE OF BIRTH [PATIENT DATE OF BIRTH]

Dear [RECORDS CUSTODIAN NAME]:

This letter serves as formal notice that [LAW FIRM NAME] represents [CLIENT FULL NAME] in connection with [MATTER DESCRIPTION, E.G., PERSONAL INJURY, WORKERS' COMPENSATION, MEDICAL MALPRACTICE, DISABILITY CLAIM]. We are requesting the release of the medical records of [PATIENT FULL NAME] identified above, pursuant to the enclosed authorization and applicable law, including the Health Insurance Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 160 and 164, and [APPLICABLE STATE LAW CITATION].

1. IDENTIFICATION OF REQUESTING PARTY
1.1 Requesting Attorney: [ATTORNEY NAME], State Bar No. [ATTORNEY BAR NUMBER], of [LAW FIRM NAME].
1.2 Firm Address: [LAW FIRM STREET ADDRESS], [LAW FIRM CITY, STATE, ZIP CODE].
1.3 Contact Information: Telephone [LAW FIRM PHONE NUMBER]; Facsimile [LAW FIRM FAX NUMBER]; Email [LAW FIRM EMAIL ADDRESS].
1.4 Represented Client: [CLIENT FULL NAME], residing at [CLIENT ADDRESS].
1.5 Relationship to Patient: [RELATIONSHIP, E.G., PATIENT, LEGAL GUARDIAN, PERSONAL REPRESENTATIVE OF ESTATE, ATTORNEY-IN-FACT].

2. PATIENT IDENTIFICATION
2.1 Patient Full Legal Name: [PATIENT FULL NAME].
2.2 Other Names Used: [PATIENT ALIASES OR MAIDEN NAME, IF ANY].
2.3 Date of Birth: [PATIENT DATE OF BIRTH].
2.4 Social Security Number (Last Four Digits): [PATIENT SSN LAST FOUR].
2.5 Patient Address: [PATIENT ADDRESS].
2.6 Patient Telephone Number: [PATIENT PHONE NUMBER].

3. RECORDS REQUESTED
3.1 Date Range of Records: From [RECORDS START DATE] through [RECORDS END DATE].
3.2 Facility or Provider: [HEALTHCARE PROVIDER NAME], located at [PROVIDER STREET ADDRESS], [PROVIDER CITY, STATE, ZIP CODE].
3.3 Department or Practice: [DEPARTMENT OR PRACTICE NAME].
3.4 Specific Records Requested: [DESCRIBE RECORDS, E.G., COMPLETE MEDICAL CHART, OFFICE NOTES, HOSPITAL RECORDS, LABORATORY RESULTS, IMAGING REPORTS AND FILMS, BILLING RECORDS, PATHOLOGY REPORTS, EMERGENCY DEPARTMENT RECORDS].
3.5 Records Format Requested: [FORMAT, E.G., PAPER COPIES, ELECTRONIC COPIES, CERTIFIED COPIES].
3.6 Purpose of Request: [PURPOSE, E.G., LITIGATION, CLAIM EVALUATION, DISABILITY DETERMINATION].

4. AUTHORIZATION AND CONSENT
4.1 Enclosed Authorization: A valid, signed authorization for release of protected health information is enclosed with this letter.
4.2 Authorization Date: [AUTHORIZATION DATE].
4.3 Authorizing Party: [AUTHORIZING PARTY NAME], in the capacity of [CAPACITY, E.G., PATIENT, LEGAL GUARDIAN, PERSONAL REPRESENTATIVE].
4.4 Scope of Authorization: The enclosed authorization permits disclosure of the records identified in Section 3 above to the undersigned legal representative.
4.5 Revocation: The authorization remains in effect until [EXPIRATION DATE OR EVENT], unless revoked in writing by the authorizing party.

5. LEGAL AUTHORITY
5.1 HIPAA Compliance: This request is made in accordance with 45 C.F.R. §
164.508 and related provisions governing authorized disclosures of protected health information.
5.2 State Law Compliance: This request is made in accordance with [APPLICABLE STATE MEDICAL RECORDS STATUTE CITATION].
5.3 Litigation Authority: [IF APPLICABLE, CITE SUBPOENA, COURT ORDER, OR DISCOVERY REQUEST, E.G., SUBPOENA DUCES TECUM ISSUED IN [CASE NAME], CASE NO. [CASE NUMBER], [COURT NAME]].
5.4 Attorney as Representative: The undersigned is authorized to receive the requested records on behalf of the patient as the patient's legal representative.

6. CERTIFICATION
6.1 Accuracy: The undersigned certifies that the information provided in this letter is true and correct to the best of the undersigned's knowledge.
6.2 Authorization Validity: The undersigned certifies that the enclosed authorization is valid and has not been revoked.
6.3 No Improper Use: The requested records will be used solely for the purpose stated in Section
3.6 and will be maintained in confidence in accordance with applicable law.
6.4 Signature Authority: The undersigned certifies authority to request the records on behalf of the patient or the patient's estate.

7. FEES AND PAYMENT
7.1 Fee Responsibility: [PARTY RESPONSIBLE FOR FEES, E.G., LAW FIRM, CLIENT].
7.2 Fee Schedule: Please provide an invoice or statement of applicable fees prior to processing, if fees exceed [DOLLAR AMOUNT].
7.3 Payment Method: [PAYMENT METHOD, E.G., CHECK, CREDIT CARD, ELECTRONIC TRANSFER].
7.4 Billing Address: [BILLING NAME AND ADDRESS].

8. DELIVERY INSTRUCTIONS
8.1 Delivery Method: [DELIVERY METHOD, E.G., CERTIFIED MAIL, SECURE ELECTRONIC TRANSMISSION, COURIER].
8.2 Delivery Address: [DELIVERY NAME AND ADDRESS].
8.3 Attention: [RECIPIENT NAME AND TITLE].
8.4 Electronic Delivery Email: [SECURE EMAIL ADDRESS].
8.5 Confirmation: Please confirm receipt of this request and the enclosed authorization in writing.

9. ENCLOSURES
9.1 Signed Authorization for Release of Protected Health Information.
9.2 Copy of Patient Identification: [IDENTIFICATION TYPE AND NUMBER].
9.3 Copy of Legal Representative Identification: [IDENTIFICATION TYPE AND NUMBER].
9.4 [ADDITIONAL ENCLOSURE, E.G., COURT ORDER, SUBPOENA, LETTER OF CONSENT].
9.5 [ADDITIONAL ENCLOSURE].

10. CONTACT AND FOLLOW-UP
10.1 Primary Contact: [CONTACT NAME], [CONTACT TITLE].
10.2 Telephone: [CONTACT PHONE NUMBER].
10.3 Email: [CONTACT EMAIL ADDRESS].
10.4 Follow-Up Date: If no response is received by [FOLLOW-UP DATE], the undersigned will contact your office to confirm status.
10.5 Records Completion Date Requested: [REQUESTED COMPLETION DATE].

11. SIGNATURE
11.1 Attorney Signature: ______________________________________________
11.2 Printed Name: [ATTORNEY NAME]
11.3 Title: [ATTORNEY TITLE]
11.4 State Bar Number: [ATTORNEY BAR NUMBER]
11.5 Firm Name: [LAW FIRM NAME]
11.6 Date: [SIGNATURE DATE]
11.7 Client Acknowledgment (if applicable): ______________________________________________
11.8 Client Printed Name: [CLIENT FULL NAME]
11.9 Client Signature Date: [CLIENT SIGNATURE DATE]

12. ACKNOWLEDGMENT OF RECEIPT BY RECORDS CUSTODIAN
12.1 Received By: ______________________________________________
12.2 Printed Name: [RECORDS CUSTODIAN NAME]
12.3 Title: [RECORDS CUSTODIAN TITLE]
12.4 Date Received: [DATE RECEIVED]
12.5 Records Provided: [YES/NO]
12.6 Date Records Provided: [DATE RECORDS PROVIDED]
12.7 Notes: [NOTES]
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