MEDICAL RECORDS REQUEST COVER LETTER FOR HEALTHCARE PROVIDERS

[DATE]

[REQUESTING PARTY NAME]
[REQUESTING PARTY TITLE/ROLE]

[REQUESTING ORGANIZATION NAME]
[STREET ADDRESS]

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

[FAX NUMBER]
[EMAIL ADDRESS]

[PROVIDER NAME]
[PROVIDER PRACTICE/FACILITY NAME]
[ATTENTION: RECORDS DEPARTMENT / MEDICAL RECORDS CUSTODIAN]

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

[PHONE NUMBER]
[FAX NUMBER]

[EMAIL ADDRESS]

RE: REQUEST FOR COPY OF MEDICAL RECORDS — [PATIENT FULL NAME], DATE OF BIRTH: [PATIENT DATE OF BIRTH]

Dear [PROVIDER NAME OR RECORDS CUSTODIAN]:

This letter constitutes a formal request for copies of the medical records described below, submitted pursuant to applicable federal and state law, including the Health Insurance Portability and Accountability Act (HIPAA), 45 C.F.R. Part 164, and [APPLICABLE STATE LAW CITATION].

1. REQUESTING PARTY INFORMATION
1.1 Requesting Party Name: [REQUESTING PARTY NAME]
1.2 Relationship to Patient: [RELATIONSHIP TO PATIENT — E.G., PATIENT, LEGAL GUARDIAN, PERSONAL REPRESENTATIVE, ATTORNEY, AUTHORIZED REPRESENTATIVE]
1.3 Organization: [REQUESTING ORGANIZATION NAME, IF APPLICABLE]
1.4 Street Address: [STREET ADDRESS]
1.5 City, State, ZIP Code: [CITY, STATE, ZIP CODE]
1.6 Phone Number: [PHONE NUMBER]
1.7 Fax Number: [FAX NUMBER]
1.8 Email Address: [EMAIL ADDRESS]

2. PATIENT IDENTIFICATION
2.1 Patient Full Name: [PATIENT FULL NAME]
2.2 Other Names Used: [MAIDEN NAME OR ALIASES, IF ANY]
2.3 Date of Birth: [PATIENT DATE OF BIRTH]
2.4 Social Security Number (Last Four Digits): [LAST FOUR DIGITS OF SSN]
2.5 Medical Record Number: [MEDICAL RECORD NUMBER]
2.6 Date of Service(s): [DATE(S) OF SERVICE OR DATE RANGE]
2.7 Treating Provider(s): [TREATING PROVIDER NAME(S)]

3. RECORDS REQUESTED
3.1 Records Requested (Check All That Apply): [ ] Complete Medical Record [ ] Office Notes [ ] Hospital Records [ ] Emergency Department Records [ ] Laboratory Results [ ] Imaging Reports and Films [ ] Pathology Reports [ ] Operative Reports [ ] Discharge Summaries [ ] Progress Notes [ ] Medication Records [ ] Immunization Records [ ] Billing Records [ ] Other: [SPECIFY OTHER RECORDS]
3.2 Date Range of Records Requested: [START DATE] THROUGH [END DATE]
3.3 Specific Records or Information Requested: [DESCRIBE SPECIFIC RECORDS OR INFORMATION REQUESTED]

4. PURPOSE OF REQUEST
4.1 Purpose: [PURPOSE OF REQUEST — E.G., CONTINUITY OF CARE, LEGAL PROCEEDING, INSURANCE CLAIM, PERSONAL REVIEW]
4.2 Legal Matter or Claim Reference (If Applicable): [CASE NAME OR CLAIM NUMBER]

5. AUTHORIZATION AND CONSENT
5.1 A signed authorization for release of protected health information is enclosed with this letter and is incorporated herein by reference.
5.2 The authorization is dated [AUTHORIZATION DATE] and expires on [EXPIRATION DATE OR EVENT].
5.3 The patient or patient's legal representative has authorized the release of the records described in Section

3.
5.4 A copy of the authorization is attached as Exhibit
[EXHIBIT LETTER OR NUMBER].

6. FORMAT AND DELIVERY INSTRUCTIONS
6.1 Format Requested: [ ] Paper Copies [ ] Electronic Copies (PDF) [ ] Both
6.2 Delivery Method: [ ] Mail [ ] Fax [ ] Secure Email [ ] Patient Portal [ ] Other: [SPECIFY DELIVERY METHOD]
6.3 Delivery Address: [DELIVERY ADDRESS]
6.4 Attention To: [NAME OF PERSON TO RECEIVE RECORDS]

7. FEES AND PAYMENT
7.1 Responsible Party for Fees: [RESPONSIBLE PARTY NAME]
7.2 Fee Authorization: [ ] I agree to pay reasonable, cost-based fees as permitted by applicable law. [ ] Fees are to be billed to [BILLING PARTY NAME AND ADDRESS]. [ ] Request is for continuity of care and no fee is expected.
7.3 Maximum Authorized Fee (If Applicable): $[MAXIMUM AUTHORIZED FEE]
7.4 Payment Method: [ ] Check [ ] Credit Card [ ] Other: [SPECIFY PAYMENT METHOD]

8. CERTIFICATION
8.1 I certify that the information provided in this request is true and correct to the best of my knowledge.
8.2 I certify that I am authorized to request the records identified in Section

3.
8.3 I understand that the records requested may contain
confidential and privileged information and that I will maintain their confidentiality in accordance with applicable law.

9. RESPONSE AND CONTACT INFORMATION
9.1 Please provide the requested records within the time period required by applicable law, or provide written notice of any delay and the reason for the delay.
9.2 If any portion of this request is denied, please provide a written explanation of the denial and the legal basis for the denial.
9.3 Please direct any questions regarding this request to: [CONTACT NAME], [CONTACT TITLE], [CONTACT PHONE NUMBER], [CONTACT EMAIL ADDRESS].

10. ENCLOSURES
10.1 Signed Authorization for Release of Protected Health Information
10.2 Copy of Patient Identification: [IDENTIFICATION TYPE AND NUMBER]
10.3 Copy of Legal Authority (If Applicable): [DOCUMENT TYPE — E.G., POWER OF ATTORNEY, GUARDIANSHIP ORDER, LETTERS TESTAMENTARY]
10.4 Other: [DESCRIBE OTHER ENCLOSURES]

Sincerely,

[REQUESTING PARTY SIGNATURE]

[REQUESTING PARTY PRINTED NAME]

[REQUESTING PARTY TITLE/ROLE]

[REQUESTING ORGANIZATION NAME]

[DATE]

ACKNOWLEDGMENT OF RECEIPT (FOR PROVIDER USE)

Received by: [PROVIDER RECORDS STAFF NAME]

Title: [PROVIDER RECORDS STAFF TITLE]

Date Received: [DATE RECEIVED]

Records Request Number: [RECORDS REQUEST NUMBER]

Estimated Completion Date: [ESTIMATED COMPLETION DATE]

Notes: [NOTES]
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