ACCESS FORM – 1

Cardiology Associates of North Mississippi, P.A.

REQUEST FOR ACCESS TO

INDIVIDUAL'S PROTECTED HEALTH INFORMATION

 
I hereby request access in order to inspect and obtain a copy of my individually identifiable health information in the records maintained by Cardiology Associates of North Mississippi, P.A. that constitute the medical records and billing records relating to me or any other group of records that are used, in whole or in part, by or for Cardiology Associates of North Mississippi, P.A. to make decisions about individuals.

(
I would like copies of this information mailed to me, understanding that I may be 

charged the cost of duplication and mailing.

(
I would like to receive this information in the following way: _______________________

______________________________________________________________________

(
I would like to make arrangements to inspect the information before deciding if I want copies.

(
I would like a summary of my information, understanding that I may be charged a reasonable, cost-based fee for the preparation of the summary.








__________________________________









Signature

Date:________________



__________________________________









Print Name
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