AMENDMENT FORM – 5

Cardiology Associates of North Mississippi, P.A.

ACCEPTANCE OF REQUEST FOR AMENDMENT

OF PROTECTED HEALTH INFORMATION


Your request dated ___________________ to amend your protected health information has:



(
Been granted in its entirety.



(
Been granted partially as to__________________________________________

________________________________________________________________________________  The remainder of your request has been denied.  See attached form regarding the portion denied.


Please inform us at the following contact address of any persons or entities who have received your protected health information to which we should provide the amendment, along with giving us your authorization to disclose the information by returning the authorization form attached.  Send this information to:

Cardiology Associates of North Mississippi, P.A.

P.O. Box 2519

Tupelo, Mississippi  38803-2519

Attention:  Privacy Officer








Cardiology Associates of North Mississippi, P.A.

DATE:_______________



BY:___________________________________
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