
Patient Request for Health lnformation
Patient lnformation (Please

First Name: Middle lnitial Last Name:

Name at Time of Treatment (if different than above):

Date of Birth (MM/DD/YYYY): Phone: E-mail (optional)

Street Address: City: State: zip:

What records do you want? (Check appropriate boxes below):

Date(s) of Service: J-l _throulh ......-lJ _
Discharge Summary n Erergency Room Records

I Test Results: X-rays fi Lab/patholoey n oth"r,
n Other (lmmunization Records, Medication Lists) Please specify:

I Operative/Procedure Reports

How would you like your records delivered?

I eaper
I Mailed to your home (Specify address if different from above).

n ln-Person Pickup

I Electronic (CD, email, other) Please specify:
(Note: lf I elect to hove my records emoiled to on e-moil oddress of my choice I om owore thot this is on unsecure method of
tronsmitting my personol heolth informotion).

Where do you want the information sent? (Fill in boxes below):
Sweetwater Hospital/Sweetwater Professional Building should provide my records to:

Self (At above address) Personal indicated below
Recipient Name: Recipient Phone;

Recipient Fax:

Recipient Mailing Address: Recipient e-mail address (if applicable):

Please name and sisn below:

Name of Patient or Personal Representative (please print) Relationship (please print)

Signature of Patient or Personal Representative Date/Time

E-mail:

Fax:

@@@l sweetwoter Hospitol Associotion ond sweetwoter Professionol offices recognize o potient's right under HlpM to
occess copies of his/het heolth informotion. Thete moy be chotges ossocioted with processing o request ond producing requested records.


