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Behavioral Health Request to Access Protected Health Information Form
Consumer Name: T’()L ne. bDﬂ, Parent/Guardian Name:
Address: |34 Mmain Street Norvistown | FA 1940
Phone Number: (aza'lﬁ) 3 55 - 444’7’ Consumer DOB: /0/’7/‘7 2

! r
.

Are you requesting to tgke a copy of these records with you? m/Yes [INo
There is no fee for the first copy requested. There is a $25 fee for any additional copies requested within 1 year of the original request.

**Please note: We have up to 30 days to process your request. Please indicate below if you need your request by a specific date.**

Please specify the protected health information you would like to access:

E{CIinical Assessment . E/rProgress Notes [] other-Please Specify Below:
[] psychalogical Evaluation []/Medication List
Iersychiatric Evaluation [ Letter

If you requested a letter, what information would you like included in the letter?

N|A

Please explain why you would like to access your protected health information:

For my persenad records.

Please indicate a time that would be convenient for you to meet with us regarding your request. /’}’Imd;:u}; oA 17D Opn’\

Jare e Alm)iy e Dre

Consumer Signature Date Print Consumer Name
) ‘
Authorized Representative ' Date Print‘Repre“séntative Name & Relationship
John. Dre . 1) i ¥ lyhn Dee
Witness Signature Date Print Witness Name
CentralBH
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