[image: image1.jpg]N

HORIZON

HHHHHHHHHHHHHHHH





                                                              Access to Health Records Request


This page must be completed by the client, person legally acting on their behalf, or the HORIZON primary service coordinator and signed by the person requesting the records.  The person signing this form will receive a copy of both pages whether the request for access is approved or denied.  
I, ____________________________________[name of person making the request] request access to the service 
records maintained and kept by Horizon Behavioral Health specific to the services that were received by
 _____________________________________[name of person served by Horizon]    DOB:_____/_____/_____ 
who is: [Check One]  FORMCHECKBOX 
 Me
       Or the person for whom I am a:  FORMCHECKBOX 
 Parent of a minor child;    FORMCHECKBOX 
 Legal guardian; or  FORMCHECKBOX 
 Authorized representative
By signing this document, I affirm that I understand the following procedure.  I, or the person served, may contact the Horizon Privacy Officer regarding any questions: 2241 Langhorne Road, Lynchburg, VA 24501.
Phone: 434-455-3422.
The procedure is as follows:

1. I must submit this signed and dated form to Health Information, the Clinician, or the Program Manager of the Horizon program where I, or the person served, received services.  The form will be forwarded to Health Information.
2. I must provide adequate proof of my identity (and a copy will be made).  I understand that this is a necessary means to protect the privacy of me or the person served by preventing unauthorized access to the records.

3. I will be required to pay a fee of $6.50 for a copy of my records.  
4. A physician or clinical psychologist will review the records to determine if there are concerns that gaining access to these records would endanger the life or physical safety of the individual or someone else.
5. Horizon has 30 calendar days in which to complete this process.

6. If I am denied access to the health records:

· I may request another Horizon physician or clinical psychologist not directly involved in the initial denial to review the decision.
· I may decide, at my own expense, to have a physician or clinical psychologist who was not directly involved in the initial review and denial to review the decision of Horizon.  If this course is taken, Horizon is not required to have another Horizon physician or clinical psychologist review the denial.  

· I may ask a lawyer of my choice to request a copy of the records, if this Access request pertains to my own records, but not if it pertains to my child.  
· I may file a complaint with the United States Department of Health and Human Services: 

        Public Ledger Building, 150 S. Independence Mall West, Suite 372, Philadelphia, PA 19106-9111

My Signature: _______________________________________________________Date: ______________________
Address: ______________________________________________ Daytime Phone #:_________________________
                 ______________________________________________
Signature of Minor (required only if the minor has a SA diagnosis): ________________________________________
I am requesting records for the following reason(s)   [Optional – if you choose to mark a reason it could assist Health Information staff with guiding you in what records you may need]:

 School/School Board Legal Purposes          Medical Appointment               Evaluation / Treatment        
 Military Enlistment Personal Records          Insurance / Billing Purposes           SSA Disability         
 Other (specify) ______________________________________
Type of Records Requested and Date Range: 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

************************************************************************************
For office use only:
Action by Health Information Staff (HIM):
- If approved, HIM will notify the client, relay the cost and where the records can be picked up.
- If denied for an active client, HIM will provide a copy of the completed Access form to the client’s clinician, who will notify the client (or person making the request) that his/her access is denied and remind them of their options.  

For a closed client, HIM will contact the client (or person making the request) and provide a copy of the request.   
HIM will also contact the Privacy Officer, who will contact the Regional Advocate.  HIM will provide the Privacy Officer with a copy of the cover sheet and Access Request form.
Fee:_______________ Date: ______________Initials:__________
Client was notified that records have been left at the Front Desk on:_________________ (date) 

           Or other arrangements:______________________________________________________                                                                                                                                    
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