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TIDELANDS HEALTH

Request for Correction / Amendment of Protected Health Information

The Health Insurance Portability and Accountability Act of 1996 requires that we protect the 
privacy of your protected health information.  You have a right to request that Tidelands Health 
makes corrections or amendments to the medical and health information we retain on your behalf 
if you believe something in that information is in error or needs to be amended.  We are not 
always required to make corrections or amendments you request, but we will carefully review
each request will make corrections or amendments if warranted.  You will be notified when your 
request has been approved or denied, unless you or your legal representative either have not 
signed this form or have not provided a reason for the requested correction or change.

NOTICE TO PATIENT: Your request for an amendment to your protected health information 
only applies to the information maintained by Tidelands Health.  If you would like to request 
amendments to your protected health information maintained by any other health care provider, a 
separate request must be submitted to that provider.    

Patient Name:  ______________________________________  Date of Birth:  ___ / ___ /___ 

Address : __________________________________________  Phone: __________________

Date(s) of record or information you would like amended: ______________________________

INFORMATION YOU WANT AMENDED: What protected health information record set 
would you like amended? Please explain how the information is incorrect or incomplete. Please 
be specific, or attach that portion of your record to this form.
______________________________________________________________________________
______________________________________________________________________________
________________

If you agree, Tidelands Health will make a reasonable effort to provide the amendment to other 
persons whom Tidelands Health knows received the information in the past and who may have 
relied, or are likely to rely, on the information in a manner that may be detrimental to your health 
care.

Yes, please release any amended information to individuals or entities as described above.
I also would like this amendment sent to the following persons or organization(s) who received 

the information in the past (please specify names and addresses):

______________________________________________________________________________

______________________________________________________________________________

Signature of Patient or Legal Representative  Date 

____________________________________ __________________________

Printed Name Relationship to Patient

____________________________________ __________________________

For Office Use Only:

Date Recieved:_____________

Case Number:______________


