Patient Request to Access or to Disclose Protected Health Information (PHi)

In erder for us to identify the requested patient PHI, please compiete all required informatien. Using the information provided, we wili attempt to identify the
laboratory tests results and of order forms. Indicates REQUIRED information.

A. Patient’s Information:

Mame*: Fhang Number; ( )

Fiyst Marmy Midkdie MarrAntlal Egsrd Mestrie

All other Names”™: (nicknames, alternate spellings, former namae, efc.):

Date of Birth™;
{MM/DDAYYYY)

Address”;

sociat Security Number (fast four digits) Insurance |D#

B, Test Order Information:

Ordering Physicians® (or Office) Name(s)*:

Ordering Physiclan’s Address(s)*: Approximate Date{s} of Service*; (MM/DD/YY)
Phonea Number(s): { ) { H
Requested PHI.  u Lahoratory Test Resuits =~

C. Requester Authorization:

By my signature, | request that Quest Diagnoatics aearch its records and provide me or the individual | request in box [T below, with a copy of the FHI
requested,
NOTE: # you are & lagal representative of the patient please provide proof of representation as requested (healthcare proxy, court order, power of attornay,

el ).
Printed Name": "Relationship: (Check Qne)
G Self 10 Parent ) Legal Guardian [} Legai Representative
(Pravide Proof) (Provide Proof
Signature™: Date":

D. Detivery Instructions for Laboratory Test Results or Order Form {check alt that apply; please print)*:

7] Patient at alternate address, or fax number or email address:

17 Personis} below

Name-  Records Deposition Service Name: Name:
Address. _P-O. Box 5054 Addresa; Addraas:
Southfield, M1 48086-5054
of ar of
Fax Mumber: (248) 357-3337 Fax Nurmber: Fax Number:
of ar o
requests@recdep.com

Etnail addrase: Email address: Ermiail addrass:

E. Please sabmit the completed form {and any proof of representation, if required) to:

Quest Diagneatics o fax to; 1-855-854-91 51 For easy electronic access to your lab results, please
9a0t Renner Bivd. vigit winw, guestdinanostios com/MyQuest or

Lengxy, Kansas BE21S download the MyQuest App for iPhone or Android.
ATTN: Clinical Cliert Services

Quest Diagnostics will respond within 30 days of receipt of this request. Internal use onty. Date recetved.

Tracking #. Intiate!

Paffent Avcess Forrn — Send to Multiple Persons May 2073


SSchultz
Textbox

CLawson
Typewritten Text
Records Deposition Service

CLawson
Typewritten Text
P.O. Box 5054

CLawson
Typewritten Text
Southfield, MI 48086-5054

CLawson
Typewritten Text
(248) 357-3337

CLawson
Typewritten Text
requests@recdep.com




