Oklahoma State University

Psychological Services Center

118 North Murray Hall

Oklahoma State University

Stillwater, Oklahoma  74078

Phone:  (405) 744-5975, Fax:  (405) 744-2826

Request for Correction/Amendment of Protected Health Information

Requests Must be in Writing

Client Information (Please Print)

_____________________________________________________________________________________________________________________
Name:                 
Last



First



Middle

_____________________________________________________________________________________________________________________
Address:   
        Street Address 


City


State

Zip Code

_____________________________________________________________________________________________________________________
Date of Birth


Social Security Number

               

Please indicate the Provider.
Name of PSC Provider(s)


 

_______________________________________________________________________________________________________


_______________________________________________________________________________________________________


_______________________________________________________________________________________________________

Requested Amendment:

Date of Record or Information you want amended: _______________________________________________

Please state the specific reason to have the information amended: ________________________________________

_____________________________________________________________________________________________
Please explain how the entry is inaccurate or incomplete: ___________________________________________

_____________________________________________________________________________________

Please specify what the entry should say to be more accurate or complete: _______________________________

_____________________________________________________________________________________

______________________________________________  
___________________________

Signature of Client or Legal Guardian


Date


Amendment has been:
  FORMCHECKBOX 
 Accepted
    FORMCHECKBOX 
 Denied
 FORMCHECKBOX 
 Denied in part, Accepted in part


If denied (in whole or in part)*, check reason for denial:

 FORMCHECKBOX 
  PHI not created by this organization.

 FORMCHECKBOX 
  PHI is not available to the patient for inspection in accordance with the law.

 FORMCHECKBOX 
  PHI is not a part of patient’s designated record set.

 FORMCHECKBOX 
  PHI is accurate and complete.

Comments from healthcare provider who provided service: 

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

Name of PSC Staff Member Completing Form:

Name: _________________________________
Date Completed: _________________________

Title: __________________________________ 
Clinic/Department:________________________

____________________________________________

_____________________________

Signature of PSC Provider Who Provided Service


Date

*If your request has been denied, in whole or in part, you have the right to submit a written statement disagreeing with the denial to: 
PSC Director: 

Dr. Larry Mullins
Address: Oklahoma State University, 116 North Murray, Stillwater, OK 74078

Telephone: (405) 744-5975
E-mail: larry.mullins@okstate.edu

Privacy Officers:

Oklahoma State University                             Oklahoma State University

Senior Privacy Officer                                     Privacy Officer

2401 Southwest Boulevard                              635 West 11th Street 

Tulsa, OK  74107                                            Tulsa, OK  74127

918-699-4501                                                  918-382-3550
If you do not provide us with a statement of disagreement, you may request, in writing, that we provide your original request for amendment and our denial with any future disclosures of the protected health information that is the subject of the requested amendment.  This request must be submitted to the above address within sixty (60) days of receiving the Notice of Denial.  
You also may submit a written complaint to the Secretary of the U.S. Department of Health & Human Services regarding the denial of your amendment. A complaint must name the entity that is the subject of the complaint and describe the acts or omissions believed to be in violation of the HIPAA Privacy Regulations.  You must submit the complaint within 180 days of when you know or should have known that the act or omission complained of occurred.  The complaint may be submitted either on paper or electronically. 
FOR INTERNAL PURPOSES ONLY





Date Request Received: ____________	Received By: ___________________________








