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LJHealth M!il~R 
UNVERSfTY OF MIAMI HEALTH SYSTEM UNIVERSITY OF MIAMI 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

_______________________________________________           ______________________________________ 

_________________________________________________________________ 

Completion Date: 

Attachment 19 

Request for Access to Health Information 

As a patient of a University of Miami provider or hospital, you may access certain health information we maintain about 

you.  If you want to inspect and/or receive a copy of your health information, you must complete this form and return it 

to the appropriate Document/Records Custodian as indicated on page 2 of this form.  Request applies only to the 

departments/Facilities that you indicate below. 

To assist us in locating your information, please provide the following: 

Date of Request: ______________________________________ Medical Record Number:  _______________ 

Patient Name: ________________________________________ Date of Birth: _________________________ 

Phone Number: _______________________________________ Last 4 Digits of SSN: ___________________ 

Address: _____________________________________________ City:  ________________________________ 

State: _______________________________________________  Zip:  _________________________________ 

I am requesting access to my health information maintained at: 

Department: __________________________________________ Physician: _____________________________ 

Facility/Hospital: ___________________________________________________________________________________ 

Please indicate whether you would like to inspect or receive a copy of your health information by checking the 

applicable box(es): 

I would like to inspect my health information in person at the University of Miami. 

I would like a copy of my health information. 

Please indicate, by checking the appropriate box(es), the specific information to which you want access: 

Medical records (i.e., lab reports, progress notes, etc.) for the following dates: 

Films/Images (i.e., films, CDs, diagnostic images, etc.) for the following dates: 

Billing records (i.e., claims or statements) for the following dates: 

We charge fees for copies, postage, and handling, as permitted by applicable state and federal law.  You will be contacted 

with a total and instructed how to make payment as well as when you can expect to receive your records (if you have 

requested a copy). 

Signature of patient or personal representative             Date 

If personal representative, authority to act on behalf of patient/Relation to Patient 

University of Miami – Office of HIPAA Privacy & Security 
PO Box 019132 (M-879) hipaaprivacy@med.miami.edu 
Miami, FL 33101 305-243-5000 1-866-366-4874 

NAME:________________________________________________ 

MRN: _________________________________________________ 

LAST 4 DIGITS OF SSN: _________________________________ 

DOB: _______________ 

DATE: __________________ TIME: ________________ 

© 2014 University of Miami Page 1 of 1 

REQUEST FOR ACCESS TO HEALTH INFORMATION 

Form 
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How to Obtain your Medical Records 
If you are requesting a copy of your medical records, you will be required to complete an Attachment 19 or 
Attachment 46 (3rd Party Authorization) form to obtain copies of your record. You may also be asked to provide 
a photo ID for identification purposes. 

Please complete the form, fax, mail or contact the appropriate medical record department listed below: 

University of Miami Hospital and Clinics (UMHC)/Sylvester Comprehensive Cancer Center (SCCC) 
1475 N.W. 12th Avenue 
Miami, Florida 33136 
Phone: 305-243-5272 
Fax: 305-243-5274 & 305-243-9521 
Website: www.sylvester.org 

Bascom Palmer Eye Institute (BPEI)/Anne Bates Leach Eye Hospital (ABLEH) 
900 N.W. 17th Street 
Miami, Florida 33136 
Phone: 305-326-6333 
Fax: 305-547-3709 
Website: http://bascompalmer.org/ 

University of Miami Hospital (UMH) 
1400 N.W. 12th Ave 
Miami, FL 33136 
Phone: 305-689-5605 & 305-689-5187 
Fax: 305-689-4490 & 305-689-3995 
Website: http://www.umiamihospital.com/ 

For any other clinical department, please contact the physician office directly. 

For further assistance, please call 305-243-4000. 

For privacy issues or concerns, please contact: 
Office of HIPAA Privacy and Security 
Phone: 305-243-5000  Outside of Dade County: 866-366-4874 
Fax: 305-243-7487 
Email: hipaaprivacy@med.miami.edu 
Website: www.privacyoffice.med.miami.edu 
P.O. Box 019132 (M-879) 
Miami, Florida 33101 

MyUHealthChart online portal 
You may also access portions of your health information online through the MyUHealthChart 
portal.  https://myuhealthchart.com/mychart/ 
For further assistance or to obtain access, email: AskMyUHealthChart@med.miami.edu 

http://www.sylvester.org/
http://bascompalmer.org/
http://www.umiamihospital.com/
mailto:hipaaprivacy@med.miami.edu
http://www.privacyoffice.med.miami.edu/
https://myuhealthchart.com/mychart/
mailto:AskMyUHealthChart@med.miami.edu

	19 - Request for Access to Health Information (English)100314
	Obtaining your medical records



Accessibility Report


		Filename: 

		D3900018E.pdf




		Report created by: 

		Santhy Rodriguez

		Organization: 

		




 [Personal and organization information from the Preferences > Identity dialog.]


Summary


The checker found problems which may prevent the document from being fully accessible.


		Needs manual check: 2

		Passed manually: 0

		Failed manually: 0

		Skipped: 0

		Passed: 29

		Failed: 1




Detailed Report


		Document



		Rule Name		Status		Description

		Accessibility permission flag		Passed		Accessibility permission flag must be set

		Image-only PDF		Passed		Document is not image-only PDF

		Tagged PDF		Passed		Document is tagged PDF

		Logical Reading Order		Needs manual check		Document structure provides a logical reading order

		Primary language		Passed		Text language is specified

		Title		Passed		Document title is showing in title bar

		Bookmarks		Passed		Bookmarks are present in large documents

		Color contrast		Needs manual check		Document has appropriate color contrast

		Page Content



		Rule Name		Status		Description

		Tagged content		Passed		All page content is tagged

		Tagged annotations		Passed		All annotations are tagged

		Tab order		Passed		Tab order is consistent with structure order

		Character encoding		Passed		Reliable character encoding is provided

		Tagged multimedia		Passed		All multimedia objects are tagged

		Screen flicker		Passed		Page will not cause screen flicker

		Scripts		Passed		No inaccessible scripts

		Timed responses		Passed		Page does not require timed responses

		Navigation links		Passed		Navigation links are not repetitive

		Forms



		Rule Name		Status		Description

		Tagged form fields		Passed		All form fields are tagged

		Field descriptions		Passed		All form fields have description

		Alternate Text



		Rule Name		Status		Description

		Figures alternate text		Passed		Figures require alternate text

		Nested alternate text		Passed		Alternate text that will never be read

		Associated with content		Passed		Alternate text must be associated with some content

		Hides annotation		Passed		Alternate text should not hide annotation

		Other elements alternate text		Passed		Other elements that require alternate text

		Tables



		Rule Name		Status		Description

		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot

		TH and TD		Passed		TH and TD must be children of TR

		Headers		Passed		Tables should have headers

		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column

		Summary		Failed		Tables must have a summary

		Lists



		Rule Name		Status		Description

		List items		Passed		LI must be a child of L

		Lbl and LBody		Passed		Lbl and LBody must be children of LI

		Headings



		Rule Name		Status		Description

		Appropriate nesting		Passed		Appropriate nesting






Back to Top
	Date of Request: 
	Phone Number: 
	Address: 
	City: 
	State: 
	Zip: 
	Department: 
	Physician: 
	FacilityHospital: 
	I would like to inspect my health information in person at the University of Miami: Off
	I would like a copy of my health information: Off
	Medical records ie lab reports progress notes etc for the following dates: Off
	FilmsImages ie films CDs diagnostic images etc for the following dates: Off
	Billing records ie claims or statements for the following dates: Off
	Billing records (ie): 
	Date: 
	If personal representative authority to act on behalf of patientRelation to Patient: 
	DATE: 
	TIME: 
	Patient Name: 
	Film/Images (ie): 
	Medical records (ie): 
	Date of Birth: 
	Last 4 Digits of SSN: 
	Medical Record Number: 
	Completion Date: 


