Pediatric Associates of Hampton & Portsmouth, P.C. 
Request for Medical Records 

 
Name of Patient ________________________________________________________ 
 
Home Address ___________________________________________________________ 
           
________________________________________________________________________ 
 
Phone Number ______________________     Date of Birth _____________________ 
 
 
I hereby request that the Practice provide me a copy of the “Requested Information” checked below. 
 
            My Medical Records  	 	 	 	            My Billing Records 
 
I am interested in obtaining a copy of the “Requested Information” relating to the period listed below (e.g. all, 1/1/19-5/1/19, birth to present, etc). 
 
________________________________________________________________________ 
 
How would you like to receive the Requested Information above: 
 
            Mailed to practice or home (list address) *we are unable fax/email medical records*
 
________________________________________________________________________ 
 
            Picked up (indicate by whom) 
 
________________________________________________________________________ 
 *Please include phone number of person picking up*

I understand that any information provided to me pursuant to this request will not include psychotherapy notes, information complied in reasonable anticipation of (or for use in) a civil, criminal or administrative proceeding or as may otherwise be required by applicable law. 
I understand that the Practice may deny this request under limited circumstances permitted by federal regulations governing the protection of personally identifiable health information. I further understand that, except as otherwise permitted under applicable federal law, I have the right to have a denial of my request reviewed by a licensed health care practitioner selected by the practice who did not participate in the 

           OVER →
Practice’s decision to deny my request.  
I understand that the Practice will notify me of its decision to approve or deny my request for access or obtain a copy of the Requested Information within 30 days of receiving this request if the information is maintained or accessible on-site at the Practice or within 60 days if the Requested Information is not maintained on-site at the practice. If the Practice is unable to comply with my approved request within 30 days, they will notify me in writing. 
I understand that I may pick up the Requested Information at the Practice’s office upon notification of it being made available. 
I understand that the Practice will notify me prior to copying my information of any fees for copying, processing or mailing my records. 
 
 
_______________________________________________     ____________________ 
Signature of Patient (or Personal Representative)                                        Date 
 
________________________________________________________________________ 
Printed name of Personal Representative & Relationship to Patient 


                                       Purpose of Request (check all that apply)

     Transfer of Care		         Legal		               Personal 



After completion of this form please forward to the Office by Mail, Fax, or Patient Portal to either of the following addresses: 
 
Portsmouth 
Pediatric Associates of Hampton & Portsmouth, P.C. 
330 Borthwick Ave Suite 101 
Portsmouth, NH 03801 
Phone – (603) 436-7171       Fax – (603) 433-5931  

Hampton
Pediatric Associates of Hampton & Portsmouth, P.C. 
55 High Street Suite 102
Hampton, NH 3842
Phone – (603) 929-3838       Fax – (603) 929-0655
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