		
Request for NHCC Patient Records


	Location:    	 	 River Oaks			 Arlington 	    	       Dallas



Requesting Parties Name: ________________________________________ Date: _______________
Home Phone # _________________________  Cell Phone # ____________________________
Relationship to NHCC Patient:  Self    Parent/Guardian    Other (explain): _______________________

Requesting Records for: (Patient Name) ________________________________________
	for Dates of Service ________________  to  ________________ or    All Records
Reason for Request: _________________________________________________________________
Need requested documents by*: _________________ *Please allow 2-3 business days to process request.
Form of Delivery: (50¢ charge per page and $20/hr prorated charge for preparation time)
	 Via Fax (no per page charge, only preparation time charge) Fax# ____________________________
	 Paper Copy: In office pick-up (per page charge and preparation time charge)

	I understand that there is a charge for the release of records and agree to pay the amount prior to the release of documents.
Requesting Parties Signature: ____________________________________	Date: ___________________
[bookmark: _GoBack]
_________________________________________________________________________________________
Office Use Only:
Request Received by: (Staff Name) ______________________________ on (date) ______________________
Patients Therapist: _________________________________
Required Release of Information on File :  Yes   No  N/A
         # of Pages in Request ________ X  50¢ = _________		Form of Payment: _____________
# of Hours Spent Preparing ________X  $20  =  _________		Paid on: _______________________
		   Total Charge for Request =  _________		Invoice # ______________________

Therapist notified and consented to release _____________ (Initials)

Admin approval of charges, release and finalization ______________ (Initials)
								
Request was completed on _____________________ by ______________ (Initials)
