
PROTECTED HEALTH INFORMATION 
AMENDMENT FORM 

 
INSTRUCTIONS TO PATIENT: The purpose of this form is to request a change in 
your Protected Health Information (PHI).  This can be in the physicians chart notes, 
billing codes (both service and diagnosis codes), etc.  You can print out this form and 
mail it or bring it to Doctor’s office.  Please fill out Step 1 only at this time.  PLEASE 
PRINT! 
 
Dear Doctor:  The patient listed below has asked that you amend their billing and/or 
chart information.  Federal law (SS164.526) requires that you respond within 60 days 
from the receipt of this form.  Please fill out Step 2 only at this time.  PLEASE PRINT! 
 

               STEP #1: PATIENT REQUEST 
 

 
DATE of SERVICE:_____________________________   
 
PHYSICIAN NAME:________________________________ 
 
PATIENT NAME:____________________________________________________ 
 
REQUEST TO 
CHANGE:______________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
REASON:_______________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

STEP #2:  PHYSICIAN RESPONSE 
 
DATE:____________________________________ SIGNED:__________________________________ 
 
I will change my chart notes/billing to reflect the above request:________________ 
I will not  (REQUIRES REASON)  change my chart notes/billing:_____________ 
 
Because:________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 



STEP #3:  STATEMENT OF PATIENT DISAGREEMENT 
 
DATE:____________________________________ SIGNED:___________________________________ 
 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
______________________________________________________________________________________
______________________________________________________________________________________ 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
 
 

STEP #4:  PHYSICIAN REBUTTAL 
 

DATE:___________________________________ SIGNED: ___________________________________ 
 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
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