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1. Member Requesting Access:

	Name:
	     

	Address:
	     

	Telephone:
	     
	Date of Birth:
	     

	Member ID / Social Security Number: 
	     



2. Member or Personal Representative - Please review

Member’s Right of Access:  You have the right to review and obtain a copy of your protected health information maintained by Central California Alliance for Health (the Alliance) in any of the following records:
· Record of your enrollment with the Alliance
· Your claims history with the Alliance, including payment records
· Case management or medical management records 

Exceptions: The Alliance will not release any information we may have compiled in anticipation of or for use in any civil, criminal or administrative action or proceeding, any information restricted under the Clinical Laboratory Improvements Amendments of 1988 (42 U.S.C. § 263a), psychotherapy notes, and certain other records.

No Condition:

*The protected health information described below may be re-disclosed to a third party that is not a health care provider or a health plan covered under federal privacy laws. 

3. Please specify the records you wish to inspect or obtain copies of:

	 

	     

	     



	Date Range of Requested Documents: 
	     




*This Record Access Request form is a one time use for record requests. All further requests for records must have a new Record Access Request form completed. 

Do you want to:
Review these records?  |_|	
Obtain a copy of these records?  |_|
Do you want us to prepare a summary or an explanation of these records?  |_|
Do you want us to mail the copy to you?	 |_|

4. Fees:  The Alliance may charge a $5 fee to cover the cost of copying the records, to cover postage cost, or to prepare a summary of the recordsSeptember 2018
September 2018


5.  MEMBER SIGNATURE.

		Date:  	

If this request is by a personal representative on behalf of the individual, please complete the following:
	
Personal Representative’s Name: 
	
     

	
Relationship to Individual: 
	
     

	
Personal Representative’s Signature:
	
     



YOU ARE ENTITLED TO A COPY OF THIS REQUEST.
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