
NEW HAMPSHIRE PUBLIC HEALTH LABORATORIES QA-FORM-512
Concord, New Hampshire NH PHL-GM-FORM 512

NH PHL-GM-FORM 512                9/1/14

Patient Access to Records Request 

Laboratory Identification Number: ___________________ 

Social Security Number: ________________ OR  Medicaid ID #:_____________________  

Name: ____________________________________________  Phone Number: ______________________ 

E-Mail Address: _____________________ 

Address: _________________________________________  City: _______________________________ 

State: _________           Zip: __________  Date of Birth: ________________________  

ALL OF THE FOLLOWING INFORMATION MUST BE COMPLETED TO OBTAIN RECORDS 

I.     I receive(d) services from the Department at the following location: 

 NH Public Health Laboratories (NH PHL) Date of Service ________________ 
 New Hampshire Hospital (NHH)  Admission Date_____________________ 
 Glencliff Home for the Elderly  
 District Office        Location__________________________ 
 Other location   Please specify______________________ 

II. I am requesting access to the following information:

1. Laboratory Test Results  Billing Records 
NHH Medical Records  Other - Please specify the information you wish to access: 

____________________________________________________________________________ 

2. Eligibility Determination Records  Circle the services you applied for and/or receive: 

Medicaid      Healthy Kids    N/A    Other - Please specify the information you wish to access: 

________________________________________________________________________________  

III. I am requesting access to my information for the following time period:

From: ____________________ To: ________________________ 

IV. Please sign below.

Copy Fees:   First 25 pages free, $.25 per additional page. 

I understand that there may be a fee for the documents and wish to proceed.

 _______________________________ ___________________________ 
 Signature Date 
_______________________________ ___________________________
Printed Name Notary Name & Seal

If the above signature is that of a guardian or personal representative, please attach the appropriate legal documentation.  
Records will not be released if proper documentation is not attached. 

For Department Use Only 

1. Date received: __________________  Date sent: ____________________  Personal representative verified: ________________

2. Extension required  Yes   No   Reason__________________________________________________________________ 

3. Approved  Yes    No 

_______________________________________________________________ ________________________________
Signature /Title Date


