Medical Records Request Form

Attention:

Submitted on:

Requested by: Phone:

Fax:

(Dialysis Facility Contact Person)

Dialysis Facility Name and Address:

Please fax the requested medical records to:

request to ensure appropriate continuation of medical treatment.

Medical Records Requested for:

within 24 hours of receipt of this

(Patient Name)

DOB: Admission Date:

O All Records Listed Below

(1 Blood Cultures/Microbiology Report (] History & Physical

[ Death Summary (if applicable) ] Hospital Discharge Summary

[] Diagnostic Procedures (e.g. vein mapping,
interventional radiology)

[] Discharge Medications

Other:

[] Laboratory Results

L] Invasive Procedures/Operative Reports
(including central venous catheter or vascular
access placement)

Dialysis Facility Medical Director:

(Name)

(Signature)

Internal Use Only
Date Records Received:

Health Insurance Portability and Accountability Act (HIPAA) Disclosure: The HIPAA Privacy Rule
permits health care providers to share protected health information for treatment purposes
without patient authorization, as long as they use reasonable safeguards when doing so. These
treatment communications may occur orally or in writing, by phone, fax, email or otherwise.

This material was prepared by HSAG: ESRD Networks 7, 17, and 15, under contract with the Centers for Medicare & Medicaid
Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily
reflect CMS policy nor imply endorsement by the U.S. Government. NW-ESRD-XN-04302019-01






