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Facility Letterhead 

Date: 

Re: 

Medical Record Number: 

You have requested information from the records of the above named patient. The 
following checked item is applicable to this request: 

□ We are unable to identify this patient. Please provide additional 
information such as date of birth, dates of treatment, any alias and 
verify the spelling of the name. 

□ No record of treatment on the date specified in your request. Patient 
has not been seen since ____________. 

□ The information you requested was mailed on _____________. 
Please notify Medical Records if you have not received them. 

□ The charge for processing the Medical Record is $_________ 

□ Other:___________________________________________ 

If you have any questions please direct them to Medical Records staff listed below.
 

Thank you,
 

(Staff Name)
 
Medical Records Clerk
 
Center Phone Number
 
Tax Id #
 

Disclaimer about this document: http://bphc.hrsa.gov/technicalassistance/resourcecenter/disclaimers.html 

http://bphc.hrsa.gov/technicalassistance/resourcecenter/disclaimers.html



