Blue Ridge Family Physicians, PLLC

REQUEST TO INSPECT INFORMATION

Patient Name:  __________________________________________________________

Date of Birth:  __________________________________________________________

Street or PO Box: ________________________________________________________

City :  ________________ State _______________  Zip :________________________

I request the opportunity to inspect my Medical Records.

I am available during the following times _____________________________________________________________________________________ses  during the following timeshtm




















































































_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
By:  
_____________________________________   Date:__________________



        (Patient)
Or By:  ___________________________________    Date: _________________


          (Patient’s Representative)

Description of Representative’s Authority __________________________________________________ ____________________________________________________________________________________

____________________________________________________________________________________

FOR INTERNAL USE ONLY

DATE SCHEDULED: __________________________________________________________

REVIEWED BY: _____________________________________________________________________

TITLE:  _____________________________________________________________________________

REVIEW DATE: _____________________________________________________________________

