
William Shevin, M.D., D.Ht.
50 Applewood Drive tel:  (860) 9284040
Woodstock, CT  06281 fax: (860) 9280733
www.drshevin.com     email:  drshevin@drshevin.com

REQUEST TO INSPECT AND COPY PROTECTED HEALTH INFORMATION

Patient Name: ___________________________________ D.O.B. ________________
Address:________________________________________ M.R. # ________________
              ________________________________________

I hereby request the following protected health information to be provided to me from Dr.
Shevin’s office. Information should include:  ___________________________________
_________________________,  from dates _________ through __________. 

I understand and agree that the following fees will be charged to me for this request:
copying charges, including the cost of supplies and labor, and postage. I understand that
the charge for this service is $0.10 per page, with a minimum charge of $ 0.00.

__________________________________                _____________________________
Signature of Patient or Legal Guardian                     Date

__________________________________              ______________________________
Print Name of Patient or Legal Guardian                Relationship

Date Request Received in Office: ___________________

Date Information Sent to Patient:  ___________________


