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 In person: to the nearest Concentra medical center 
 By mail:    Concentra Privacy Office 

P O Box 1438 
Louisville, KY 40202-1438 

 By fax:       502.508.3700  
 By email:   PrivacyOffice@concentra.com

Request to Access Health Information Retained in Designated Record Sets 
 
Patient 
Name:__________________________________________________________________________________ 
                       Last                                      First                   MI                     Maiden or Other Name 
 
Date of Birth:____-_____-_____    Medical Record #:_______________ Phone: _______________________ 
                       
Address:________________________________ City: ______________________ST: _____Zip:__________ 
 
Records to which access is requested (please describe below):    Actual copy     Summary or Explanation 

________________________________________________________________________________________ 

Please send this accounting by: 
  Paper Copy   ( call at number above to pick up or   mail to address above) 
  Email __________________________________ or   other electronic method _____________________ 

I understand that this request will be processed within the timeframes set forth by state law or within 30 days, 
whichever is less. I understand that access may be denied and I will be notified of the basis for the denial.  
 
 
_______________________________________  ___________    OR  ________________________________________________  ____________ 
SIGNATURE OF INDIVIDUAL                                DATE                  SIGNATURE OF PERSONAL REPRESENTATIVE         DATE 

 
 
RELATIONSHIP TO INDIVIDUAL 

 
 
      You may submit this form:  
 
 
 
 

 
FOR INTERNAL USE ONLY 

Complete the sections below and email this request to PrivacyOffice@Concentra.com or fax to 502.508.3700 
 
 
Date Request Received:  ________________  mail   in person   email   fax     Date sent to Privacy Office: ______________  
 
 
The request for access is:     Approved and provided per request    Denied for reason indicated below: 

(only the Privacy Office will communicate denials to the patient) 
 Information requested is not a part of patient’s designated record set. 

 Information requested is not available to the patient for access as required by federal or state law.  

 A physician has determined that access to information requested may endanger the life or physical safety of 
the individual or another person.  

 Other:  ________________________________________________________________________________ 
 
_____________________________________    ____________________________    _____________________      _______________ 
Physician who reviewed if applicable       Title                   Phone                                     Date completed 
 
_____________________________________    ____________________________    _____________________      _______________ 
Staff member who processed request       Title                   Phone                                     Date completed 
 
___________________________________    ______________________________ 
 Center Name       Location Number 
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 En persona:   al centro médico Concentra más cercano 
 Por correo:    Concentra Privacy Office 

    P O Box 1438 
    Louisville, KY 40202-1438 

 Por fax:         502.508.3700  
 Por correo electrónico:   PrivacyOffice@concentra.com  
 

Solicitud de Acceso a Información Retenida de la Salud en Grupos de Registros Designados 
 

Paciente 
Nombre:_________________________________________________________________________________ 
                   Apellido                                      Nombre           Inicial Seg. Nombre           Apellido de soltera u otro nombre 
 
Fecha de Nacimiento:____-_____-_____ Archivo Médico #:_______________ Tel:_____________________ 
                       
Dirección:________________________ Ciudad:________________Estado: _____Cód. Postal:___________ 
 
Registros a los cuales se solicita acceso (por favor describa abajo:   Copia existente    Resumen o 

explicación_______________________________________________________________________________ 

Por favor envíe este registro por: 
  Copia en papel   ( llamar al número de arriba para recoger o    enviar por correo a la dirección de arriba) 
  Correo electrónico ___________________________ u   otro método electrónico ___________________ 

Yo entiendo que esta solicitud será procesada dentro de los periodos de tiempo establecidos por la ley estatal o 
dentro de 30 días, cualquiera que sea el menor.  Yo entiendo que el acceso puede ser negado y la base para la 
negación será notificada. 
 
_______________________________________  ___________    O  ________________________________________________  ______________ 
FIRMA DEL INDIVIDUO                              FECHA                  FIRMA DEL REPRESENTANTE DE PERSONAL         FECHA 

 
 
RELACION CON EL INDIVIDUO 

 
 

Usted puede enviar este formulario: 
 
 
 
 

 
 

FOR INTERNAL USE ONLY 
Complete the sections below and email this request to PrivacyOffice@Concentra.com or fax to 502.508.3700 
 
 
Date Request Received:  ________________  mail   in person   email   fax     Date sent to Privacy Office: _______________  
 
 
The request for access is:     Approved and provided per request    Denied for reason indicated below: 

(only the Privacy Office will communicate denials to the patient) 
 Information requested is not a part of patient’s designated record set. 

 Information requested is not available to the patient for access as required by federal or state law.  

 A physician has determined that access to information requested may endanger the life or physical safety of 
the individual or another person.  

 Other:  ________________________________________________________________________________ 
 
_____________________________________    _____________________________    ______________________    _____________ 
Physician who reviewed if applicable       Title                     Phone                                     Date completed 
 
_____________________________________    _____________________________    ______________________    _____________ 
Staff member who processed request       Title                     Phone                                     Date completed 
 
___________________________________    ______________________________     
 Center Name       Location Number 


