
<Facility logo placement>

	Medical Records Request Form


Date of Request: ____________ Patient’s Name: ______________________________________________________ 
Patient’s Date of Birth (DOB): ____________                                                   
                                               
 Checking this box indicates that the dialysis facility listed at the bottom of this form has obtained patient consent to request medical records (for the dialysis facility only).


	Requested Records
 Hospital Discharge Summary  
Admissions Date: __________________ Discharge Date: ____________________
Date(s) of service for the record(s) indicated below (if known): ______________________________
  Emergency Department (ED) Discharge Summary (including lab results, procedures performed)     
 Blood cultures/microbiology report/laboratory results  
  Cause of Death Reason (for CMS Form 2746)    
  History and physical   
  In-patient specialist consultation (e.g. cardiology, psychiatry, etc.)     
  Operative reports    
  Outpatient diagnostic/interventional procedures/reports (e.g. interventional radiology)   
  Out-patient specialist consultation for: ____________________________________________________ 
 Other:________________________________________________________________________________ ________________________________________________________________________________________ 


Please send the selected medical records via secure fax or secure, encrypted email to: ____________________________, within 24 hours of receipt for this request to ensure proper continuation of medical treatment.
Requested by: ___________________________________________Phone: ________________Fax: _______________
                                   (Dialysis Facility Contact Person)
Dialysis Facility Address: ___________________________________________________________________________  
Dialysis Facility Medical Director: _______________________________/____________________________________						                                                                                     (Name)                                                           (Signature)
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, if 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 ESRD Network 7, 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-7N4HES-03042025-01

