TILLAMOOK FAMILY COUNSELING CENTER
ACCESS REQUEST FORM

Patient's Name:

Last First
Mailing Address:

City State Zip
Phone: Date of Birth:

| hereby request that Tillamook Family Counseling Center provide:
Access to OR
A copy of the “Requested Information” checked below:

Mental health records
Chemical dependency records
Billing records

Any other personally identifiable information used by Tillamook Family
Counseling Center.

Please check ONE of the boxes below:

| am only interested in accessing or obtaining a copy of Requested
Information relating to the time period through
| am interested in accessing or obtaining a copy of all Requested
Information maintained by Tillamook Family Counseling Center.

| understand that Tillamook Family Counseling Center may deny this request under limited
circumstances as provided for under state and federal law protecting the privacy of health
information. | further understand that, except as otherwise permitted under applicable law;
| have the right to have a denial of my request reviewed by a licensed health care
practitioner selected by Tillamook Family Counseling who did not participate in the
Tillamook Family Counseling Center’s decision to deny my request.



| understand that Tillamook Family Counseling Center will notify me of its decision to
approve or deny my request to access or obtain a copy of the Requested Information within
five (5) days of receiving this request. If Tillamook Family Counseling Center is unable to
comply with my approved request for information maintained or accessible on-site within
five (5) days, it may extend the applicable deadline for up to thirty (30) more days by
notifying me in writing.

| would prefer to:
Pick-up the requested information OR

Have the requested information mailed to me at the address listed above.

Have the requested information mailed to the below address or emailed via
secure email.

| understand that Tillamook Family Counseling Center will charge me $.50 per page
for the copying services necessary to complete my request, as well as any

applicable mailing fees. Initials
Signature of Patient (or Patient Representative) Date
Printed name of Patient Representative Date

Relationship of Patient Representative to Patient

Signature & printed name of Third Party requesting records Date

Signed Release of Information included; if records are being released to a

third party, an ROI signed by the patient or patients’ representative is required.

After you have completed this form, please return it to the Front Desk in person, by mail or
facsimile to the following address:

Tillamook Family Counseling Center Address records mailed to:
Attn: Records Clerk

906 Main Avenue
Tillamook, Oregon, 97141
Facsimile: 503- 815-1870 1
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