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Request to Access Protected Health Information (PHI)

Use this form to request a copy of your PHI in a Designated Record Set that Prime Therapeutics Pharmacy and/or its Business Associate(s) maintains. If you need assistance completing the form, please contact Prime Therapeutics Pharmacy team at 866-554-2673 or via email at SpecialtyEscalations@primetherpeutics.com
	
WHEN COMPLETED AND SIGNED PLEASE MAIL, EMAIL OR FAX TO:	Prime Therapeutics Pharmacy, Specialty
						PO Box 621988
							Orlando, FL 32812
						Email: SpecialtyEscalations@primetherpeutics.com
						Fax: 866-364-2673

	Section A:  The patient for whom access is being requested.  Please complete the following:
	

	
	[bookmark: Text2]     
	
	[bookmark: Text3]     
	
	[bookmark: Text4]     
	

	
	First and Last Name
	
	
	
	ID#
	
	Date of Birth
	

	
	[bookmark: Text7]     
	
	[bookmark: Text8]     
	
	[bookmark: Text9]     
	
	[bookmark: Text10]     
	

	
	Address
	
	City
	
	State
	
	Zip
	

	
	[bookmark: Text11]     
	
	
	
	
	
	
	

	
	Area Code & Telephone Number

	
	
	
	
	

	Section B:  Please indicate the time period for the access being requested. Note: Time period cannot exceed six (6) years prior to date of request.
	

	
	From:
	

	To:
	

	

	
	
	month/day/year
	
	month/day/year
	



	Section C:  By placing an “X” in the appropriate boxes below please indicate who and in which format/manner you wish to receive/review your information.  

	Send my PHI to: (select only one)
	

	
	|_|
	Me       
	

	
	|_|
	Designated Third Party: I request that Prime Therapeutics Pharmacy send my PHI in the designated record set determined by Prime Therapeutics Pharmacy directly to the designated third party listed below. If an additional copy of your PHI is needed at a later time, a new request must be completed and sent to Prime.

	Name
	
	Address
	
	City
	
	State
	
	Zip
	
	Phone Number

	     
	
	     
	
	     
	
	     
	
	     
	
	     



	

	
	
	
	

	Format/Manner: (select only one)

	
	[bookmark: Check8]|_|
	Send electronic copy.  Note: Information will be sent to the email address provided below via secured (encrypted) 
	

	
	
	email unless otherwise specified. Email address: 
	     
	

	
	[bookmark: Check9]|_|
	Send paper copy of information via US Mail.
	

	
	|_|
	Other method.  Please indicate:  
	     
	

	
	
	
	
	

	Section D:  Signature - This document must be signed by the patient, parent of minor child or the patient's
                    Personal Representative. 

	I request that Prime Therapeutics Pharmacy provide access to my PHI as specified.  

	
	     
	
	[bookmark: Text35]     
	

	
	Signature 
	
	Date:  month/day/year
	 

	

	Section E:  If Section D is signed by a personal representative, please complete the information below:
	

	If you are signing as a Power of Attorney, Legal Guardian, Executor or Administrator, please attach a copy of the Legal documents.
	

	
	[bookmark: Text27]     
	
	[bookmark: Text28]     
	

	
	Personal Representative’s Name
	
	 Relationship to Patient

	

	
	[bookmark: Text29]     
	
	[bookmark: Text30]     
	
	[bookmark: Text31]     
	
	[bookmark: Text32]     
	

	
	Personal Representative’s Address

	
	City
	
	State
	
	ZIP
	

	
	[bookmark: Text33]     
	
	[bookmark: Text34]     	
	

	
	Personal Representative’s Area Code & Telephone Number
	
	Personal Representative’s Email address (if available)
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