- Children's Hospital
! of Philadelphia

Requesting Medical Records

If you would like to request medical records from CHOP, please complete and fax this authorization to: 215-590-4193, E-
mail: HIMROI@chop.edu or mail to:

Health Information Management Department
Children's Hospital of Philadelphia

Buerger Center

Suite P1180

Philadelphia, PA 19104

*Please note: CHOP’s Health Information Management (HIM) department is not the custodian ofall records of CHOP’s
facilities. We will forward your request to the proper outpatient department at CHOP, but for a faster turnaround you can send
directly to a CHOP outpatient site. A full listing of the outpatient records HIM releases can be found at:
http://www.chop.edu/patients-and-visitors/obtaining-medical-records

An authorization form should be signed by the patient’s parent, legal guardian, or the patient if the patient is 18 years of age or
older. An authorization form signed by someone other than the patient (if over 18 years of age), or the patient’s parent, must be
accompanied by legal guardianship documentation

If you are requesting medical records of a deceased patient, executor or administrator of the estate documentation is needed in
addition to your signed request. There are circumstances where a family can request records of a deceased patient without an
executor of the estate documentation. Exceptions may apply to previous caretakers or to the guarantor if the request is relevant
to payment for care.

If you are requesting records for continuing care, for a school/employer, for patient/family use or for disability purposes, the
receiving entity will receive an abstract of the record unless otherwise specified. A medical record abstract contains the
following documentation: emergency record, discharge summary, operative/procedure report(s), consultation report(s), history
and physical, outpatient office notes, and

other diagnostic tests or labs.

By default, an abstract of the chart will be released. If the entire record is to be released, then payment
will be applied. The “Entire Record,” includes for example, progress notes, flowsheets, orders etc. Please see the CHOP
medical records website for applicable state fees.

The information you are requesting may be available already, free of charge, through CHOP’s patient portal, MyCHOP. With a
MyCHOP account you can view: test results, immunizations, visit and admission summaries, appointment information,
medications, notes as well as a patient’s medical history. You can sign up for a MyCHOP account through this link:
https://mychop.chop.edu/mychart/. Please note: The portal only provides access to portions of the electronic medical record, it
is not an all-inclusive medical record. To obtain your medical records through MyCHOP, please see below.

You can now receive the following medical records through MyCHOP: inpatient, emergency room,same day surgery visits,
urgent care records and select outpatient office records. All you have to do is fill out the authorization form and send it to our
Health Information Management department via Fax:215-590-4193 or mail to the address mentionedabove.

|
Please note: Only those records documented in the electronic format can be sentthrough MyCHOP. There is a file size
restriction when sending records through MyCHOP. If the file size istoo large, the Health Information Management department
will contact you to determine the bestway for you to receive records. You must use a computer to view the medical records, the
records cannot be viewed on a phone or tablet.
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This authorizes Children’s Hospital of Philadelphia and its affiliates to release/obtain information as described below. For a listing of related
entities and medical practices, see Children’s Hospital of Philadelphia Notice of Privacy Practices.

1. Patient Name (First, Middle, Last):

Address of Patient:

City, State, Zip:

Telephone Number: Date of Birth:

2. What is the name of the person or facility that will be releasing your information? Check the appropriate box below and provide
the name, address and telephone number of the person/facility releasing the information.

[] Children’s Hospital of Philadelphia or [ ] Other

Name of Person / Facility:

Address:

City, State, Zip:

Telephone Number: Fax Number:

3. What information will be released? Date of appointment or hospital stay beginning through to

] Emergency Department [ ] Home Care [] Outpatient

[] Inpatient ] Immunization (please specify name of department/office)

[] Other Information (please specify)

If there is any part of the record you do not wish released, please indicate here:

If your records contain any information about substance (drug or alcohol) use disorder, HIV, or mental health, please initial next to each

type of information to be released:

Substance Use Disorder Treatment/Program Record HIV Mental Health

4. Medical Record delivery format: If no selection is made, default will be Paper.
[(JPaper []CD []MyCHOP (active account needed) []Fax []Other

5. What is the name of the person or facility who is to receive your information? Check the appropriate box below and provide the
name, address and telephone number of the person/facility releasing the information.

(] Children’s Hospital of Philadelphia or [] Other

Name of Person / Facility:

Address:

City, State, Zip:

Telephone Number: Fax Number:

6. Please explain why the person or facility above needs this information:
7. Expiration. Your permission will expire 1 year after you sign this form unless you indicate otherwise. If you would like your permission

to expire in less than 1 year, please tell us when your permission expires. The date cannot be more than a year from now: .

8. Understanding this Authorization

e This allows the release or obtaining of information that exists in the patient’s medical record when the form is signed, as well as
information created after the form is signed until it expires.

e | may change my mind at any time and take back (revoke) my permission in this form by providing written notice to the above-named
provider releasing the information. For information being released by CHOP, see CHOP’s Notice of Privacy Practices for instructions
on how to revoke an authorization. If | revoke this permission, | understand that the revocation will only apply to future releases of
my information and that any information that was already released or obtained cannot be retrieved or removed.

° If this authorization allows the release of Substance Use Disorder Program Records, | understand that information released by
CHOP to my other treating providers, my health plans, or CHOP contractors for purposes of treatment, payment and healthcare
operations may generally be released again by the recipient in accordance with the Health Insurance Portability and Accountability
Act (HIPAA) unless other laws further limit the use and disclosure by the recipient. For example, the recipient’s authority to use or
release the information in civil, criminal, administrative or legislative proceedings will remain limited.

¢ Information released by CHOP to recipients that are not covered by HIPAA may be released again by the recipient and may no
longer be protected under federal privacy laws. Children’s Hospital of Philadelphia will protect information it obtains as required by
federal privacy laws.

e My permission is voluntary and I/my child will receive treatment whether or not | sign this form.

9. Signature. By signing, | understand that | am authorizing Children’s Hospital of Philadelphia to release/obtain information as
described above.
/
Signature Printed Name Date Time

Relationship to patient: [] Patient [ ] Parent []Legal Guardian [ ] Other:
Information Released by: Date:
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OUR COMMITMENT TO DIVERSE POPULATIONS

@ Children’s Hospital of Philadelphia complies with applicable federal civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability or sex. Children’s
Hospital of Philadelphia does not exclude people or treat them differently because of race, color,
national origin, age, disability or sex.

CHILDREN’S HOSPITAL OF PHILADELPHIA:

e Provides reasonable modifications and free aids and services to help people with
disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic
formats, other formats)

o Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages

If you need these services, call 800-879-2467.

If you believe that Children’s Hospital of Philadelphia has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, sex, or
any other protected classification, you can contact the Section 1557 Coordinator
(1557coordinator@chop.edu) or file a grievance with:

The Family Relations Office
3401 Civic Center Blvd., Philadelphia, PA 19104
Phone: 267-426-6983

e email: familyrelations@chop.edu.

You can file a grievance in person or by mail, or email.

If you need help filing a grievance, Family Relations is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,
available at ocrportal.hhs.gov/ocr/portal, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Ave. ¢ SW Room 509F, HHH Building ¢ Washington, DC 20201
Phone: 800-368-1019; 800-537-7697 (TDD)

Complaint forms are available at hhs.gov/ocr/office/file/index.html.

This notice is available at https://www.chop.edu/nondiscrimination-statement
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services (§ 92.11)

English
ATTENTION: If you speak, free language assistance services are available to you. Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call 1-800-879-2467, then press 1 or speak to your provider.

afiol - Spanish
@zNCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados
g';ra proporcionar informacion en formatos accesibles. Llame al 1-800-879-2467, luego presione 1 o hable con su proveedor.

ﬂ?)'(- Chinese
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N Arabic
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PYCCKWI - Russian
BHMMAHWE: Ecnv Bbl TOBOPWTE Ha PYCCKWIA, Bam [OCTYMHbI GecnnaTHble yCayrn A3bIKoBOM Noaaepxku. COOTBETCTBYIOLLME BCMIOMOTraTe/lbHble CPe/ACTBa M YCAYrv No NpefoCTaBAeHNIo
MHbOPMaLMK B AOCTYMHbIX GOpMaTax TaksKe NpeaocTasasatoTcs becnnatHo. MNossoHuTe no Tenedory 1-800-879-2467 3aTem HaxmuTe 1 Mam obpaTUTeCh K CBOEMY NOCTaBLUMKY YCAYT.

Portugués - Portuguese
ATENCAO: Se vocé fala Portugués, servicos gratuitos de assisténcia linguistica estdo disponiveis para vocé. Auxilios e servicos auxiliares apropriados para fornecer informag&es em
formatos acessiveis também estdo disponiveis gratuitamente. Ligue para 1-800-879-2467 em seguida, pressione 1 ou fale com seu provedor.

Viét - Vietnamese
LUU V: Néu ban noi tiéng Viét, chiing tdi cung cAp mién phi cac dich vu ho tro ngdn ngir. Cac hd tro dich vu phl hop dé cung cap thong tin theo cac dinh dang dé tiép can cling duoc
cung cap mién phi. Vui long goi theo s& 1-800-879-2467 sau d6 nhan 1 hodc trao ddi v8i ngudi cung cap dich vu cla ban.

Frangais - French
ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir des informations
dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-800-879-2467 puis appuyez sur 1 ou parlez a votre fournisseur.

Kreyol Ayisyen - Haitian-Creole
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd aladispozisyon w gratis pou lang ou pale a. Ed ak sévis siplemanté apwopriye pou bay enfomasyon nan foma aksesib yo disponib
gratis tou. Rele nan 1-800-879-2467 apre sa peze 1 oswa pale avek founisé w la.

Italiano - Italian
ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni
formati accessibili. Chiama I'1-800-879-2467 poi premi 1 o parla con il tuo fornitore.

St 0] - Korean
F9|: st 0| E MESIAE 22 & 20 XY MHAE 0|83t 5= UASLICH 0|8 7ttt YAo2 FEE NIote MES EX 7|7 G MH[ARE REE
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MEELC 1-800-879-2467 1 LHE 1 & F2M 2 H2 2 Ho5t AL AH| A KIS M0 Z2/5HE A2,

Juret - Nepali
e AfE qurs AuTeh Aeges HA AUSATS MR HIS TR YaTee Iucsd B+ | UgadITd GaTeHl (BRI UaH T+ Iuged §HeH I Jaree U F:gled Iuded 3|
1-800-879-2467 HI Hdl g1 X UM 1 R aT ST TerawT $-1 THer

&4t - Hindi
&1 ¢ g 31y & Sierd &t 3uds forg - gep o7 Tt ATy Iuas it § | A TReTl B SHeGRT Ue &4 & [ Sugad TeTad Freq R Jard ot - gew
JUAH B 1 1-800-879-2467 TR 1 TETE | TR Bic 3 AT 3T UaTdl A ST B |

Deutsch - German
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen
in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 1-800-879-2467 an, dann driicken Sie die 1 oder sprechen Sie mit Ihrem Gesundheitsdienstleiter.

31"6?.[(11 - Gujarati
&2 [of B4 U %) AR o2l ol €] )l Hocl GINISIY USIUAL Act 1) dHIRLHIR GUEeH B, 419y AT[556 7] U e AsARIoe STien] Hilsd] Y3l uisat Hi«{l Ad il
el (Aol YA GudsH 8. 1-800-879-2467 UEl 1 £041c] UR 516 53] Al dHRI Ueldl AUl did 5.

Polski - Polish
UWAGA: Osoby mowigce po polsku moga skorzysta¢ z bezptatnej pomocy jezykowej. Dodatkowe pomoce i ustugi zapewniajace informacje w dostepnych formatach sg rowniez
dostepne bezptatnie. Zadzwon pod numer 1-800-879-2467 nastepnie nacisnij 1 lub porozmawiaj ze swoim dostawca.

yKpaiHcbKka moBa - Ukrainian
YBATA: AKLLO BM PO3MOB/AETE YKpAiHCbKAa MOBA, BamM AOCTYyMHi Oe3KOWTOBHI MOBHI Mocayru. BignoBifHi LONOMiIXKHI 3acobu Ta nocnyrv Ana HafaHHA iHGopmaLlii y AOCTYNHUX
dopmaTax TaKoK AOCTYNHI 6e3KowToBHO. 3aTenepoHyiTe 32 Homepom 1-800-879-2467 NOTIM HAaTUCHITb 1 aB0 3BEPHITLCA 4,0 CBOrO NMOCTaYasIbHUKA.

Tagalog — Tagalog
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo
ang magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-800-879-2467 pagkatapos ay pindutin ang 1 o makipag-usap sa iyong provider.

SN - Telugu
FST00: B B SFEFRB, AEO G AT DSFOD I e0NFENE EOEFON. OSFEIRN TONNO FTE S DSFTTTR), 90AOITE A
SFANE HIFASTEN BTN Dede S DHOMT 0NN’ GOEFON. 1-800-879-2467 5T S 1 55308 §5°S BAHOE B & |FSES Srercod.

Deitsch - Pennsylvania Dutch
Wann du Deitsch (Pennsylvania German/Dutch) schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die englisch Schprooch. G'geignete Hilfsmiddel un Dienscht
fer Information in zugangliche Formate sin aa fer nix do. Ruf 1-800-879-2467 aa, dann drick 1 odder schwetz mit dei Dienschtleistender.
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