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PLUMAS COUNTY, CALIFORNIA 
 

REQUEST TO ACCESS PROTECTED HEALTH INFORMATION 
 
 

Patient Name:_____________________________________________ 
 
I, ________________________________________hereby make a request to: 
 
 ;Inspect my protected health information     ٱ
 
 Receive a Copy of my protected health information; or     ٱ
 
 ;Inspect  and receive a Copy of my protected health information     ٱ
 
in the possession of _______________________________________ for the period 
 
___/___/___ to ___/___/____. 
 
I understand that __________________________________ may charge a reasonable, 
Cost-based fee for the copying, preparing, mailing and other supplies associated with my 
request for access. 
 
________________________________     ____________________________________ 
Signature of patient or Personal Representative        Personal Representative�s Relationship to Patient 
 
 
________________________________ 
Printed Name 
 
________________________________ 
 
________________________________       _______________________________ 
                                                                        Date 
________________________________ 
Address and Telephone Number 
 
TO BE COMPLETED BY PLUMAS COUNTY 
 
Date of receipt of request:______________________________________________ 
 
Signature of person receiving request:_____________________________________ 
 
Printed Name:________________________________________________________ 
 
Title:_______________________________________________________________ 
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