
    CATAWBA VALLEY MEDICAL CENTER  

Request for Amendment of the Medical Record  

  
                       

Patient Name:            D.O.B.     

     
MR #.:           Acct #         
  

Address:  

                   
Phone Number: __________________________ 
  
After review of my medical record, I do not feel the original documentation made by   
Dr.          _________ accurately reflects my condition/ diagnosis/ treatment on 

the following service date(s):     ______________   and should be supplemented with 

clarifying information in the form of an addendum to the medical record.  
  
I understand the physician may or may not supplement the medical record with an addendum based 

on my request, and under no circumstances, is able to alter the original documentation of the medical 

record.  In any event, this request for an addendum will be made part of my permanent medical record 

in response to any authorized requests for my medical information.  
  
I REQUEST THE FOLLOWING CORRECTION/SUPPLEMENTATION BE MADE ON MY MEDICAL 

RECORD:  

   
    

  

       

   

                       

   

           

  
                       

 Reason for request for correction/supplementation:  

  
 

 

                    
Other individuals who need to be notified of this request:  

_________________________________________________________________________________ 
_________________________________________________________________________________ 
                        

 
_______________________________________________  __________________ 

Signature (Patient or Legal Representative)             Date  
  
                            __________________  
Witness to Signature                    Date  
  



CAYAWBA VALLEY MEDICAL CENTER  

Request for Amendment of the Medical Record  

Physician Response  

    
  

Patient Name:             D.O.B.    

      
MR #.:           Acct #                
  

Address:    
                         

Phone Number: ______________________________ 
  
Date of Request:            
  
      In response to your request, a correction/addendum will be made part  

   of your permanent medical record.  
  
    Your request has been made a part of your permanent medical record;      

however, your request has been denied for the following reasons:  
                           

  

 
   

 
  

  
Note: If your request for amendment or correction of your medical record was denied, you 

may:  
  

1. Submit a written statement disagreeing with the denial.  
2. Request that the original amendment request and denial be attached.   

  

  
Please send this completed form to:  
  
Catawba Valley Medical Center  
ATTN: Medical Records  
810 Fairgrove Church Rd. SE 
Hickory, NC 28602  
  
Or hand deliver to the Medical Records Department, if you have any questions, please call 

828-732-7127.   

PHYSICIAN SIGNATURE: _____________________________                DATE:     


