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REQUEST FOR AMENDMENT OF HEALTH INFORMATION 

Return form to: 
 
☐UVA Health Medical Center ☐UVA Health Prince William Medical Center      ☐UVA Health Haymarket Medical Center        ☐UVA Health Culpeper Medical Center 

    PO Box 800476                               8700 Sudley Rd                                                   15225 Heathcote Boulevard                             501 Sunset Lane 
    Charlottesville, Va. 22908               Manassas, Va. 20110                                           Haymarket, Va. 20169                                     Culpeper, Va. 22701 
    434-924-5136                                 703-369-8297                                                        703-369-8297                            540-829-4386 
    434-924-2432 (Fax)                        703-369-8285 (Fax)                                              703-369-8285 (Fax)                                          540-829-4326 (Fax) 

CLHIMDCT@hscmail.mcc.virginia.edu      uvachrecordsrequest@uvahealth.org        uvachrecordsrequest@uvahealth.org      ROICulpeper@uvahealth.org 

 

 
Please explain how the entry is incorrect or incomplete. What should the entry say to be more accurate or complete? 

 
 

 
 

 
 

 
 

 
 

 
Do you know of anyone who may have received the information in question? (Doctor or other health care provider?) 

yes  no 

If yes, please specify the name(s) and address (es) of the organization(s) or individual(s) 
 
 

 
 

 
 

 

I understand the health care provider may or may not supplement the medical record with an addendum based on my 
request, and under no circumstance, is able to alter the original documentation of the medical record. If the request is 
accepted, I agree to have UVA Health make reasonable efforts to provide the addendum to the individuals/ 
organizations identified above. 

 

Patient or Legal Representative Signature Date 
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PLACE LABEL HERE. 

IF LABEL NOT AVAILABLE, W RITE IN PT NAME & MR# 

Patient’s Name:  _ Date of Birth:    
 
Patient’s Address: _   _ 

MRN: _  Phone number:     

Date(s) of Information to be amended:       

Type of entry to be amended:    


