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REQUEST TO ACCESS PROTECTED HEALTH INFORMATION FORM 
 

Purpose:  This form is used for a Member’s request to inspect and/or obtain a copy of the Member’s Protected Health Information 
(PHI) that is contained in the Designated Record Set of the Group Health Plan or the Designated Record Set(s) of the Health Plan’s 
Business Associate(s), including ACS Benefit Services, Inc.  Each Member requesting access must complete a form.  Please print 
clearly and complete Sections A, B and C.  Complete Section D only if applicable. 
 

SECTION A:  Member requesting records access. 
 
Member’s Name: _____________________________________________________________________________________________________ 
                  First    Middle                               Last 
 
Member’s Address: ___________________________________________________________________________________________________ 
                  Street or P.O. Box   City        State           Zip Code 
 
Member’s Date of Birth: _______/______/______   Subscriber ID Number:  ______________________________________________________ 
                                              Month       Day        Year 
 
Member’s Telephone:______________________________ Member’s E-mail (optional): ____________________________________________                       
              
SECTION B:  To the Member – Please read the following and complete the information requested. 
 

You have the right to inspect or obtain a copy of your Protected Health Information in Designated Record Sets that the Group 
Health Plan or Business Associates of the Group Health Plan, including ACS Benefit Services, Inc. (“ACS”), maintains. You are 
not, however, entitled to inspect or obtain a copy of your Protected Health Information: (i) that may have been compiled in 
anticipation of or for use in any civil, criminal or administrative action or proceeding; (ii) if a licensed health care professional has 
determined, in the exercise of professional judgment, that such access is reasonably likely to cause substantial harm, or endanger 
your or another person’s life or physical safety.  If you wish to inspect or obtain a copy of psychotherapy notes that relate to you, 
please request this directly from your health care provider.  To exercise your right of access, please complete this Section B. 
 

Please check the appropriate boxes for the records you wish to inspect or obtain copies of: 
 

  Enrollment Records 
 

These are records that were used to enroll you in the health plan and to determine your eligibility for health care 
coverage. 

 

  Premium Payment Records 
 

If you are directly billed for the cost of COBRA coverage by ACS, these are records of the coupons that ACS has 
sent to you and the corresponding payments you have made that have been recorded by ACS.  Please specify the 
payment period you would like to access:  

 

 All payment history, or 
 

 Payments from _____/____/______ To _____/____/______ 
                                                                Month    Day    Year                Month    Day     Year 

  Claims Records 
 

These records include all the health claims that you or your health care provider have filed and that ACS has 
processed on behalf of the Group Health Plan.  Please check only one block under either Summary Claim 
Information or Detailed Claim Information and  provide the required details: 

    
                            Summary Claim Information: 

  All summary claims history, or 
 

  Summary claims history filed from _____/____/______ To _____/____/______ 
                Month   Day     Year               Month    Day    Year 

       Medical Care Provider for above dates:_______________________________________________________ 
                 (Name of provider, clinic, or facility) 
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Detailed Claim Information: 
 

  All itemized/detailed claims history, or 
 

  Itemized/detailed claims history filed from:  ______/____/______ To ______/____ /______ 
                 Month    Day     Year                Month      Day      Year 
                                   Medical Care Provider for above dates:________________________________________________________
                                          (Name of provider, clinic, or facility) 
 

  Case or Medical Management Records 
 

These records include information obtained from your health care providers, as well as information concerning 
certification of requested health services.  Please specify the following details: 

 

 All Case/Medical Management Records, or  
 

 Records from: ______/____/______ To: ______/_____/______ 
                            Month       Day       Year                 Month     Day    Year 

  Other records (please provide detailed description): 
 

 

 

SECTION C:  Request to inspect or obtain copies of records. 
 

Do you wish to: 
 

  Inspect these records at the office of ACS Benefit Services, Inc., 8025 North Point Blvd. Winston Salem, NC 27106?   
OR 

  Obtain copies of these records? 
At this time, ACS can provide the records only in paper form.  ACS will charge you a fee of $10, plus $0.05 per 
page to copy these records .  

 

If you requested to obtain copies, do you wish to: 
 

  Pick up the copies at the office of ACS Benefit Services, Inc., 8025 North Point Blvd. Winston Salem, NC 27106?   
O R  

  Have ACS mail the copies to you? 
If ACS mails the copies to you, such copies will be mailed to your address that ACS has on file from the Health 
Plan.  ACS will also charge you for the cost of the postage for mailed copies. 

 

If you request copies of your records, ACS will advise you of the charges once ACS has compiled the records.  ACS will release 
the records to you upon receipt of your payment. 
 

If you want ACS to provide access to or copies of your records to any person other than you or your personal representative, you 
must provide ACS with a signed authorization in addition to this request.  Please contact the Privacy Official of the Employer’s 
Health Plan for an Authorization Form.   
 

Signature of Requestor:__________________________________________________Date: _______________________ 
 

SECTION  D:   
 

If signed by an individual other than the Member: 
 

Print your full name: _________________________________________________________________________________________ 
         

Relationship To Member (i.e, parent, personal representative, etc.)____________________________________________                  

Describe your authority to act for the Member (e.g. power of attorney, court order, parent of minor child, etc.):  
____________________________________________________________________________________________________________ 

 

You must attach the legal document naming you as the personal representative if you have not previously submitted it. 
 

RETURN THIS REQUEST TO THE PRIVACY OFFICIAL AT THE OFFICE OF THE EMPLOYER 
 

Received By:_______________________________________________________________Date:__________________________ 
   (Privacy Official – Employer’s Office) 
Employer’s Name: ________________________________________________________________________________________ 


