
Naples Cancer Advisors | 3201 Tamiami Trail N., Suite 112, Naples, FL 34103

PATIENT ACCESS REQUEST FOR MEDICAL RECORDS 

Patient’s Legal Name: Date of Birth: 

Telephone: (  ) 

Address:  

As provided by the Health Insurance Portability and Accountability Act (“HIPAA”), I am requesting that 

______________________________________________ provide me with access to my health 

information as described below. 

Type of Access Request. Check those that apply to the access request that you are making: 

 I request that my requested health information be sent to Naples Cancer Advisors by electronic 
delivery to information@naplescanceradvisors.org or faxed to (513) 716-1534

Describe the Information Requested:  

❑ Emergency Dept. Notes ❑ Immunizations

❑ Discharge Summary ❑ HIV Results (AIDS Testing)

❑ History & Physical Exam ❑ Laboratory Results
❑ Radiology Tests

❑ Consultation
❑ Physician

Orders
❑ Progress Notes
❑ Diagnostic Tests

❑ Physician Office Notes
❑ Operative Record
❑ Pathology Report
❑ Psychiatric/Psychological Testing

(Mental Health)
❑ Other:

This Request is for the following date(s) of treatment: 
_____________________________________________________________________________________________________. 

Patient:___________________________________________________  Date: _______________________________ 
Signature 

  Personal Representative*: ___________________________________ _____________________________________ 
Signature Print Name 

     ____________________________________ _____________________________________ 
Authority Phone Number 

    ________________________________________________________________________________ 
Address 

*If signed by a personal representative, please attach a copy of the document authorizing you to act on behalf of the patient.

You may fax this form to (513) 716-1534 (Release of Information) or hand deliver to Naples Cancer Advisors. 




