
 
PHI အတၢသ်ၣ့်ညါ ဒးုဟၣ့်/ဒးုတၥဲတ်ဖၣ် အတစူကံတၢၢ ်(Request to Correct 

or Amend PHI) 

ယ RiverValley Consulting Services, Inc. ဒးီ Affiliates အခီပညီတဖၣ်အပူၤ အၣ်ိဝဲအၤံ— 

ပှၤအသံးုပျူသူအဂီၢ—်ကျနး်မာရီအတၢသ်ၣ့်ညါလၢ တၢက်ၤ့ခူၣ်/ေပးပှၢတ်ဖၣ် ဒးီ 

တၢပှ်ၤပူၤအတၢသ်ါအတၢန်ၣ့် တၢအ်ၣ်ိမူတဖၣ်အပူၤ မတိကျ/မြပံၤစိၤဘၣ်တဖၣ် 

ဒးုဟၣ့်ဒးီဒးုတဲၥအ်ၣ်ိဝဲလဲၣ်. တၢေ်တာငး်ကၤ့လံၥအ်ၣ်ိဒးီလၢတၢ—်မၤလီၤအၣ်ိအပူၤအပှၤအၤံ—HIPAA 

Privacy Office, RiverValley & Affiliates, P.O. Box 1637, Owensboro, KY 42302—

အအၣ်ိထၣ်ီလၢတဘျီ. 

တၢမ့်ၢကံွ်ၥတ်ဖၣ် အၣ်ိအကျဲ (60) နၣ်ံအပူၤ ကံွၥဝဲ်လဲၣ်; မ့ၢအ်ကလဲၥတ်ဖၣ်အၣ်ိဒးီ (30) နၣ်ံလၢ မၤအၣ်ဲဒးီ 

အတၢတ်ကၢ့ကံွ်ၥအ်ကၢ့အ်ဂီၤအါထၣ်ီလၢ ပှၤအၤံအတၢသ်ၣ့်ညါနၣ့်လဲၣ်. 

လၥံဧ်ၤိအၤံအပူၤ အတၢအ်ၣ်ဲအတၢက် ီတအၣ်ိဘၣ်: 

Consumer အမိ: ____________________________ Date of Birth: ____________________________ 

Parent or Legal Guardian: 

________________________ 

Relationship/Status: 

________________________ 

Address: ______________________________________________________________________ 

Phone number: __________________________________________________ 

ဒးုတဲၥလ်ၢအတၢအ်ၣ်ဲ—အၣ်ိမူတဖၣ်ဒးီနၣ်ံ—ဒးီ လိၢအ်ကတၢၢ ်(Facility) မ့တမ့ၢ ်သလိၢ—ဒလဲ်ၣ်: 

 

______________________________________________________________________________________________

_ 



 
 

______________________________________________________________________________________________

_ 

 

______________________________________________________________________________________________

_ 

 

______________________________________________________________________________________________

_ 

ဘၣ်ဃးအတၢလံ်ၥအ်ၤံ မတိကျ/မြပံၤစိၤဘၣ်တဖၣ် ဒလဲ်ၣ်: 

 

______________________________________________________________________________________________

_ 

 

______________________________________________________________________________________________

_ 

 

______________________________________________________________________________________________

_ 

အတၢအ်ၣ်ဲမ့ၢဒ်လဲ်ၣ်အၣ်ိဝဲလၢ ပှၤအၤံအတၢသ်ၣ့်ညါ ပှၤတဖၣ်ဒးီမၤတၢကဲွ်းတဲၢသ်ဝဲ့—

ပှၤဒးီအၣ်ိမူတဖၣ်အဂီၢဒ်းီဒးုဟၣ့်ဒးီဒးုတဲၥ—်ဒလဲ်ၣ် (အပူၤလၢပှၤမၤအၣ်ဲထၣ်ီ လံၥဧ်ၤိအအၣ်ိထၣ်ီ): 

 

______________________________________________________________________________________________

_ 



 
 

______________________________________________________________________________________________

_ 

 

______________________________________________________________________________________________

_ 

မ့ၢပှ်ၤအၤံဒးုဟၣ့်ဒးီဒးုတဲၥအ်တၢသ်ၣ့်ညါအၤံ, ပှၤအၤံမ့ၢဒ်းုလီၤဒးီပှၤတဖၣ်လၢ အၣ်ိဝဲလၢ 

ဒးုဟၣ့်အၤံမ့ၢမ်တၢကိ်းဃတီဖၣ်အပူၤ—ဒးုဟၣ့်အၤီတဖၣ်. ပှၤအၤံအၣ်ိတလီ့ၤ 

ပှၤသတ့ဖၣ်လၢအတၢလီ်ၤထၣ်ီမ့ၢလ်ၢမတၢတ်ၢပူ်ၤ—မၤအၣ်ဲအၣ်ိဒးီ: 

☐ အမ့ၢဘ်ၣ်. Initial: ________    ☐ မ့ၢ.် အပၢက်ၤ့အမိဒးီလိၢအ်ကတၢၢလ်ၢအဘၣ်: 

 

______________________________________________________________________________________________

_ 

 

______________________________________________________________________________________________

_ 

 

______________________________________________________________________________________________

_ 

အၤံလၢ ပှၤတဖၣ်လၢအၣ်ိဝဲလၢ ဒးုဟၣ့်မ့ၢမ်တၢကိ်းဃတီဖၣ်အပူၤ လၢအတၢကိ်းကျိၥအ်ဝဲသၣ့်—

နၢ့မ်းအတၢပူ်ၤအဂီၢအ်ါဝဲလၢ—ဒးုလီၤဒးီ. လိာ်အၤီဒလဲ်ၣ်: 

☐ အမ့ၢဘ်ၣ်. Initial: ________    ☐ မ့ၢ.် Initial: ________ 

 



 
လံန ့(Signature) – Consumer ဒးီ/မ့ၢ ်တရားဝင ်ကုိယ်စားလှယ်: __________________________________ 

အမိ (Print Name): ____________________________________________ 

နၣ်ံ (Date): ________________________________________________ 

တရားဝင ်ကုိယ်စားလှယ် အဆင့/်Relationship: ________________________________________ 

 

***************************** INTERNAL PURPOSES ONLY ***************************** 

Action/Comments to the Request for PHI Amendment: 

Action must be taken within sixty (60) days of receipt of the request. 

☐ Request accepted 

☐ Request denied for the following reason*: 

☐ Information was not created by this organization. 

☐ The information is accurate and complete. 

☐ Information is not part of your designated record set. 

☐ Under the law, you are restricted from accessing or amending this information. 

☐ RIVERVALLEY requests a 30‑day extension to respond due to: __________ 

Comments from healthcare provider who provided services: ______________________________ 

 

______________________________________________________________________________________________

_ 



______________________________________________________________________________________________

_ 

Name of Staff Member Completing Form: 

________________________ 

Title/Program/Location: 

____________________________ 

Signature of Healthcare Provider Who 

Provided Service: ____________________ 

Date: ______________________ 

* If denied in whole or in part, you may submit a written statement of disagreement to:

HIPAA Privacy Office, RiverValley & Affiliates, P.O. Box 1637, Owensboro, KY 42302. You

may also file a complaint with our Office of Consumer Affairs (270‑689‑6500) or with the

Secretary of the U.S. Department of Health & Human Services.
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