
GEISINGER MARWORTH 
TREATMENT CENTER

PATIENT ACCESS REQUEST FORM
***Please note: Reasonable charges may apply***

D-560-023-FMR  Dev./MRPC Approved 11/2025

Name: 	

Address: 	

Med Record #: 	

Date of Birth: 	Geisinger Marworth Treatment Center,
Lily Lake Road, Waverly, PA 18471

I am requesting a copy of my Protected Health Information (PHI) in the Geisinger Designated Record Set Pursuant to the 
HIPAA Right of Access regulations. I am requesting records from Geisinger Marworth. 

Please produce records from the following dates:           /          /           to           /          /            (‘present’ equals date of signature)

Specific PHI to release – (Check applicable boxes)
 Admission records	  Billing records*	  Medication	  Treatment plan
 Discharge Summary	  HIV/AIDS	  Outpatient visit
 Consults	  Lab, EKG, EEG	  Progress notes	  Orders
 Other: 	  

Method of Delivery:  Mail (USPS)       MyChart Portal       CD       Email       Fax
Recipient:
Name: 	   Phone number: 	

Street Address: 	   Fax number: 	

City, State, Zip: 	   Email Address: 	
IMPORTANT INFORMATION: I understand that if I ask Geisinger Marworth to disclose PHI to another individual or entity, 
that information may no longer be protected by Pennsylvania and Federal Privacy Laws, including HIPAA and CFR 
42 Part 2 rules. I understand that Geisinger Marworth will make reasonable attempts to produce the documents in the 
format requested; however, if the records are not readily reproducible in that format, Geisinger will contact me to discuss 
an alternative delivery option. In certain limited circumstances, Geisinger may deny a request. If a request is denied, I 
understand I will be given a written explanation, and a description of steps I may take in response to the denial.
*Billing records will be processed and delivered separately

I have read this HIPAA Right of Access document and understand it.  

Signature: 	   Date and Time: 	
If patient is unable to sign authorization form because of physical condition or age, complete the following:

	
Patient is unable to sign authorization because:

	

Signature: 	   Date and Time: 	

Description of personal representative’s authority to act for the patient: 	


