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103 S. DuPont Blvd. Suite 2, Smyrna, DE 19977
HIPAA Form – D
REQUEST FOR DETAILED MEDICAL EXPENSE REPORT

I, 






  Date of Birth ____________

Address __________________________________________

Town ______________________State ______ Zip ________

Request a copy of my prescription transaction record for the time period

______________ to ______________. I understand that I must show

appropriate identification and that I may only request information about

myself and for dependent minors living at the same address. 


______________________________



(Signature) 








___________________

(Date)

Identification Verified by: _________________________________






 (Copy of ID must be attached)

