McLaren Medical

REQUEST FOR ACCESS TO PROTECTED HEALTH INFORMATION

l, , request McCLAREN MEDICAL GROUP to permit me to access,
inspect and/or obtain copies of certain information maintained in my designated record set, as follows (description of
information):

I request that McCLAREN MEDICAL GROUP provide me with access to my protected health information in
the following format:

| agree that McCLAREN MEDICAL GROUP may provide me with a summary or an explanation of my
protected health information requested, if applicable.

I request that Imay  [_] Inspect such information.
[ Obtain copies of such information.

| understand and agree that McLAREN MEDICAL GROUP may impose a reasonable, cost-based fee for
copying, including the costs of supplies and labor, postage, and preparing an explanation or summary of my protected
health information, if requested.

Signature: Date: / /
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