
 

Request for:  Pharmacy Information  Vision Center/Optical Information Care Clinic

What is the purpose of the Request? 
This form allows you to request your Protected Health Information (“PHI”). You and your personal representative have a right to request a copy 
of your PHI maintained by Walmart and Sam’s Club Pharmacies, Vision Centers/Opticals or Care Clinics (collectively “Walmart”). Legal 
Authorization for the request is required and must be faxed to Walmart Legal at 479-204-9696 along with this cover sheet. The request may be 
denied by Walmart under certain circumstances. Your request will be acted upon within 30 days unless Walmart provides notification in writing 
that an extension of up to 30 days is needed. 

Section 1: Patient Information 
Patient Name (last, first, middle initial): Date of Birth (mm/dd/yyyy): 

Address: 

City: State: Zip: Phone:

Section 2: Information Requested 
(a) I request copies of the following Protected Health Information (PHI):

☐ Medical Expense Summary (list of all prescription expenses)

☐ Designated Record Set (entire medical record maintained by the Pharmacy or Care Clinic)

☐ Dispensing Records (entire medical record maintained by the Vision Center/Optical)

(b) For the following dates of service: (indicate specific treatment dates or date ranges)
______________________________________________________________________________________________
______________________________________________________________________________________________

(c) I request copies in the following format:

☐Printed copy – store pick-up

☐Printed copy. Mail to:___________________________________________________________________________

☐Electronic copy. Provide email address: ____________________________________________________________
A login code and password will be sent to the email address you provide. These will allow you to access your PHI electronically through a secure
website.

Section 3: Signature and Date 
I understand that I am allowed to have access to these records and that the information will be provided to me in either hardcopy or electronic 
form. If I am denied access/inspection to these records, I understand that I may appeal the denial to the Walmart HIPAA Compliance Office at 
702 SW 8th Street, Mailstop 0230, Bentonville, AR 72716-0230. 

    _________________________________________________    _______________________ 
  Signature of Patient or Personal Representative         Today’s Date 

If you have signed this form as a legally authorized representative of the Patient, please print your name and relationship to the Patient below. 

__________________________________________________     ___________________________________________ 
      Name of Personal Representative (please print)    Relationship to Patient (parent, legal guardian, etc.) 

☐Check this box if the patient is deceased.

For Walmart/Sam’s Club Use Only Associate: Complete this form if someone other than the patient or a minor 
patient’s parent requests records.

Store/Club Number:______________
Associate name:____________________________________________

Request Status:    ☐ Approved     ☐ Denied      ___________    _____________ Legal document provided:_____________________________________
Date RPh/RDO/ 

Optician Initials 
(e.g. power of attorney or guardianship papers)

Reason if denied:__________________________________________________ Associate signature: _________________________________________
List all locations where the patient requests access (store/club number): 

________________________________________________________________ Fax a copy of the document and this form to Legal at 479-204-9696.

Patient Privacy. Our Priority! 

Request to Access Records Cover Sheet 

X

X

X



Autho
(Auth

I  authoriz
informat
_______

What is 
This requ
your PH
only app
location 
provided

Section 
Patient N

Address

City: 

Section 
Individua

Address

City: 

Section 
I authoriz
 Medic
 Desig
 Dispe
 Other 
For the f
 All dat

Section 
This auth
 Until t

Section 
 I unde
refuse to
 I unde
may be r
 I have
The revo
patient o
 I unde
drug/alco

Section 

   Name

If you ha
(parent, 

For Offi
Store/Clu
Please in

orization to
horized Re

ze the release 
tion from the fo
____________

the Purpose o
uest allows you
I maintained by

ply to the health 
from which you

d at store level. V

1: Patient Info
Name (last, first

: 

2: Requestor 
al or Entity: 

: 

3: Information
ze Walmart to r

cal Expense Sum
nated Record S
nsing Records (
(please describ
following dates
tes of service o

4: Expiration 
horization will re
he following dat

5: Understand
erstand that sign
o sign this autho
erstand that if I a
re-disclosed and
e the right to rev
ocation will not a
obtaining insuran
erstand by signi
ohol diagnosis a

6: Signature a

e of Patient or P

ave signed this
guardian, etc.

ice Use Only 
ub Number:___
nitial to verify th

o Release
epresenta

of  Pharmac
ollowing facility:
_____________

of this Reques
to authorize oth

y Walmart and S
care service ind

u wish to release
Vision Center/O

ormation
t, middle initial):

St

n to be Releas
release the follo
mmary (list of al
Set (entire medic
(entire record m
be): 
s of service: 
r From _______

Date of Autho
emain in effect 
te: __________

dings (you mu
ning this authori
orization. 
authorize the re
d my no longer 
voke this authori
apply if (i) Walm
nce 
ng below I auth
and treatment in

and Date

Personal Repre

s form as a lega
 ___________

__________ 
hat you called th

e Protected
ative) 

cy Information 
: (include city a
____________

st? 
hers (e.g. family

Sam’s Club Pha
dicated above. 
e your PHI. If inf

Optical and Care

 

tate: 

State

sed (Check all 
owing Protected
ll prescriptions w
cal record maint

maintained by th

_____________

orization

___________ 

ust check all of
zation is volunta

lease of my hea
be protected by
ization at any tim

mart released PH

orize the releas
nformation; preg

esentative (ple

ally authorized
_____________

he Patient who c

d Health I

 Vision Cente
and state): 
__________ 

y, friends) to acc
armacies, Vision
You must fill ou
formation from m

e Clinic informat

Person R

e: 

that apply)
d Health Informa
with expense in
tained by the Ph
e Vision Center

______to _____

f the following
ary. Walmart wi

alth information 
y federal or state
me by completin
HI prior to receiv

se of records th
gnancy and fam

ease print) 

d representative
____________

confirmed valid

Patien

nformatio

er/Optical  Ca

cess your Prote
n Centers/Optic
ut an Authorizati
multiple stores i
tion can only be

Zip Code: 

Receiving Inform

Zip Code

ation (PHI): 
formation) 
harmacy or Car
r or Optical) 

_____________

 Until one y

g)
ill not deny Pha

to a recipient w
e privacy laws.
ng a “Revocatio
ving the revocat

at may include:
mily planning info

Signature of 

e of the patient
____________

 authorization: _

nt Privacy. Our

on 

are Clinic 

ected Health Info
cals or Care Clin
ion for each Ph
is requested, th

e provided for th

Date of Birth

Phone Numb

mation: 

e: 

re Clinic) 

_____________

year from the da

rmacy, Vision C

who is not legally

on of Authorizat
tion; or (ii) this a

 HIV/AIDS relat
ormation; sexua

Patient or Pers

t, please ident
______ 

_____________

r Priority! 

formation (“PHI”
nics (collectively
harmacy, Vision 
hen only the prev
e location wher

h (mm/dd/yyyy)

er: 

Phone/Fax Nu

___ 

ate of my signat

Center/Optical o

y required to ke

ion to Release 
authorization wa

ted information;
ally transmitted d

sonal Represe

ify your relatio

___ 

”).  You can auth
y “Walmart”). Th
Center/Optical
vious 2 years of
re service was p

: 

umber: 

ture below. 

or Care Clinic se

eep it confidentia

Protected Healt
as obtained as a

; mental health 
disease informa

ntative 

nship to the pa

horize the relea
his Authorization
or Care Clinic 
f records may b

provided.

ervices to me if 

al, the informatio

th Information” f
a condition to th

information; 
ation 

Date 

atient below. 

se of 
n will 

be 

I 

on 

form.  
he 


	PATIENT ACCESS REQUEST - Walmart.pdf
	WM AUTHORIZATION.pdf

