
 
 ADDENDUM REQUEST FORM 

Return to: MGMC - HIM Dpt. 

YourHealth.MedicalRecords@mgmc.com 

1111 Duff Ave 
Ames IA 50010 

 

 

SECTION A: PATIENT INFORMATION 

Patient Name: 

 

 

Date of Birth: 

Mailing Address: 

 

 

Telephone Number: 

 

 

Date of Entry to be Corrected/Amended (mm/dd/yyyy) Information to be Corrected/Amended:  

 
SECTION B: REASON FOR THE ADDENDUM 

Please indicate the reason for the addendum request. 

 

 

SECTION C: ADDENDUM DETAILS 

As an adult patient of the hospital, please document the detailed item or statement as well as the location in the record 

of the item or statement being addressed. This written addendum will be included in your medical record upon your 

request. Please do not exceed 250 words 

 

 
 
 
 
 
 
 
 
 
 
 
                                                                                                                           (please continue reverse side or attach a separate sheet) 

SECTION D: Authorization of the patient 

I verify the information provided is accurate and the addendum request is made for my own medical records . 

 

 

Signature of patient Date/time of signature rev. 04/2026 


	1111 Duff Ave Ames IA 50010

