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You have the right to request amendments to your personal information
which the California Department of Developmental Services creates or
maintains. We will act upon your request to amend within 30 days of our
receipt of your request. If your request is denied, we will let you know the 
reason(s) for the denial in writing. You will have the right to disagree with our 
denial of your request for amendment. You may tell us why in a written
statement of disagreement which will be added to your record. If we continue 
to disagree with your requested amendment, we may place a note (rebuttal 
statement) in your record on why we do not agree with your statement of
disagreement. We will send you a copy of our rebuttal statement. You also 
have the right, under the Information Practices Act of 1977, to request a
review of the refusal to amend a record by the head of the agency or a
designee. Mail, fax, or email this completed form, with a photocopy of your 
identification and documentation of your address to: 

 
 
 

 

 

 
 

 
The Department of Developmental Services 

Privacy Officer 
1215 O Street, MS 9-30 
Sacramento, CA 95814 

Fax: (916)654-1716 
E-mail: PrivacyOfficer@dds.ca.gov 
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Consumer Whose Information You Want Amended 
Last Name First Name Middle Initial Date of Birth 

Address City/State/Zip UCI # 

Home Phone Mobile Phone Email address 

Person Requesting Amendment, if Different from Consumer 
Last Name First Name Middle Initial Date of Birth 

Address City/State/Zip 

Home Phone Mobile Phone Email address 

Relationship to Consumer 
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Personal Information You Want Amended 

1. Please identify the personal information in your records you want amended. 
 

□ First Name 
□ Middle Name 
□ Last Name 
□ Address 
□ Email Address 
□ Phone Number 
□ Social Security Number 
□ UCI Number 
□ Medical Information 
□ Other (Please specify): 

2. What do you want the record to state now: (attach additional paper if 
necessary) 

 
 
 

 
3. State the reason you believe the amendment needs to be made: 
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REQUIRED IDENTIFICATION 

To process your request, you must provide verification of address and 
identification. 

□ Copy of address verification attached. (e.g. utility bill, phone bill,
driver’s license, etc…)

□ Copy of Identification attached. (e.g. driver’s license, DMV Identification
Card, Birth Certificate, Benefits Identification Card, Managed Care Card,
State or Federal Employee ID Card):

If you are not the consumer, you must also provide legal documentation 
reflecting your authority to request amendments to the consumer’s record. 

□ Copy of document providing legal authority to request amendments to
the consumer’s record attached (e.g. legal documents for appointment
of guardianship or conservatorship)

If no identification is attached, your signature must be notarized. 

NOTARIZED BY ____________________________ON _______________(date) 

NOTARY PUBLIC NUMBER _______________________________ 

(This document must be stamped by the notary public.) 
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I DECLARE UNDER PENALTY OF PERJURY THAT THE INFORMATION ON 
THIS FORM IS TRUE AND CORRECT. 
Signature of Consumer OR □ Personal Representative Date 

Printed Name 

 

DEPARTMENT EMPLOYEE PROCESSING/MAINTAINING THIS AMENDMENT 
REQUEST 

 
□ I have verified proof of verification of address and identification. 

□ I have verified authority of the Personal Representative to sign on behalf of
the Consumer (if applicable.) 

 

 
Signature of staff member 

Printed Name 
 
Title 

Date 

 





Accessibility Report





		Filename: 

		DS-5210 Request to Amend Personal Information Form.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found problems which may prevent the document from being fully accessible.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 0



		Passed: 29



		Failed: 1







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Failed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Passed		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Other Please specify: 
	NOTARIZED BY: 
	NOTARY PUBLIC NUMBER: 
	Personal Representative: Off
	Title: 
	Relationship to Consumer: 
	Mobile Phone: 
	Last Name: 
	Email Address: 
	First Name: 
	Date of Birth: 
	Address: 
	City/State/ZIP: 
	UCI: 
	Home Phone: 
	Last Name_2: 
	First Name_2: 
	Date of Birth_2: 
	Address_2: 
	City/State/ZIP_2: 
	Home Phone_2: 
	Mobile Phone_2: 
	Email Address_2: 
	Middle Initial: 
	Middle Initial_2: 
	What do you want the record to state now attach additional paper if necessary: 
	State the reason you believe the amendment needs to be made: 
	I have verified authority of the Personal Representative to sign on behalf of: Off
	I have verified proof of verification of address and identification: Off
	First Name_3: Off
	Middle Name: Off
	Last Name_3: Off
	Address_3: Off
	Email Address_3: Off
	Phone Number: Off
	Social Security Number: Off
	Date: 
	Date_3: 
	Date_2: 
	Printed Name: 
	Printed Name_2: 
	UCI Number: Off
	Medical Information: Off
	Other (Please Specify): Off
	Copy of Identification attached: Off
	Copy of address verification attached: Off
	Copy of document providing legal authority to request amendments to the consumer’s record attached: Off


