
NAME REDACTION REQUEST FORM
Act 127 of 2016 authorizes the Department of Health to release noncerƟ fi ed copies of original birth records to adopted individuals or their 
lineal descendants. Birth parents listed on the original birth record may complete this form to request that his/her name be redacted from 
documents issued against the original birth record. If redacted, your name will not print on the original birth record.

TYPE OF REQUEST
I wish to redact my name from the NoncerƟ fi ed Copy of Original Birth Record for the adopted person listed below. I understand that my 
name may have already been released to the Adopted Person if the Adopted Person’s applicaƟ on is received by the State Registrar prior 
to the State Registrar receiving and approving my Name RedacƟ on Request form.  

I wish to remove the Name RedacƟ on Request Form that I previously fi led with the State Registrar. I understand that my name may 
appear on future issuances of the NoncerƟ fi ed Copy of Original Birth Record for the adopted person.

INFORMATION FROM BIRTH PARENT SUBMITTING THIS REQUEST
I am the:                  Mother/Parent             Father/Parent

Current Name  ______________________________________________________________________________________________________________
(First, Middle, Last)

Street Address  ______________________________________________________City, State Zip__________________________________ 

DayƟ me Phone Number  __________________________________________  Email Address ____________________________________

ORIGINAL BIRTH RECORD INFORMATION
Please provide complete and accurate informaƟ on.  InformaƟ on provided must be typed or printed legibly.  

CHILD’S INFORMATION

Name at Birth  ______________________________________________________________________________________________________________
(First, Middle, Last)

Sex         Male         Female                     Date of Birth ___________________               Actual   EsƟ mated

City of Birth  _________________________________County of Birth _____________________________________State of Birth _______ 

MOTHER’S/PARENT’S INFORMATION

Mother’s/Parent’s Name as Listed on the Original Birth Record   __________________________________________________________________
(First, Middle, Last Name Prior to 1st Marriage)

Mother’s/Parent’s Date of Birth (if known): ___________________

FATHER’S/PARENT’S INFORMATION

Father’s/Parent’s InformaƟ on not listed on Original Birth Record 

Father’s/Parent’s Name as Listed on the Original Birth Record  ____________________________________________________________________
(First, Middle, Last Name Prior to 1st Marriage)

Father’s/Parent’s Date of Birth (if known):  ___________________

Internal Use Only
Status:  A  R
Date Processed: ________
IniƟ als: ________

HD02046F  REV 3/2018



ACKNOWLEDGEMENT
I understand that in order for the Department of Health to approve this request that I must complete the following:  

Include two forms of idenƟ fi caƟ on with this request.  Acceptable forms of idenƟ fi caƟ on include a legible photocopy of the following:
• A valid government-issued photo ID verifying your name and current mailing address.  Examples include a state-issued driver’s

license or a non-driver photo ID.  Expired IDs cannot be accepted.
• A second form of idenƟ fi caƟ on such as a military or employment ID, uƟ lity bill, pay stub, insurance card, car registraƟ on or lease/

rental agreement.

SUBSCRIBED AND SWORN TO OR AFFIRMED BEFORE ME:

By signing this form, I am aƩ esƟ ng that I am the birth parent of the adopted person to whom this form pertains.

Current Name  ______________________________________________________________________________________________________________
(First, Middle, Last)

Signature of Birth Parent __________________________________ Subscribed and sworn to or affi  rmed before me: ___________________ 
 (Month-Day-Year) 

Signature of Notary___________________________________________  
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Mail this form and two forms of identification to the following address:

Department of Health
Bureau of Health Statistics & Registries
Birth Registry
555 Walnut Street, 6th Floor
Harrisburg, PA  17101-1934

If I am requesting my name to be redacted, I have submitted a Birth Parent/Birth Parent Survivor Authorization to Release Information 
and Registration Form to the Pennsylvania Adoption Information Registry, Department of Human Services. At a minimum, I have 
completed Sections I, IIa or IIIa, and VI of this form.

If I have previously filed a Birth Parent/Birth Parent Survivor Authorization to Release Information and Registration Form with the 
Department of Human Services, I have updated the “VI. Family Medical History” section of the form within the last month.

http://www.adoptpakids.org/Documents/Act101_CY910_BirthParentAuthorization.pdf
http://www.adoptpakids.org/Documents/Act101_CY910_BirthParentAuthorization.pdf
http://www.adoptpakids.org/Documents/Act101_CY910_BirthParentAuthorization.pdf
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