APPLICATION FORM REQUEST FOR ACCESS TO PERSONAL DATA
PERSON WHOSE INFORMATION IS REQUIRED
	Full name 
	

	DOB
	

	Address & Tel No
	



PERSON REQUESTING INFORMATION IF NOT THE PATIENT
	Full name 
	

	Address & tel No
	



Summary of information required (please tick () appropriate box & complete any additional information)
	Sight of records only but no copies 
	

	Full copy of all records
	

	Copy of selected parts
	

	If selected dates please specify from and to

From                    to 
	

	If selected departments or health condition please specify





	



PLEASE TICK () APPROPRIATE BOX and complete any additional information 
	I am the patient NB proof of identification will be required. 
	

	I am acting on the patient’s behalf (authorisation below must be completed). 
Relationship:    
	

	I am the parent/guardian and the patient is under age 16 and is incapable of understanding the request.  NB Proof of identification will be required. 
	

	I am the parent/guardian and the patient is under age 16 and has completed the above request.  NB Proof of identification and childs birth certificate will be required  
	

	I have been appointed by the court to manage the patient’s affairs.  (Proof must be provided).
	



DECLARATION
I declare that the information given in this form is correct to the best of my knowledge and that I am entitled to apply for access to the health records.

Signature 						Date 

Third Party Requests

AUTHORISATION OF ……………………………………..(Please insert FULL NAME)
I hereby authorise my GP to release any personal data they hold relating to me covered by the Data Protection Act to:  ……………………………………… (enter FULL NAME of the person acting on your behalf) to whom I have given my consent to act on my behalf.

SIGNED:     ……………………………………………………..   Date:    …………………….


Admin Use: id checked                                             completed by 
Details of what provided    


