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Details of the Record to be Accessed
	Patient Surname:
	Address:

	Forename(s):
	

	Telephone Number:
	

	Date of Birth:
	


Declaration:

I declare that the information given by me is correct to the best of my knowledge and that I am entitled to apply for access to the health records referred to above under the terms of the Data Protection Act 1998.

Tick whichever of the following statements apply:

(
I am the patient aged over 16 years of age, but from age 13, I can request this without parent consent.
(
I have been asked to act by the patient, who is aged over 16, and attach the patient’s written authorisation/or I am acting as the patient’s Power of Attorney/Welfare Guardian.
(
I am acting as a parent, and the patient aged between 13 and 16 years of age, and understands this request, and has consented for me to make this request.  
	Patient Name
	Date of Birth
	Address
	Relation to Patient

	
	
	
	



If the consented patient is aged between 13 and 16 years of age they must sign this form below.
	YOUR SIGNATURE:
	
	DATE:
	


(
I am the parent/guardian of a patient who is under 13 years of age and who is unable to understand the request.

	YOUR SIGNATURE:
	
	DATE:
	


What is the Purpose of Requesting this Data:

	


Proof of Identity
You have a right to expect that holders of your health records will maintain confidentiality.  The Practice must be satisfied that any person who makes an application to see your records is entitled to do so.  This means that you may be asked about your identity.  Other enquiries might also be made to check you have a right of access to records.  For this purpose, it is essential that your application is countersigned appropriately.

	Details of my Application
	(please tick as appropriate)

	Patient to Complete:


	

	I am requesting a single test result, i.e. immunisations or blood results.
Date of Test Result:  __________________________

	(

	I am requesting a single hospital letter.

Date:  __________________________

Name of Consultant:  _________________________

Clinic:  _____________________________________


	(


	I am applying for copies of all my medical records.


	(


	I would like a copy of records between specific dates only (please give date range below):
From:_________________

To:  _________________


	(


	I would like copy records relating to a specific condition/specific incident only (please detail below):
Condition/Specific Incident:  _______________________________


	(


	I have instructed someone else to apply on my behalf:

	(



The information that you have requested will be given to you within one month of receipt of request.  
Inverbervie Medical Practice cannot be held responsible for a data breach once the data has been received by the patient or the patient’s representative.

Proof of ID

	Name
	Date
	Document Given
	Verified By:

(staff initials)
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