APPLICATION FORM


REQUEST FOR ACCESS TO PERSONAL DATA

under the Data Protection Act 1998 (for living patients), or the Access to Health Records Act 1990 (for deceased patients)

Please complete ALL sections of this form in BLOCK CAPITALS and BLACK INK.  Please note that if you require access to information written more than 40 days before your application, a fee of £10.00 is payable, and should be enclosed with this application form.  You should also note that if you require any photocopies of the records, a further charge of 35p per copy would be made, together with any postage costs if applicable.

PARTICULARS OF PERSON WHOSE INFORMATION IS REQUIRED

	SURNAME:   
FORENAME(S:)  
DATE OF BIRTH:    

CURRENT ADDRESS:  
POST CODE:         


	MALE/FEMALE:

TELEPHONE NUMBER:


If the name of the person and/or address was different from the above during the period(s) to which the application relates, please give details.
	PREVIOUS SURNAME:

PREVIOUS ADDRESS:

APPLICABLE DATES:
	PREVIOUS SURNAME:

PREVIOUS ADDRESS:

APPLICABLE DATES:



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 referred to under the terms of the Data Protection Act 1998/Access to Health Records Act 1990.

	FULL NAME OF APPLICANT:

SIGNATURE OF APPLICANT:

ADDRESS FOR REPLY (If different from that specified):




PLEASE TICK (() APPROPRIATE BOX

	I am the patient NB proof of identification may be required on access.
	

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

	I am acting in loco parentis and the patient is under age 16 and is incapable of 

understanding the request.  NB Proof of identification may be required on access.
	

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

provided).
	

	I am acting in loco parentis and the patient is under age 16 and has consented to my

making this request (authorisation below must be completed)
	

	I am the deceased patient’s personal representative and attach confirmation of my 

appointment.
	

	I have a claim arising out of the patient’s death and wish to access information 

relevant  to my claim (please provide evidence of this claim). 
	


AUTHORISATION OF ……………………………………..(Please insert FULL NAME)

I hereby authorise ………………………………………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:    …………………….

Please return this form together with the £10.00 application fee – if applicable) to 
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