CHECKLIST FOR ACCESS TO HEALTH RECORDS APPLICATION

PATIENT’S NAME:                                                    DOB  

APPLICATION FROM

· PATIENT

· PATIENT’S REPRESENTATIVE (non legal)

· PATIENT’S LEGAL REPRESENTATIVE

Legal action is not contemplated against the Practice, its servants or agents and the application has provided their authority for the disclosure of the records.

DATES

DATE APPLICATION RECEIVED
_____/_____/_____

DATE APPLICATION TO BE COMPLETED BY
_____/_____/_____

PERMISSION FROM PRACTITIONER FOR RELEASE OF MEDICAL RECORDS

FORM RETURNED ON
_____/_____/_____

DATE APPLICANT VIEWED THE RECORDS and/or   _____/_____/_____

COPIES WERE POSTED OUT
_____/_____/_____

DATE RECORDS WERE LAST UPDATED
_____/_____/_____

APPLICANT’S IDENTITY CONFIRMED BY:

· BIRTH CERTIFICATE
(
· PASSPORT                                (
· OTHER   Please specify             _______________________________

APPLICATION FEE

WAS ANY INFORMATION WRITTEN WITHIN 40 DAYS OF THE APPLICATION?

IF NO, £10.00 FEE RECEIVED IN THE FORM OF:

· CHEQUE
(
· POSTAL ORDER                       (
· CASH                                          (
IF YES, £10.00 FEE RECEIVED AND RETURNED TO APPLICANT WITH COVERING LETTER DATED:  _____/_____/_____

ANY ADDITIONAL PAYMENTS TO BE RECEIVED

NUMBER OF PHOTOCOPIES    _________ AT 35p PER COPY = £ _____

POSTAGE = £ _____

TOTAL AMOUNT PAYABLE = £ _____

INVOICE SENT ON  _____/_____/_____

PAYMENT RECEIVED ON  _____/_____/_____

RECORDS SENT OUT ON  _____/_____/_____

DETAILS OF WHO THE APPLICANT VIEWED THE RECORDS WITH        (if applicable)

FULL NAME    _______________________________

POSITION       _______________________________

SIGNATURE    _______________________________

FURTHER ACTION

CORRECTIONS REQUESTED
YES/NO

IF YES, APPLICANT NOTIFIED OF OUTCOME OF THIS            YES/NO

ANY ADDITIONAL INFORMATION

