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Application for Access to Health Records

The Data Protection Act (1998) gives every living person (or their authorised representative) a right of access, subject to certain exemptions, to their health records. Bridgewater Community Healthcare NHS Trust respects the rights of individuals to have as much information as possible about their diagnosis and treatment.

DETAILS OF RECORD TO BE ACCESSED:

Patient/Client
Surname: ………………………………………………………………………… Forename(s) :………………………………………………………………………… Address        ……………………………………………………………………….…

…………………………………………………………………….…… Telephone: ………………………………………………………………………… Previous Surname (if relevant): …………………………………………………… Date of Birth: ………………………………………………………………………… NHS No. If Known …………………………………………………………………..

Dates of Health Records required………………………………………….………

Details of Applicant (if different from above):
Surname: ………………………………………………………………………… Forename: ………………………………………………………………………… Telephone Number: …………………………………………………………………

PLEASE PROVIDE AS MUCH INFORMATION AS POSSIBLE ABOUT YOUR CARE TO HELP US FIND THE RECORD

Service Used: ………………………………………………………………………. Health Professional e.g. nurse, doctor: ………………………………………….. Date of Treatment (or approximate): ……………………………………………...

Location: ………………………………………………………………………………

Any other information that may help us (e.g. do you require a copy of an x-ray?)

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 record referred to above the terms of the Data Protection Act 1998 and Health Records Act 1990.

I understand that a fee may be charged.

Please tick one section below as appropriate:
 I am the patient as set out above

 I have been asked to act by the patient and attach the patient’s written authorisation

 I have a legal right of access to the record (e.g. Power of Attorney) and attach written authority

 I am acting in loco parentis and the patient is under age 16 and:
· is incapable of understanding the request
· has consented to my making this request)

Please delete as appropriate
 I am the deceased patient’s Personal Representative and attach confirmation of my appointment.

 I have a claim arising from the patient’s death and wish to access information relevant to my claim on the grounds that:

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

………………………………………………

Signed: ……………………………………………  Date: …………………………………

(a) If the patient has authorised you as his/her representative to make the application on his/her behalf, Part (a) of the AUTHORISATION section on below should be completed.

(b) If the patient is aged under 16 and is making the application, or has directly authorised a person to make the application on his/her behalf Part (b) of the AUTHORISATION section below should also be completed.

(c) If the patient is aged under 16 and the application is being made by a person with parental responsibility for that patient, EITHER

Part (a) of the AUTHORISATION section below must be completed OR

Part (b) of the AUTHORISATION section below must be completed.

AUTHORISATION Part (a)
To be completed by the Patient on behalf of his/her Representative

Authorisation by the patient (including those patients aged under 16, where appropriate) for another person to make an application on his/her behalf.

I hereby authorise Bridgewater Community Healthcare NHS Trust to release any personal health data it may hold relating to me in connection with this application to:
................................................................................................................................

(the name of the person acting on your behalf) to whom I have given my consent to act on my behalf. 
Signature ............................................................... Date ......................................
EITHER 
Part (b)
If the patient is under the age of 16 and is making the application, or has directly authorised a person to make the application on his/her behalf, a responsible adult should certify that he/she understands the nature of the application.

I (name) .........................................................................................................................

of (address) ...................................................................................................................

................................................................................................................................

................................................................................................................................

Certify that the applicant understands the nature of this application.

Signed ................................................................... Date ...............................................

OR
Part (c)
If the patient is under the age of 16 and the application is being made by a person with parental responsibility for that patient, and the patient is incapable of understanding the nature of the application and giving of access would be in the best interest of the patient the applicant should certify this.

I (name) .........................................................................................................

certify that I have parental responsibility for the patient, that the patient is incapable of understanding the nature of the application and that the giving of access would be in his/her best interests.

Signed ................................................................... Date ...............................................

Please note that there is a £10 administration fee for photocopies plus reasonable charges for photocopying up to a maximum total charge of £50.

Please tick the appropriate box:

 Payment on collection

 Post on receipt of payment

For staff use only: Payment received 
Please send the completed form to the service manager where the treatment was provided.
