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Request Form - Access to health records on behalf of someone else
	Section 1 - Details of the person acting on behalf of the subject/patient

	Full name:
	

	Address:
	

	

	Postcode:
	

	Tel No:
	
	Mobile number
	

	Email address
	

	Relationship to the subject/patient your requesting (please tick):

	I am an authorised representative acting on behalf of an adult
	

	I am the person with parental responsibility for the child
	

	I am personal representative with power of attorney for the deceased person
	

	Other state:
	

	Declaration - to be completed by all applicants

	I understand that it is necessary for Bridgewater Community Foundation Trust (BWFT) to confirm the patients/subject's identity and it may be necessary to obtain more detailed information in order to locate the correct information. I also understand that the period of 30 calendar days in which BWFT must respond to the request will commence only when they are satisfied with the documentation sent.

	Signature:
	

	Date:
	


	Section 2 - Your preferred method of contact:  

	Tel no
	Mobile number 
	Email

	
	
	


	Section 3 - Patient/subject details

	Surname or Family name
	
	First Name/s
	

	Previous name/s or Family name/s
	
	Date of Birth
	
	Age

	
	
	
	
	

	NHS Number (if known)
	

	Current address:
	

	

	Postcode:
	


	Section 4 - Information regarding the care received
If you do not know or cannot remember, please provide as much detail as you can.

	Name of service*:

For example a service is podiatry, district nurse or health visiting etc.
	

	*If you do not know the service can you tell us the treatment or care received for example: nail surgery, mental health or diabetic care etc
	

	Where seen? 
(clinic, or home etc) Give name of clinic if known
	

	Health professionals name (if known)
	

	If child - Educational establishment/school
	

	Date if patient/subject deceased 
	

	Month and year care or treatment started (if known):
	
	Month and year care/treatment ended 

(if known)
	

	Address at time of care/treatment (if different from above)

	Address:

	

	

	Authority to release information to a representative

	I hereby give my authority for the representative named in section 1 of this form to make a subject access request on my behalf under the Data Protection Act 2018. 

	Signature of data subject
	

	Date
	


	Section 5 - What is being applied for?

	 (Tick all that apply)
	Yes
	No

	To view the health record
	
	

	A full copy of the health record
	
	

	Partial copy of the health record*
	
	

	*What dates do you want a partial copy of your record:

	Date from
	
	Date to
	


	Section 6 - I would like to receive a 
copy of the health record via:

	Email
	
	Post
	
	Collect
	


Note: We will endeavour to supply your records in a format you have requested, but if this is not possible we will contact you.  If you have requested to view or collect your health record we will contact you to arrange a convenient time.
	Section 7 - Please tick what form/s of copied patients/subjects identification you are providing with this application 


	Passport
	

	Driving licence
	

	Utility bill with address
	

	Power of attorney
	

	Birth certificate
	

	Other (specify)
	


	For office use only 

	Date the form was received
	

	Name of person who received information
	

	ID has been checked
	

	Additional information requested
	

	Person who reviewed the information
	

	Date SAR response sent
	

	Method sent (post etc)
	



