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Application for Access to Health Records

Request No: 
PLEASE COMPLETE IN BLOCK CAPITALS & BLACK INK

The Data Protection Act 2018 / UK GDPR gives data subjects the right to access personal data held about them.
Please complete the following details to help us locate the appropriate information, ensure the form is signed and identification is provided.  It is not possible to process a request without all the correct information.

Patient Details

Surname:




………………………….…………………

Forename(s):




…………………………………….………

Former Name(s) - if applicable:

……………………………………………

Date of Birth:




…………………………………………….

NHS Number - if known:


……………………………………………

Current Address



……………………………………………

……………………………………………

……………………………………………

Current Telephone Number: 


……………………………………………

Email address:



……………………………………………

Previous details:



……………………………………………

(if different from above)


…………………………………….………







…………………………………….………

Applicant Details (if different to above)

Full Name:




……………………………………………

Current Address: 



……………………………………………

……………………………………………

……………………………………………

Relationship to patient:


……………………………………………

Records Requested
Please could you provide details of the periods/parts of your health record in the table below.
	Name of Hospital Attended.  Ward or Out Patient Clinic
	Name of Doctor/ Health professional who gave the treatment
	Date/s of treatment/s (approximate dates)
	Types of records required

(e.g. Clinic record, Radiology, Operation, etc)

	
	
	
	

	
	
	
	

	
	
	
	


Records Format

Please identify how you would like to receive the information:

	Format
	Please tick one option

	Encrypted Disc (CD) – Sent via Post
(Please note not compatible with AppleMac computers)
	

	Share File Portal – Day of Completion – (email address required)
(Downloadable database system)
	

	Paper copy - Sent via Post
Please note: If you require Radiology Imagery only, this is not available in paper format. This is sent on an unencrypted disc. 


	


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 above for the following reason:
Please delete as appropriate
· I am the patient

· I am acting on behalf of the named person (and attach the relevant power of attorney)
· I have full parental responsibility and the child is under age 16

· I am the deceased patient’s personal representative.

Signed
………………………………………………………………………

Print Name
………………………………………………………………………
Date

………………………………………

Please enclose photocopies of 2 of the following: 

Two forms of ID are required in all instances, with one being proof of current residency within the UK.

· Photo Driving License – valid

· Passport – valid

· UK Household Bill, dated within 12months

· If requesting access to records of a person under the age of 16, must provide a copy of their full birth certificate, identifying parent/s

· If on behalf of a patient, written consent from the patient plus one form of identification or must provide proof of Power of Attorney for Health & Welfare

· If patient Deceased, must provide copy of the Will or Grant of Probate, if not Executor of the Will, must have proof of consent from the Executor of the Will.

Please return this form to:

Medico-Legal Co-ordinator

Access to Health Records

West Suffolk Hospital NHS Foundation Trust

Hardwick Lane

Bury St Edmunds

Suffolk

IP33 2QZ

Data Protection

West Suffolk NHS Foundation Trust will manage your information in line with the General Data Protection Regulation 2016/679 and Data Protection Act 2018.  The information provided on this form will be retained for the purposes of your healthcare. The information will be retained (and used accordingly by the Trust) in line with the NHS Records Management Code of Practice for Health & Social care
You have the following rights in relation to the way we handle your information:

· If you no longer want us to use your information for the purposes specified above;

· Or if you want to request to have your information erased or rectified.

Please contact the Medico Legal team on 01284 713456
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