WESTON AREA HEALTH NHS TRUST

LEGAL SERVICES

APPLICATION FOR ACCESS TO HEALTH RECORDS
PLEASE COMPLETE THIS FORM IN BLOCK CAPITALS AND BLACK INK

An invoice will be sent to you. As a guide, please note that a minimum fee of £10 is payable and the maximum fee is £50; this is inclusive of all labour, photocopying and postal charges.                              

PARTICULARS OF PERSON WHOSE INFORMATION IS BEING REQUESTED:

Surname: ……………………………………........       Sex: …….       Date of Birth: ………....………..……
Forename(s) ………………………………………….. …………..       Maiden Name: ………………………          

Current Address: …………………………………… …….………………………………................................ 
…………………………………….…………………………………………………………………………………
Post Code: …….……………………………...            NHS NO (if known):…………………………………...
If applicable, please state below:
Previous Surname: ……………………….……………..………………………………………………………..


Previous Address: …………………………………………………………………………………………………

                              ………………………………………………………………………………………..............

                              ………………………………………………………………………………………………...
From: ……………………………………………………To:……………………………………………………… 
DETAILS OF APPLICANT (if NOT the person whose records are required):
Relationship to the patient: ………………………..………….…….
Surname: ……………………………………………..Forename(s)…………………………………………….

Address: …………………………………………………….……………………………………………………...
               …………………………………………………………………………….………….…………………..
Post code: …………………………….……………   Tel. no: .…………..……………………………………..
PATIENT’S HOSPITAL OR CLINIC CONTACTS
Please provide as much information as possible. Give full details of all the episodes you are interested in. Please specify if you wish to obtain copies of X-rays on CD, in addition to paper records.
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ADDITIONAL RELEVANT INFORMATION:


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

Please tick one box below as appropriate:

I am the patient and identification is attached (please enclose a signed copy of your driving licence or passport);
I have been asked to act by the patient and attach the patient’s written authorisation;
I have parental responsibility, the patient is under 16 and 



is incapable of understanding the request



or


has consented to my making this request and written confirmation is attached;
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: 
……..………………………………………………………………………………………………………..
……………………………………………………………………...……………………………………….
Signature of Applicant: …………………………………………...     Date: …………..………………………..
UNDER THE DATA PROTECTION ACT 1998, WE HAVE 40 DAYS, FROM THE DATE WE RECEIVE YOUR PAYMENT, IN WHICH TO PROVIDE YOU WITH COPIES OF THE RECORDS REQUESTED. IF YOUR REQUEST IS URGENT, PLEASE CONTACT LEGAL SERVICES ON TEL: 01934 881121.
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