WESTON AREA HEALTH NHS TRUST

LEGAL SERVICES

APPLICATION FOR ACCESS TO HEALTH RECORDS 
Radiology will be sent on an encrypted disc.

PARTICULARS OF PERSON WHOSE INFORMATION IS BEING REQUESTED:

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

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


Previous Postal Addresses: …………………………………………………………………………………………………

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

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

Email address:……………………………………………………………………………………………………..

Postal 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. 
	Date
	 Ward / Clinic
	Consultant’s Name
	Hospital Number (if known)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


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. 
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 authorization and ID
I have parental responsibility, the patient is under 16 and 



is incapable of understanding the request

(please enclose a signed copy of your driving licence or passport);
or


has consented to my making this request and written confirmation is attached;

(please enclose a signed copy of your driving licence or passport);
I am the deceased patient’s Personal Representative and attach confirmation of my appointment (Will or administration papers) or 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: …………..………………………..
Please return your completed form along with supporting documentation to:
Email: wnt-tr.legalservices@nhs.net
By post: Legal Services Department, Weston Area Health NHS Trust, Grange Road, Uphill, Weston-super-Mare BS23 4TQ  

Telephone: 01934 881121
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