YORK HOUSE MEDICAL CENTRE


Please complete the form using using BLOCK CAPITALS and return it to York House Medical  Centre
	Patient Details
	Surname: ……………………………………………….......................................

	
	Forename(s): ……………………………………………………..........................

	
	Date of Birth ………………………………………………………………………..

	
	Address: …………………………………………………………………………….

	
	Post code: ……………………. Telephone No. ……………….........................


I understand that a minimum charge of £10 is payable, up to a maximum of £50

	1.
	 FORMCHECKBOX 

	Photocopies of medical record in respect of treatment for: ………………………………………………………………………………………………………..

Dates: ………………………………………..

	2.
	 FORMCHECKBOX 

	Photocopies of all medical records

	3.
	 FORMCHECKBOX 

	Summary of medical records

	4.
	 FORMCHECKBOX 

	View medical records


DECLARATION

I declare that the information given in this form is correct, to the best of my knowledge, and that
	 FORMCHECKBOX 

	I am the patient named above

	 FORMCHECKBOX 

	I am acting on behalf of the patient named above and the patient has completed Section 1 below

	 FORMCHECKBOX 

	I am the next of kin (for information relating to a deceased or incapacitated patient only) and have completed Section 2 below

	 FORMCHECKBOX 

	I will pay the appropriate charges as set out in the Data Protection Act 1998


Applicants full name (if not the patient, please print) ……………………………………………………….......

Applicants Signature: ……………………………………………………………………………………………….

Address for correspondence (if different from above) ……………………………………………………………

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

AUTHORISATION
If you are acting on behalf of an adult patient (aged 16 or over) the patient must complete Section 1 below

SECTION 1

II authorise (name and relationship of representative) ……………………………………………………… to apply for access to my health records under the Data Protection Act 1998. I understand that there will be a charge for my representative to view or to be provided with a copy of my health records.

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

SECTION 2
I (insert your name and relationship to deceased/incapacitated patient) ………………………………………. Certify that I am the representative of the person named above (NB please attach a copy of the death certificate if deceased)

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


APPLICATION FOR ACCESS TO HEALTH RECORDS 








For Office Use: Date application received: ………………………………….


Date of appointment to view (if applicable) …………………………………


Verification of identification and address of applicant  Yes  /  No


Authorisation from GP





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











