IN CONFIDENCE



APPLICATION NO.

(FOR OFFICE USE ONLY)

NHS FIFE

DATA PROTECTION ACT 1998

(ACCESS TO HEALTH RECORDS ACT 1990 FOR DECEASED PATIENTS)

APPLICATION FOR ACCESS TO HEALTH RECORDS

PLEASE COMPLETE IN BLOCK LETTERS IN BLACK INK

1. Patient Personal Details

	Surname ……………………………………………..

Sex ……………………………
	Forename(s) …………………………………………..

Date of Birth  …../…../…..

	Current address ……………………………………………………………………………………………………



  ……………………………………………………………………………………………………



  ………………………………………..    Tel No………………………………………………...

Hospital reference No. (If known) ………………………………………………………………………………...


2.
Details of the record to be accessed

	Hospital and/or Clinic ……………………………………………………………………………………………..








(State illness/condition)

Record in respect of treatment for …………………………………………………………………………………

During the period from …………………….. to …………………..(Approximate date)


3.
If your name and/or address was different from the above during the period(s) to which your application relates, please give details below.

	Previous Surname ………………………………………………………………………………………………….

Previous Forename(s) ……………………………………………………………………………………………...

Previous Address …………………………………………………………………………………………………..

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


4.
Declaration (N.B. This section must be signed in the presence of the person who countersigns your application)

	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 records referred to above under the terms of the Data Protection Act 1998 (Access to Health Records Act 1990 for deceased patients).












Tick appropriate box  

 I am the patient


 I have been appointed by the court to manage the affairs of the patient

 I am the parent/guardian of the patient who is under 16 years old and is unable

to understand the request.

 I am the parent/guardian of the patient who is under 16 years old and who understands

the request and has completed the authorisation (section 6)

 I am acting on behalf of the patient and the patient has completed the authorisation (section 6)

 I am the deceased patient’s personal representative and attach confirmation of my status as such

 I have a claim arising from the patient’s death on the grounds that

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

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

Applicant’s name (please print in block capitals) …………………………………………………………………

Address if different from above …………………………………………………………………………………..

…………………………………………………………Tel No…………………………………………………..

Signature of applicant ……………………………………………….. Date……………………………………..




5.
Countersignature (to be completed by the person required to confirm your identity)


Note:  a)  Because of the confidential nature of data held by NHS Fife it is essential for us to obtain proof of your identity and your right to receive any relevant data.  For this purpose it is essential that your application should be countersigned by any of the following:  Member of Parliament, Justice of the Peace, Minister of Religion, a professionally qualified person e.g. Doctor, Lawyer, Bank Officer, Established Civil Servant, Police Officer or a person of similar standing who has known you personally.  A RELATIVE SHOULD NOT countersign.

b. In certain cases you may be asked to produce further documentary evidence of identity.

c. The person who countersigns your application is only required to confirm your identity and witness you signing the “Declaration”. There is no requirement for this person to either see the contents of the rest of the form or to give any assurance that the particulars supplied are correct.

	I certify that I am (name) …………………………………. (Occupation) …………………………………. of

(address) ………………………………………………………………………………………………………

………………………………………………………and that I have personally known the applicant above-named for …………………years as an employee or client or patient and I have witnessed the applicant signing the form.

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


6.
Patient’s Authorisation

	I hereby authorise NHS Fife to release any personal data they may hold relating to me to (please enter the name of the person acting on your behalf)

………………………………………………………to whom I have given consent to act on my behalf.

Signature ………………………………………………   Date …………………………….


Please indicate your preference as follows (tick as appropriate)

1
I wish to see the




original records

2
Receive a


photocopy only

3
View original records and


receive a photocopy

Cheques and Postal Orders should be made payable to Fife Health Board – Acute Hospitals and crossed ‘A/C Payee Only’.   Please return this form to the person and address on the attached letter.
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