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Request for Access to Personal Health Data
Patients should generally be given access to their records free of charge. Occasionally a fee can be charged if the request is manifestly unfounded or excessive. 

If you have not heard from the practice within one month of your request please contact the practice. 
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General Data Protection Regulation and 
UK Data Protection Act 2018
Request for Access to Personal Health Data
You are advised that the making of false or misleading statements in order to obtain access to personal information to which you are not entitled is a criminal offence. 
Access to health records is an important matter. The release of certain data may in certain circumstances cause distress. You may wish to consult an appropriate professional before completing your application. 
SECTION 1: PATIENT DETAILS
	Forename(s):
	Surname:

	Date of Birth:
	Sex:

	Address:


Postcode:
	Home telephone number:

Mobile number:




If any name and/or address was/were different from the above during the period(s) to which your application relates to please give details:
	Previous Surname(s):
	
	

	Previous Address



	
	

	Dates From/To:


	
	



SECTION 2: NHS CONTACTS
Please provide as much information as possible. Give full details of all the treatments you are interested in. Please add any additional comment below.
	Ward/Clinic/Department
	Health Care Professional
	Dates

	

	
	

	Additional Information:










SECTION 3: TYPE OF RECORDS REQUESTED
Please specify your preferences by placing X in the appropriate sections – please discuss with staff if you are unsure.
	View original records only
	

	Photocopy of records only
	




SECTION 4: DECLARATION
This section of the form must be completed 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 record referred to above under the terms of the Data Protection Act 1998.
Please tick the appropriate box
        I am the person (go to section 7)
Signature of patient: __________________________________   Date: _________________
Or
        I am the agent for the person named who has authorised me on his/her behalf (go to section 6)
        I am the parent/guardian of the patient who is over the age of 12 and under 16 years old and has completed the authorised section 6
        I am the parent/guardian of the person who is under 16 years old and is unable to understand the request (go to sections 5 and 7)
        I have been appointed by the Court to manage the affairs of the person (go to sections 5 and 7)

SECTION 5: APPLICANT DETAILS
To be completed by the person who is applying on behalf of the patient
	Applicant’s Name (Please Print):
	

	Address (if different from the patient):



	

	Signature of Applicant:
	







SECTION 6: AUTHORISATION STATEMENT
To be completed by the patient, parent or guardian
I hereby authorise NHS Lanarkshire Primary Care Operating Division to release any Personal data they may hold relating to (enter patient’s name)
_________________________________________________
To the following party (enter the name of the person acting on your behalf)
_________________________________________________ 
To whom I have given my consent to act on my behalf.
Signature of patient, parent or guardian
_________________________________________________         Date: ______________
SECTION 7: COUNTERSIGNATURE
To be completed in ALL CASES 
I (insert full name) ___________________________________________________________ 
Certify that the applicant (insert name) ___________________________________________
Has been known to me as a (insert what capacity e.g. employee, client, etc) ______________
For ___________ years and that I have witnessed the signing of the declaration.
	Name:
(please print)
	Profession:

	Address:


Postcode:
	Home telephone number:

Mobile number:

	Signature:
	Date:







For official use only 
	Hospital Number
	
	Date Returned From Clinician
	

	Date Request Received
	
	Amount Paid (if applicable)
	

	Date sent to Clinician
	
	Date Request Completed
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