APPLICATION FOR ACCESS TO MEDICAL RECORDS – THIRD PARTY RELEASE

Patient Records Access Request

Patient’s authority consent form for release of health records to a third party.

We understand that you may have already filled in a consent form with the third party, however as the Data Controller of your information we must ensure that you are aware of and fully consent to the sharing of your information as per ICO and BMA best practice guidelines.  

Please read and complete the consent form and return to the Practice as soon as possible.  

(Please print all details and use dark ink)

To:Laura Clare, Practice Manager, Oakwood Medical Centre, Broadway, Barnton

SECTION A: Identity of individual about whom information is requested and access for third party:

	Full Name


	Any Former Name(s)

	Current Address


	Any Former Address (with dates of changes)

	Date of birth


	NHS Number (if known)

	Contact phone number (including area code)


	E-mail address (optional)


The ICO best practice guidelines state that:

“The GDPR includes a best practice recommendation that, where possible, organisations should be able to provide remote access to a secure self-service system which would provide the individual with direct access to his or her information (Recital 63)”

We therefore provide access to patient’s records through an online portal: Patient Access.  

· If you would like access to a copy of your health records you will be asked to sign up for online access.  

· You can then print out the information that is required and send it to your third party:    

Please tick the option you have chosen

	I am aware of the Third Party request above and will print and send copies of my records to said third party
	

	I am aware of the Third party request and will ask them to send a medical report request to you (Oakwood Medical Centre), under the Access to Health Records Act 1990
	

	I do not have access to the internet and would prefer an alternative method of accessing my medical records.  I will then send them to the third party, or if the third party is a solicitor I consent to them being sent directly to them.
	


For access to the Patient Access Portal please contact the Practice.

SECTION B – I DO NOT HAVE ACCESS TO THE INTERNET AND WOULD PREFER AN ALTERNATIVE METHOD– CONSENT FOR RECORDS TO BE SENT 

1. I consent to clinical notes and records* of the above named patient being disclosed to:

__________________________________________________

Name of solicitor to whom disclosure is sought

2. I consent to the release of copies of either:

  Health records dated from/to:

________________________________________________________

 Health records relating to the following injury or condition:

________________________________________________________

 All health records except those relating to the following condition:

________________________________________________________

 All information contained on the health records from birth

*Please tick one of the above boxes, read the points and declaration below. 

· I understand that all of my health records (other than the exclusions, if given above) will be sent to the third party mentioned above. I understand that this may include details from birth if I decide to consent to the release of all the record.

· I understand that the GP/health professional will have no control over any information that has been sent to the third party once it has arrived at the destination requested.

Declaration

I declare that information given by me is correct to the best of my knowledge and that I am entitled to consent to disclosure of the health records referred to in section 1, under the terms of the GDPR, May 2018 on the basis that:

 I am the named patient

 I have been asked to act by the patient and attach the patient’s written authorisation.

 I have parental responsibility/legal guardianship for the patient who is under age 13 and (delete appropriately):

[is incapable of understanding the request] [has consented to me making this request]

 I have been appointed the Guardian for the patient, who is over age 13 under a Guardianship order

Signature of applicant ……………………………

Print name……………………………………

Date…………………………………………...

(Office use only) Date of application received ……………………….

Received by ………………………………….

Signed: ………………………. Date: ………………

For further information please refer to the Practice Caldicott Guardian or Laura Clare.
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