Application for Access to Medical Records
	Patient Name:
	

	
	

	Address:
	

	
	

	
	

	
	

	
	

	
	

	Date of Birth:
	
	Tel No:
	

	
	

	Usual GP:
	


If these are not your own medical records, please state your relationship to the patient and attach a written authorisation by the patient, or a power of attorney.
	Relationship to Patient:
	


I have attached patient authorisation / Power of Attorney (delete as applicable).
I understand and accept that the Practice cannot be held solely responsible for maintaining the confidentiality of information held, which has been accessed by me.  I accept that I have responsibility for maintaining the confidentiality of information accessed by me.
	Signed:
	
	Date:
	


I wish to have copies of the above named medical records
By requesting copies I accept responsibility for the safe keeping and confidentiality of that information.  I understand and accept that the Practice cannot be held solely responsible for maintaining the confidentiality of information held which has been accessed by me.

	Signed:
	
	Date:
	


For Use by the Practice

Proof of identity established: 
drivers license / passport / other (detail)

	Signed:
	
	Date:
	



