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APPENDIX B

Application form to access personal health records

If you would like to access personal information that City Health Care Partnership CIC, holds about you please complete the form below in block capitals.  
These details will be used to help find the information you require and to monitor compliance with the Data Protection Act 1998.    
Please return to: - CHCP CIC Customer Care Team, 5 Beacon Way, Hull, HU3 4AE
	Patient Details 

	Surname 
	

	Forename(s)
	

	Date of Birth 
	

	Address
	

	
	

	Telephone Number 
	

	Description of information required with relevant dates (if known)
	

	How would you like access your records?
	· View the records with a health professional present    ( (No fee applies) 

· Collect records from the above address   (Fee of up to £50 applies)   (
· Have records delivered to address    (Fee of up to £50 applies)   (  (please give address where records are to be sent)   

	Applicants details if different from the above 

	Surname
	

	Forename(s)
	

	Address 
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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 above under the terms of the Data Protection Act 1998.  I also declare that:
(Please delete as appropriate)
· I am the patient 

· I have been asked to act by the patient and attach the patients written authorisation 

· I am the parent/legal guardian and the patient is under age 16 years and us incapable of understanding this request/has consented to making this request.

· I am the deceased patients personal representative and attach confirmation of  my appointment

· I have a claim from the patient’s death and wish to access information relevant to my claim on the grounds that:
	Signature of patient 
	

	Date 
	

	Signature of applicant 

(if different from the above)
	

	Date 
	


Official Use Only 

	Date application received 
	

	Signature 
	

	Date 
	

	Health Professional Advising 
	

	date copy provided 
	


Please ask any member of staff if you would like assistance completing this form
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