REQUEST TO VIEW MEDICAL/HEALTH RECORDS UNDER THE TERMS OF THE

DATA PROTECTION ACT 1998

Patient Name: 


(Please list any alternative surname under which your notes may be filed)

Address: 


(Please provide previous address if your address was different when the service was provided)

Postcode: 

Telephone Number: 


Sex: Male/Female     Date of birth: …../….. /..…………….

Please state the health professional group under which you are applying e.g. Podiatry, Physiotherapy etc, and, if possible the dates you were seen.

Professional Group(s): 


Dates Seen: 


Reason for application.  (You are not obliged to provide this information). 


I wish to apply for access to my own/my child’s/on behalf of an individual’s records under the terms of the Data Protection Act 1998 (delete as appropriate). If applying on behalf of an individual, please attach authorisation letter as in 6.4.
Name and address:  (In Capitals): 



Contact number and E-mail


Relationship to Patient:



Date: 



Please note the PCT can instigate a standard charge of £10.00 for providing this information, up to a maximum of £50.00.  Please sign in agreement to the terms.

Please make your cheque payable to: NHS Brent

Signature: 



PLEASE RETURN TO:

Corporate Affairs Team

NHS Brent

Wembley Centre for Health & Care

116 Chaplin Road, Wembley, Middlesex HA0 4UZ

FOR OFFICE USE ONLY Date Application Received: ……40 Days Response Period:  Y/N

