RESERVOIR ROAD SURGERY
Data Subject Access Request 
Please complete and sign this form in full, witnessed as indicated, and return to the Practice Manager.  Please note there is a fee of £10 for each additional copy.

Patient Details:
Surname:……………………………………………………………………………….
Forename(s):…………………………………………………………………………..
Current Address:………………………………………………………………………

…………………………………………………………………………………………..

Date of Birth:  ……………………
Telephone No:  ………………………………..
NHS Number (if Known):……………………………………………………………..

Reason the records are wanted:……………………………………………………. 
………………………………………………………………………………………..
Please specify the type of medical records required (all, from the date requested etc)………………………………………………………………………….
If you are not the patient, is the patient deceased?       Yes/No

Details of Applicant (if different from above):

Surname:….……………………………………………………………………………

Forename(s):…………………………………………………………………………..
Current Address:………………………………………………………………………

…………………………………………………………………………………………..

Date of Birth:……………….……...
Telephone No:  ………………………………..
Declaration:  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 General Data Protection Regulation (GDPR) 2018
Please tick (√) which of the following applies:
· I am the patient

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

· I have parental responsibility and the patient is under age 16 and is incapable of understanding/has consented to my making this request

· I am the parent requesting these records on behalf of my child who is over 16 and under 18 and have attached the patients written concent.
· I am the deceased patient’s personal representative and attach confirmation of my appointment

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

…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Signed:   …………………………………..
Date:………………………….............
Certification (Witness):
Name:..…………………………………………………………………………………
Address:………………………………………………………………………………..
…………………………………………………………………………………………..
Telephone No:…………………………………………………………………………
I certify that I have known the applicant for …………. years as an employee / client / personal friend (delete as appropriate), and have witnessed the applicant signing this form.

Signed:   …………………………………..
Date:……….…………………………...

Official Use Only:

Signed:  ………………………….   
Date:…………

Health Professional Advising (Name)   ………………………………………………...

Access provided on (date): …………………………………………………………..
Official Use Only:

Other actions:
Corrections requested:

Yes/No




Applicant notified outcome:
Yes/No




Copies Provided:


Yes/No

Comments:  …………………………………………………………………………..

Signature:  ……………………………  Date: ……………
Access to Records Form
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