
REQUEST FOR RELEASE OF MEDICAL RECORDS 
UNDER GENERAL DATA PROTECTION 
REGULATIONS 
 
 
Name:________________________________  
 
DOB:_________________________________ 
 
Date of request:________________________ 
 
Format of records: Paper/CD 
 
Type of ID:_____________________________ 
 
GP Review: Yes/No 
 
Date Collected:__________________________ 
 
Patient Signature:________________________ 
 
Patient Representative Signature: 
_______________________________________ 
 
Representatives ID: 


