Subject Access Request for Personal Data on behalf of a patient or child under Data Protection Act 2018 
Please delete appropriately:-

I wish to view the records / I wish to obtain a copy of the records
	1     
	Full name of patient (including

Previous surnames)
	                                

	2
	Address now

Do you have an email address we can contact you on :

	Email:

Telephone Number:

	3
	Address at start of treatment


	

	4
	Date of birth


	

	5
	Hospital reference (if available)


	

	6

	If your application does not relate to a child please proceed to question 8.

Do you have parental responsibility (PR) for this child? 
Are you the Mother of this child?

If you are the Father of the child are you?

a) The biological father

b) If your child was born before 2002 were you married to the child’s biological mother at the time of the birth?

c) Have you signed the Birth Registration documentation?
You may be asked to provide documentation to show you have PR 
If you do not Parental Responsibility do you have:

a) Mother’s agreement?

b) A Court Order?

c) A formal Parental Responsibility agreement
You will be required to provide evidence of the Agreement/ Court Order
If you are not mother or father what is your relationship to the child/patient?
	If your application does not relate to a child please proceed to question 8.

                             YES/NO

                             YES/NO

                             YES/NO

                             YES/NO

                             YES/NO

You may be asked to provide documentation to show you have PR 
                             YES/NO

                             YES/NO

                             YES/NO

You will be required to provide evidence of the Agreement/ Court Order


	7

	This Application is made because:

a) a) I am contemplating a complaint/claim against the Trust.
b) I am contemplating a complaint/claim against a Third Party (not the Trust).
c) I require the records for my own personal use.


	                             Yes / No

                             Yes / No

Yes / No

	8
	Name/s of Consultant/s or Department/s at the hospital in charge of the treatment (if known)

	

	9
	Whether the treatment at your hospital was private or NHS, wholly or in part


	

	10
	Please indicate which of the following records you require

(please tick each requirement):

Full Disclosure (you will receive a full copy of the patient’s entire main hospital  records, including any test results which have been filed)

Pathology reports – these can be provided separately – they are not routinely filed within patient records (blood test results, microbiology results etc.  Please note these may run into hundreds of pages)

Part disclosure – you will receive a copy of part of your records. Please state which departments notes or dates of treatment you require (e.g all notes from my last admission to hospital or all notes from cardiology etc)
Maternity records only (please note these records are kept separately from your main hospital records)
Radiology Imaging and reports only (x-rays, MRI, CT scans etc)
Medical Photography only
Oncology records only (please note these notes are kept separately from your main hospital records)

Any other records (Personnel File if you are a member of staff)
	Please complete the attached IEP for Anyone form

	11
	Please note that under the GDPR there is no charge for these copy records
	

	12
	Please tick if you are making an application on behalf of another adult.
	


Declaration (to be signed by the patient if aged 16 or over)
I (name of patient) ………………………………………… give my consent to the release 
of my copy medical records to:……………………………………………………………..         
                                                (name of person applying for the records):

Signed ……………………………….(patient or parent)

Dated……………………………
Declaration (to be signed by the applicant)
Declaration

I sign here to confirm that the information given in this form is correct to the best of my knowledge and that I am the person named overleaf

Signed…………………………………


Dated…………………………….

I give consent for this information to be stored electronically on a spreadsheet which is held within the Access Office (part of the Legal Services Department).

Please note that the paperwork, including names and addresses will be kept in a paper format for the purpose of processing this request.  The application paperwork is held by the Trust for a period of 3 years (Department of Health Records Retention Policy).  The paperwork is then securely destroyed.  By working this way it enables us to keep track of your application, the date your records are due with you and the tracking number used to post your records out.  It also assists us to answer any queries following disclosure of your request.  If you have any questions about how your information is held or if you wish to withdraw your consent please call Dawn Clark on 0300 422 3160 or via email at: dawn.clark13@nhs.net
Signed:………………………………….                               Dated:………………………………

Proof of Identity and Address: To help establish your identity your application must be accompanied by TWO copy official documents that, between them, prove your identity and address.  Acceptable documents would be Passport, Driving Licence, Utility Bill, Council Tax letter/invoice etc. OR if it is not possible to provide two copy documents then the Countersignature section below can be completed instead.
Countersignature :
To be completed by the person confirming the applicant’s identity. This person can be an individual who has known the applicant for a minimum time period of three years, and does not have to be a member of a professional body, it can be a friend, relative or neighbour etc.
I (insert full name)……………………………………

Certify that the applicant (insert name)…………………………….

has been known personally to me in the capacity of ………………………………………………
(e.g. an employee, client, patient, friend or family member etc)

for ……………………………years and that I have witnessed the signing of the above 

declaration

Signed…………………………………


Dated……………………………….

Address…………………………………………………………………………………………..

Please return this form to:

The Access Office, Gloucestershire Royal Hospital, Great Western Road, Gloucester GL1 3NN – Tel 0300 422 5747 or Supervisor Dawn Clark on 0300 422 3160. Alternatively the form can be emailed to ghn-tr.TAOGlosH@nhs.net (the form must be completed with your handwritten or electronic signature (not a typed signature), scanned in and emailed or posted back to this office
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Radiological Image Distribution

The Radiology Department is changing the method of issuing images to organisations and individuals who make a request for radiological images.

The department will not be sending out CD’s or DVD’s with the images on them. Instead, we will be using an Electronic system called ‘IEP with Anyone’ – IEP stands for ‘Image Exchange Portal’.  IEP is currently used to share images between NHS organisations.

If you wish to have access to your images, you will need to complete the Subject Access Request (SAR) form provided/attached.  

You will need to supply an email address to which you would like the information sent. The department will then create a transfer transaction and upload the images to a central server. Once the images are available, Sectra IEP will issue an email notification that the images are available to download. Clicking on the link within the email will take you to the Sectra IEP logon page. Having opened the IEP landing page a text, or email notification, will be sent to you supplying a one-time password to access the images.

The images and reports (if available) can then be downloaded and saved to any suitable device (PC, laptop, etc.). The images/reports will be available to download/save for 14 days from the time that the notification email being issued.

Please provide your preferred email address: 

………………………………………………………………………………………………………

Please supply us with a mobile phone number or an alternative email address (this is so your password can be emailed or texted to you)

…………………………………………………………………………………………………………………

Please ensure you request copies of your scans and x-rays once the results have been discussed with you by your GP or Consultant.  Please note we are unable to release these images/reports until after that Consultation has taken place.

Please sign here to confirm you have received the results of your scans/x-rays from your GP or Consultant (we are unable to process applications that are unsigned):   

Sign:……………………..……………………………………………………………

Please note that if you do not have an alternative email address or mobile telephone number please call the Radiology Department on 0300 422 5693/6537.
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