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Patient information:          Request date: __________________ 
First name: _______________________________    Surname: ___________________________________ 

Date of Birth: _____________________________ 

Who is requesting: (please tick ) 
 Self   Other (Please state relation with the patient)____________________ 
IF Other, please provide your full name: 
First name:_________________________________     Surname:__________________________________ 
Have you given written access to your family/partner household medical records?   Yes  No 
If yes: Written access checked on EMIS   if no: To complete written access form  

 
 
 
 
 
 
 
 
 
 

 

Your request (please tick  as appropriate): 
 

 Update contact information (complete where needed) 
 

New address: (Please also provide a proof, no older than 3 months) 

__________________________________________________________________________ 

New name: (Please also provide a proof) 

__________________________________________________________________________ 

New telephone no: 

__________________________________________________________________________ 

New email address: 

__________________________________________________________________________ 

New email address: 

 

 

ADMIN STAFF TO COMPLETE: 
ID seen  Not needed  
ID matches name on the Consent Form  
STAFF INITIALS ________ 
 Proof of ID photocopied & attach with form 
Tick if Copy of patients notes but scanning needed. 
Tick and select IF contact details update request:  

 Scanned but not updated on the system_________ 
 Scan and update needed __________ 

           ALL done no action needed   ___________ 

PLEASE COMPLETE THE NEXT PAGE 
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Apply changes for family member/s (for under 18 ONLY)  
Please provide their Name, Date of Birth and relation with family member. 

Name:__________________________________Date of Birth:____/____/_______Relation:____________ 

Name:__________________________________Date of Birth:____/____/_______Relation:____________ 

Name:__________________________________Date of Birth:____/____/_______Relation:____________ 

Name:__________________________________Date of Birth:____/____/_______Relation:____________ 

Name:__________________________________Date of Birth:____/____/_______Relation:____________ 

Please tick your request  

 Medical Summary Print Out 

 Documents for hospital appointment(s)  
(Only where requested by hospital. Please bring letter from hospital) 

 Copy of Medication lists 

 Copy of Immunisation record 

 Copy of Test results (please state which test results and date taken) 

____________________________________________________________________________ 

 Request for Investigation 
(Date when incident happened, what staff member was involved, details of what happened) 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

 Other requests (Please state below)   
____________________________________________________________________________

____________________________________________________________________________ 

Reason for the request: 

____________________________________________________________________________
____________________________________________________________________________ 

Signature:        Date
 ___________________________                                                              __________________________ 


