SIGHTHILL GREEN MEDICAL PRACTICE

SUBJECT ACCESS REQUEST FORM – MEDICAL RECORDS
Please complete this form to help us to process your request quickly.
You are entitled to receive this information under the E U General Data Protection Regulation (GDPR).  We will respond within 30 days of your request and if for any reason there is a delay we will contact you to inform you of the reason for the delay.
	Person requesting information: 

Name:

DOB:

Address:

Telephone No:





ARE YOU THE DATA SUBJECT      YES  / NO
IF YES PLEASE PROVIDE 2 FORMS OF IDENTITY, ONE PHOTO ID AND ONE PROOF OF ADDRESS.

IF NO AND YOU ARE ACTING ON BEHALF OF THE DATA SUBJECT PLEASE ENCLOSE THE DATA SUBJECT’S WRITTEN AUTHORITY , PROOF OF THE DATA SUBJECT’S IDENTITY AND PROOF OF YOUR IDENTITY.
IF ACTING OF BEHALF OF SOMEONE ELSE PLEASE COMPLETE THE BOX BELOW:
	Details of data subject:

Name:

DOB:

Address:


Telephone No:



                                                                PTO….



Please complete the box below to explain the information that you are seeking?
	














IF YOU ARE SEEKING INFORMATION ON SOMEONE ELSE’S BEHALF PLEASE NOTE THAT WE REQUIRE CONSENT FROM THAT PERSON BEFORE WE CAN DISCLOSE THIS INFORMATION TO YOU.
WE CAN APPROVE AND PROVIDE THE INFORMATION REQUESTED FREE OF CHARGE PROVIDING THE PRACTICE DOES NOT FIND THE REQUEST TO BE UNREASONABLE OR EXCESSIVE.  IF WE ARE UNABLE TO PROVIDE THE INFORMATION REQUESTED YOU WILL BE INFORMED OF THIS PROMPTLY AND GIVEN FULL REASONS FOR THIS DECISION.

BY SIGNING THE DECLARATION BELOW I CONFIRM THAT I UNDERSTAND THE TERMS OF THIS SUBJECT ACCESS FORM AND THE INFORMATION I HAVE GIVEN THE PRACTICE IS CORRECT AT THE TIME OF SIGNING.

SIGNED----------------------------------------------------------     DATE----------------------------------



