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REQUEST AND RECORD OF THE PROVISION OF A COPY OF OR EXTRACT FROM MEDICAL RECORDS

PATIENT:

Surname, First name, Title: …………………………………………………..……	Birth Number: ……………………………….

Contact (phone number, e-mail, address): ……………………………………………………………………

I consent to the person listed below being provided with my birth number.

APPLICANT (Fill out if the request is made by a person other than the patient):
· PATIENT’S LEGAL REPRESENTATIVE OR GUARDIAN
· PERSON DESIGNATED BY THE PATIENT, THE PATIENT’S LEGAL REPRESENTATIVE OR GUARDIAN, A FOSTER PARENT OR OTHER CAREGIVER
· CLOSE PERSON OF A DECEASED PATIENT

	Surnam, First name, Title: …………………………………………………..……	 Date of Birth: ………………………..
Relationship to the Patient: ………………………..............  		
ID Card/Passport number:   …………………………

Contact (phone number, e-mail, address): ....................................................

I am requesting a copy/extract[footnoteRef:1] of medical records: [1: Delete as appropriate.		*fill in the department/place where the documentation can be picked up] 

(If there is not enough space, use the back of the form.)

From hospitalization – period (specify at least the month and year), at the clinic/department, specifically, I am requesting the following documents (state the name, date, or period from-to; e.g. CT scan results, January 2021 or whole file, January 2021):
____________________________________________________________________________________

Outpatient treatment – period (specify at least the month and year), at the department, specifically, I am requesting the following documents (state the name, date, or period from-to; e.g. CT scan results, January 2021 or whole file, January 2021), other:
__________________________________________________________________________________

Method of providing the relevant copy or extract from medical records:
☐ Personal collection at IHBT (U Nemocnice 2094/1, 128 00 Praha 2, (*))
☐ Delivery to a data box: ID: ____________,
☐ Delivery by post to the address: ______________________________.

(In the event of a repeated request by the patient, the patient's legal representative, or guardian, or in the case of a request submitted by a person designated by the patient, the patient’s legal representative or guardian, a foster parent, another caregiver, or a close person of a deceased patient, I hereby declare that I agree to pay the costs representing the sum of the reasonable expenses incurred for obtaining an extract or copy of medical records and for their delivery, all in accordance with the IHBT Price List, with which I have familiarized myself. Payment is accepted in cash, at the IHBT Cashier’s Office (Building C, first floor) during its opening hours or by a bank transfer to the IHBT’s account, account number 31438021/0710, held at the Czech National Bank, Prague 1, using the assigned variable symbol you will receive based on a preliminary calculation of your request as per the submitted application)

Date/Time: …………………………………………
	
IHBT Department: …………………………………………

Patient’s Name and Signature: ……………………………………………………………………..	

Applicant’s Name and Signature, if applicable[footnoteRef:2]: ………………………………………………… [2: (If the authorized person (patient or applicant) is making the request remotely, an officially verified signature is requested.)
] 



TO BE COMPLETED BY AN IHBT EMPLOYEE:
· Verification of the authorized person’s identity;
· Verification of the patient’s consent to provide a copy or extract from medical records in case the request is submitted by a person other than the patient, or verification that the patient has designated this person as authorized to obtain extracts and copies of medical records pursuant to § 33 paragraph 1 of Act No. 372/2011 Coll., on Health Services and the Conditions for their Provision (this is generally verified through entries in the medical records or based on a power of attorney bearing the patient’s officially certified signature)

Verified by: 
Surname and First name, Job Title: ........................................................................................... 

Method of Verifying the Patient’s/Applicant’s Identity:	
□ ID Card Number				□ Applicant’s Officially Certified Signature on the Application		
□ Other Method of Verification..................................
Date: ..................................					Signature: ..................................


Payment of fees associated with obtaining an extract, transcript or copy of the medical records:
	
	Number of pages**
	Price**

	Copy of medical records - A4 single-sided copy (black-and-white 2,- CZK)
	
	

	Copy of medical records - A4 double-sided copy (black-and-white 3,- CZK)
	
	

	Copy of medical records - A3 single-sided copy (black-and-white 3,- CZK)
	
	

	Copy of medical records - double-sided copy (black-and-white 4,- CZK)
	
	

	Printout from a computer printer (3,- CZK/page)
	
	



The total amount for the services provided is: ………..………………………. CZK**

(**)This section is to be completed only in the event of a repeated extract or copy of medical documentation is requested, pursuant to § 66 paragraph 3 of Act No. 372/2011 Coll., on Health Services and the Conditions for Their Provision, the healthcare provider shall provide the first copy or extract from medical records requested by the patient, the patient’s legal representative or the patient’s guardian free of charge.



DECLARATION BY THE AUTHORIZED PERSON – Patient/Applicant:
(To be completed only where a copy and/or extract from medical records was provided in a paper form and handed over in person.)

By signing this document, I confirm that:  
· I have received, in their entirety, the copies of or extracts from medical records requested by me.

Date the copies or extracts from medical records were provided: ................................


Signature on Behalf of the Provider: 	........................................................……………………………………
						Surname, First name, Signature


Signature of the Authorized Person:	........................................................……………………………………
(Patient or Applicant)				Surname, First name, Signature

U Nemocnice 2094/1                                       
128 00 Praha 2		Phone number: +420 221 977 111	Email: info@uhkt.cz			15.4.2025
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