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REQUEST TO ACCESS 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 someone other than the patient):
· PATIENT’S LEGAL REPRESENTATIVE OR GUARDIAN
· A PERSON DESIGNATED BY THE PATIENT, THE PATIENT’S LEGAL REPRESENTATIVE OR GUARDIAN, A FOSTER PARENT OR OTHER CAREGIVER
· CLOSE PERSON OF A DECEASED PATIENT

Surname, First name, Title: ……………………………………	Date of Birth: …………………………

Relationship to the Patient: ………………………………………	ID Card/ Passport number: …………………………

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

I am requesting access to medical records:
(If there is not enough space, use the back of the form.)
· From hospitalization – period (specify at least the month and year): ……………………………………….
At the department: ……………………………………………………………………………

· From outpatient treatment – period (specify at least the month and year): .…………………………….

Date ………………………..				Time: …………………………...

IHBT Department: ……………………………

Patient’s signature: ………………………………………………………………..

Applicant’s Signature (authorized person) if the patient is not applying himself/herself: ……………………………………….


TO BE COMPLETED BY AN IHBT EMPLOYEE:
· Verification of the authorized person’s identity;
· Verification of the patient’s consent to access the medical records in cases when the request is made by a person other than the patient, or verification that the person in question is authorized to access the 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 based on records in the medical records or based on a power of attorney bearing the patient’s officially certified signature)



Verification of the patient’s/ applicant’s identity:

Verified by: 

Surname and First name, Job Title: ........................................................................................... 
Method of Verification:	□ ID Card Number			
□ Other Method of Verification …………….
Date: ........................

Signature: ........................ 


PERSON PRESENT DURING THE REVIEW OF THE MEDICAL RECORDS:

Surname, First name, Job Title: …………………………………………………………………………….

The review took place from ……….………….  to ……………………..

Date: ................................... 			Signature:  ..................................


DECLARATION BY THE AUTHORIZED PERSON – patient/applicant:

By signing this document, I confirm that I was allowed to review the medical records to the extent requested.

Date of Review: ..............................

For the Healthcare Provider: 	........................................................……………………………………
						Surname, First name, Signature

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