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Portland Medical Practice
34 Portland Road, Kilmarnock, KA1 2DL.

Hurlford Clinic, Union Street, Hurlford, KA1 5BT.
Telephone No. : 01563 522411,

Fax : 01563 545499.

www.portlandmedicalpractice.co.uk

APPLICATION FOR ACCESS TO MEDICAL RECORDS

Data Protection Act 1998 Subject Access Request

Details of the Record to be Accessed:

	Patient Surname Nimmo
	Forename(s) Craig James

	DOB 18/02/76
	Patient Label(staff use only)


	Address
31 Burnfoot Place, Kilmarnock, KA3 2BN
___________________________________________

___________________________________________
	

	Telephone Number
07383 128 253
	


Details of the Person who wishes to access the records, if different to above:

	Surname
	Aiker Legal Services

	Forename(s)
	Michelle Sherratt

	Address
	Aiker Legal Ltd
4a Edison Court, Elice Way,
Technology Park,
Wrexham,
LL13 7YT
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

	Telephone Number
	0203 004 6549


	Relationship to Patient
	Legal Representative 


DECLARATION

I declare that the information given by me is correct to the best of my knowledge and that I am entitled to apply for access to the health records referred to above under the terms of the Data Protection Act 1998.

Tick whichever of the following statements apply.
· I am the patient.

·  X I have been asked to act by the patient and attach the patient’s written authorisation.

· I am acting in Loco Parentis and the patient is under age sixteen, and is incapable of understanding the request / has consented to me making this request.(*delete as appropriate).

· I have a claim arising from the patient’s death and wish to access information relevant to my claim on the grounds that (please supply your reasons below).

Applicant signature:
M sherratt on behalf of Aiker Legal Date 23/01/26

DETAILS OF APPLICATION (please tick as appropriate)
Patient to complete

	I am applying for access to view my records only
	

	I am applying for copies of my medical record
	

	I have instructed someone else to apply on my behalf 
	See Mandate

	I have attached the appropriate fee
	


Notes:

Under the Data Protection Act 1998 you do not have to give a reason for applying for access to your health records. 

You may be asked to provide photographic identification.
Optional - Please use this space below to inform us of certain periods and parts of your health record you may require, or provide more information as requested above.
This may include specific dates, consultant name and location, and parts of the records you require e.g. written diagnosis and reports. Note: defining the specific records you need may result in lower fee charges and a quicker response.

	X I would like a copy of all records
	

	I would like a copy of records between specific dates only (please give date range) below:
Date: __________________________   TO        Date: _______________________________
Date: __________________________   TO        Date: _______________________________
Date: __________________________   TO        Date: _______________________________
Date: __________________________   TO        Date: _______________________________
	

	I would like copy records relating to a specific condition / specific incident only (please detail below)

_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
	


PLEASE NOTE : The Practice has 1 month to process your application.
Office use:

Confirm Identity

Passport
    (
Driving Licence
(
Other (specify)  (_________________________________
Signature of Receptionist who took the initial request: ___________________________________________  Date: ____________________
Signature of Receptionist who copied the notes: _________________________________________________  Date: ____________________
Signature of authorising GP (Section 30 check done): _____________________________________________
 Date: ___________________
Signature of Receptionist phoning to advise documents ready for collection: ________________________
Date: ____________________
If patient requests that documents be posted: 

Recorded Delivery No: _______________________________________________ 
Date of posting: _____________________________
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