Bethesda

health care

APPLICATION FOR ACCESS
TO INFORMATION

APPLICANT DETAILS

D0até of Birtlr e 70101010 NO..: [H] oo SV e

Australian  FPostal Address:

.......................................................................................................................................... Stalé: ... POSICOAE: .
FTTIOI oottt ettt
Applicants’ relationship (o the patient: Self ) NEexXt Of Kirl ) OUIIET (SPECIY) ....ooeeeeeeeeeeeeeeeeeeeeeeeeeeeeoeeeeeeeeee oo ee e seeeemeeeeeeeeseeeeeseesenseeeeenonee
PATIENT DETAILS [] TICK IF SAME AS ABOVE

SUITIOITIC. oo GIVEIT WGITIES. oo Date of Birtlh ..

DETAILS OF REQUEST

Lescribe exaclly the /nformation you wish [0 access, giving as imuch delar! as possible including date range and docurment type:

REASON FOR REQUEST

Flease outhine the reason you wish Lo access he documents/inforimation
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health care

APPLICATION FOR ACCESS
TO INFORMATION

DISTRIBUTION (Tick a Delivery Method)

[ Collect /7 person by apporntiment (proof of 1D /s reguired for collection)

[0 Post by registered marl (must be Australian address)
Ul email - Secure attachment

/fselected please provide emarl or postal adaress delar/s of wihere copy /s (o bée sent

APPLICANT DECLARATION (Please Tick)

OO /am requesting rmy own record, or/ have attached a copy of patient consent:

- If you are requesting /nforrmation about somebody e/se a certified copy of signed and dated

patient consent must be attached to this application

-/ Lhe patient /s deceased certified consent [rom the executor(s) or admnistrator(s) of the
estate must be provided and signed by all nomiinated representatives, along with certified

proof of their gpporntment.

0 /have included a certified copy of signed photo identification. (e.q. Driver's license, or passport)

- Certified photo identification has been provided for both the patient and agoplicant. /f they are different

FEES AND CHARGES (Please Tick)

O 7acknowreage that / may be charged an adrministration fee for the processing of my application which
ncludes retrieval of information, photocopying, postage and delivery. An invoice will be provided wihicth

/s to be paid prior to the requested information bemng released.

AHNCGIIS SIGINTLULE: ... ees e Date: .

Electronic signatures are not accepted, handwritten signatures only

This application may take up to 30 days to process as per legislation.

oo

(Hospital use only)
BN o Receivedorn: ... ) S— Y S— Acknowledgrment sent on:
Approval for release: ] Yes,  /nformation dispatched Date:

] No Reasons [for Denial / Partial Denial

Reqguiestornotified of Deral [] Yes Date: /. /.
NaIme Of OffICEr: ..., POSIION oo Signature:
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