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ACCESS TO HEALTH RECORDS
This form is to be used by individuals who wish to find out what information, if any, West London Mental Health NHS Trust (WLMHT) holds or is processing that relates to them, including health records.
The information you provide will help the Trust satisfy itself as to your identity and locate any data held about you. Please complete the form in BLOCK letters.
	Patient’s Name (inc title)
	

	Date of Birth
	

	NHS Number (if known)
	

	Current address & Postcode
	

	Contact Telephone Number
	

	Email address
	


	If you are applying for access to someone else’s records, please provide your own details below:

	Full Name (inc title)


	

	Current address & Postcode


	

	Relationship to the patient
	

	Please note, if you are applying to access someone else’s records, we will require additional supporting documents (see page 2).


Please provide details of the location where you received treatment and the name of the service (e.g. IAPT, Psychotherapy, Single Point of Access etc.)
_______________________________________________________________________
_______________________________________________________________________
You are not obliged to provide a reason for requesting this information, however if you provide us with specific details of the time periods, treatment and parts of the records you require, along with any other details which you feel are relevant (e.g. Clinician’s name, location of treatment etc.) this will help to speed up the handling of your request.

_______________________________________________________________________
_______________________________________________________________________
Due to the confidential nature of health records, considerable care is taken to ensure that information is only given to persons who are entitled to receive it. To enable the Trust to deal with your request, please provide proof of your identity, along with a completed copy of this form. A list of acceptable forms of identification is provided below.
If you are seeking copies of your child’s health records, you will also need to supply proof of your parental responsibility.  For copies of someone else’s records we will require, their written consent or a copy of the document showing your right to access (Power of Attorney/ Deputyship). For copies of a deceased person’s health records you will need to supply a copy of their death certificate and proof that you have the right to access their health records (proof you are the Executor, next of kin, Marriage certificate etc.
Acceptable forms of identification – PLEASE ONLY SEND PHOTOCOPIES.
Please provide either ONE item from List A and ONE item from List B or

THREE items from List B (proof of the patient’s current address and date of birth must be provided within the items).
LIST A – Confirmation of Name

Full Photo Driving Licence with current address; valid Passport; ID card issued by an

EU country; Birth Certificate; Marriage Certificate; UK Adoption Certificate.
LIST B – Confirmation of Name and Address

Full Photo Driving Licence or valid Paper Driving Licence (UK only) with current address; valid Passport; ID Card issued by an EU country, Employers Photo ID card or Student ID card, PASS card, Vehicle Registration Certificate (DVLA V5C); National Insurance card; valid Blue Badge.
The following items dated within the last three months: Utility bill; Telephone bill (landline only); Council tax bill/statement; Store card bill/statement; Bank or Building Society statement; Credit card bill/statement; Pay slip with home address; TV Licence; Mortgage statement; Insurance statement; NHS Hospital appointment letter; Official correspondence confirming entitlement to housing or council tax benefit, tax credit or state pension; Official correspondence from the Department for Work & Pensions, Job Centre, HM Revenue and Customs, Local Authority Child benefit documentation, or child tax credit documentation; Valid NHS card, valid Freedom Pass with photo.
DECLARATION

I confirm that the information given is correct to the best of my knowledge.

Signed: ________________________________________________________________
Date: __________________________________________________________________
The completed form and photocopies of identification should be sent to the address below:
Post: Information Governance Team, West London Mental Health NHS Trust, 
1 Armstrong Way, Southall, UB2 4SD.
Email: SAR@wlmht.nhs.uk   Direct Line: 02083548794
Requests for a copy of your medical record/personal data are not charged, however, the Trust may charge a reasonable fee if you require additional copies or if your request is ‘manifestly unfounded or excessive’. 
The statutory time limit the Trust has to respond to your request is 1 calendar month; we will calculate the time limit from the day after we receive the request.
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