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HAWKE’S BAY

District Health Board

Whakawateatia





	Health Records Team Leader
Private Bag 9014, Hastings

Phone:  (06) 878-8109

Fax:  (06) 878-1347

healthinforequests@hawkesbaydhb.govt.nz


REQUEST FOR ACCESS TO PERSONAL INFORMATION

	Surname/Family Name:
(Name on Record(s) to release)
	
____________________________________________________________________


	Full Christian Names:
	____________________________________________________________________

	Date of Birth:
	_________________________
	Phone Number:
	 ______________________

	Full Residential Address:
or Postal Address
	____________________________________________________________________

____________________________________________________________________

	NHI Number (if known)
	__________________________

	Requestor’s Name:
(If different from above)
	
___________________________________________________________________________

	Full Residential Address:
(If different from above)
	___________________________________________________________________________


	Please indicate the Service you require information from and the date(s) applicable.  If you require a complete copy for that Service, please indicate so.

	 (
DISABILITY & REHABILITATION
__________________________________________

 (
GENERAL INPATIENT / OUTPATIENT -
__________________________________________


Hawke’s Bay / Rurals

 (
MATERNITY & CHILD HEALTH
__________________________________________

 (
MENTAL HEALTH & ADDICTION
__________________________________________

 (
OTHER (please specify)
__________________________________________




__________________________________________



__________________________________________




	  OFFICE USE ONLY:

  IDENTIFICATION SIGHTED BY:
_____________________________________________________________

  FORM OF IDENTIFICATION WAS:
_____________________________________________________________

  NOTIFIED OF RELEASE:
______________________   ______________________   ______________


             Team Leader/Manager
                      Consultant
                      Date
  APPROVED FOR RELEASE BY:
______________________   ______________________   ______________


             Team Leader/Manager
                      Consultant
                 Date




	AUTHORISED CONSENT TO ACCESS PERSONAL INFORMATION

Highlighted sections to be completed AND please read Checklist before posting
	CONSENT BY INDIVIDUAL TO ACCESS OWN INFORMATION

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



	
	

	
	CONSENT BY INDIVIDUAL’S PARENT / GUARDIAN TO ACCESS INFORMATION

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

                                     (Please read statement below when signing)

Relationship to Individual:  ……………………………………………………………………………………………

IMPORTANT:
In signing, I certify there is no Protection Order issued in my name, by the Courts, restricting access, to the individuals named in this consent form, to release personal information.


	
	

	
	CONSENT BY INDIVIDUAL’S REPRESENTATIVE TO ACCESS INFORMATION

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

Relationship to Individual:  ……………………………………………………………………………………………

Note:
Proof will be required in the form of an “Enduring Power of Attorney / Welfare Guardian” or if individual deceased, copy of their Will stating person signing is the Executor.  In lieu of no Will, “Letters of Administration” will be required.



	
	

	
	AUTHORISATION TO DISCLOSE PERSONAL INFORMATION TO A THIRD PARTY

I, ……………………………………………………………………   Signature:  ……………………………………

Authorise that access be granted to the below named individual to view and or photocopy the named individual’s clinical record(s) indicated over the page.

Name of person released to:
…………………………………………………………………………………….

The relevant consent box above must also be signed before disclosure to third party actioned



	
	

	
	REQUESTOR’S CHECKLIST

 (
Please ensure you have signed the appropriate section(s) above and enclosed copies of relevant identification.

 (
When signing the appropriate section, ensure that relevant copies of “Enduring Power of Attorney/ Welfare Guardian” or the Will or “Letters of Administration” are enclosed.

 (
Post completed form, with relevant copies of Identification, to address over page.

  Note:
This form and subsequent information are subject to the provisions of the Privacy Act 1993, Health Information Privacy Code 1994 and/or Official Information Act 1982.  You will receive a reply within 20 working days unless deemed urgent.  Further information is available from the Office of the Privacy Commissioner 0800-803-909 or www.privacy.org.nz.




PLEASE COMPLETE DETAILS OVER PAGE

HR:  12.15


