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RELEASE OF HEALTH INFORMATION
Requests to access medical records/ health information held by West Coast District Health Board

Please read the following information before completing the request form.

The West Coast District Health Board (WCDHB) is required to safeguard your personal information by ensuring compliance with the Health and Disability Standards 2008, and respecting your right to have confidential information pertaining to your care.  You must therefore personally identify yourself as that person by signing the request form and attaching proof of identity.

If you wish to access the health records of someone other than you, you must also complete this form and provide proof of identity and supporting information.   The same process applies where you ask WCDHB to release your patient information to someone other than you.  We refer to these requests as “third party access requests”.

You can access your clinical records in three ways:

· Viewing in person

· If you wish to view your clinical records, there may be a staff member with you when you do so.  You must not alter, deface or remove any information.  

· Receiving a photocopy of your information

· If you wish you may have a clinician present to ask questions and explain specific procedures

· Verbal communication

Your request may take up to 20 working days to complete. We will inform you if an extension to this timeframe is required. 

WCDHB may refuse you access or disclosure of certain parts of your clinical record under the provisions of the Health Information Privacy Code 1994. We will state the reason for such a refusal and you do have the right of review of the decision through the Privacy Commissioner.

You also have the right to seek a correction of your health information.  You can do so by writing to the WCDHB Privacy Officer at PO Box 387, Greymouth 7840 or emailing on clinicalrecords@westcoastdhb.health.nz .

Please be aware, if your medical clinical record has been inactive for more than 10 years or your mental health record has been inactive for more than 20 years, it may have been destroyed.

WHAT WE NEED FROM YOU

1. COMPLETE THE FORM

Part 1: 
The details of the patient and the records or health information which is being requested 

Part 2: 
Ensuring there is consent or proper authority to release the requested information

Please complete BOTH sections.
2. PROOF OF IDENTITY 

Proof of identity is required with ALL requests for patient information.  We require proofs of identity for:

· The patient whose records are being requested (unless the request is for the records of a child under 16 years of age or the patient is incapacitated or deceased); AND
· Any person who is requesting the records of someone other than themselves (for example, a child’s parent or legal guardian, a person’s enduring power of attorney or executor).

WCDHB will accept one of the following as proof of identity: Drivers Licence, or photo/signature page from valid passport OR other form of ID, e.g., Community Services Card. 

3. SUPPORTING INFORMATION

If you are requesting the health information of someone for whom you are the legal representative, we require evidence of this relationship.  For example, we require a copy of the Enduring Power of Attorney document, Welfare Guardian Court order, the patient’s Will, or the Letters of Administration.  
4. GIVE THE FORM TO US

	Please post completed from to:

Medical Records Supervisor

Medical Records

Greymouth Hospital

PO Box 387 

Greymouth 7840
5. WE’LL RESPOND

	OR
	Hand-deliver the form to the relevant area your clinical documentation is held e.g.  

Rural Academic General Practice, Buller Hospital or Mental Health Service


In accordance with section 40 of the Privacy Act 1993, we will respond to your request no later than 20 working days after date of receipt.  Every effort will be made to meet required timeframes, but this will not always be possible.

This form and the health information it relates to are subject to the Privacy Act 1993, Health Information Privacy Code 1994 and/or Official Information Act 1982.   Further information about the relevant law is available from the Office of the Privacy Commissioner 0800 803 909 or www.privacy.org.nz.


PART 1 – please complete in full
PATIENT’S DETAILS (RECORDS TO BE ACCESSED)

Full Name of Patient:_____
Other Names known by:____     ________________
Full Residential or Postal Address: _____     ____
Date of Birth:___      /     /     ________Contact Number:  Home/Work: _     ___  Cell:__     _

Date information requested by if urgent: (NOT ASAP)      /     _/       (Please see notes on previous pages about response timeframes)
Reason for request for urgency: ___     ____

INFORMATION REQUESTED
	Clinical Record

	 FORMCHECKBOX 
Greymouth Hospital     

 FORMCHECKBOX 
  Reefton Hospital 

 FORMCHECKBOX 
  Buller Hospital 

 FORMCHECKBOX 
  Kynnersley (pre Sept 2015)
 FORMCHECKBOX 
  Ziman House
	 FORMCHECKBOX 
  Emergency Department 

 FORMCHECKBOX 
  Mental Health 

 FORMCHECKBOX 
  Kahurangi

 FORMCHECKBOX 
  District Nursing
 FORMCHECKBOX 
  Radiology
	WCDHB General Practitioner:

	· 
	· 
	 FORMCHECKBOX 
  Buller Medical Service

 FORMCHECKBOX 
  Ngakawau

 FORMCHECKBOX 
  Karamea

 FORMCHECKBOX 
  Reefton 
	 FORMCHECKBOX 
  Grey Medical Centre

 FORMCHECKBOX 
  RAGP

 FORMCHECKBOX 
  Moana

 FORMCHECKBOX 
  South Westland

	Outpatient Clinic (Specify)__      _ Date of injury / medical treatment      /     /     

	Allied Health Therapy Services:       Dates of treatment:          from            /     /           to          /     /     

	 FORMCHECKBOX 
  Physiotherapy

 FORMCHECKBOX 
  Occupational Therapy
	 FORMCHECKBOX 
  Speech Language Therapy 

 FORMCHECKBOX 
  Social Work 
	 FORMCHECKBOX 
  Dietetics/Nutrition

 FORMCHECKBOX 
  Medical Technical
	 FORMCHECKBOX 
  Pharmacy

	Documentation Requested

	 FORMCHECKBOX 
  Assessment 
 FORMCHECKBOX 
  Clinical Notes, includes care plans

 FORMCHECKBOX 
  Correspondence and/or Referrals

 FORMCHECKBOX 
  Discharge Summary

 FORMCHECKBOX 
  Monitoring Charts (eg medication, temperature)

 FORMCHECKBOX 
  Operation Notes/Report

 FORMCHECKBOX 
  Report

	 FORMCHECKBOX 
   Investigations (e.g. laboratory tests)

 FORMCHECKBOX 
   Radiology -  please include date of injury / body location__     ______

 FORMCHECKBOX 
  Images (e.g. X-Ray, CT) there is a charge for imaging on CD/DVD

 FORMCHECKBOX 
  Complete record from      /     /       to      /     /     
 FORMCHECKBOX 
  Other (specify e.g. Mental Health Act  documentation, chemotherapy treatment charts) ____     _____

	Please give any specific details about the documentation you are requesting;
     


	Manner in which Information is Requested

	 FORMCHECKBOX 
   Verbal
	 FORMCHECKBOX 
   View personally
	 FORMCHECKBOX 
   Photocopy                    
	 FORMCHECKBOX 
   Collect
	   FORMCHECKBOX 
Post
	 FORMCHECKBOX 
  Email (not secure)



PART 2 – please complete relevant section/s
REQUEST BY THE PATIENT
A. REQUEST BY PATIENT TO ACCESS OWN INFORMATION
I, __     __ [full name], request access to my health information as outlined in Part 1 of this form.

Signature: __     ___
Date: _____     _______
           FORMCHECKBOX 
   I have attached proof of ID for me as the patient
THIRD PARTY ACCESS REQUESTS
B. PATIENT’S CONSENT AND REQUEST TO RELEASE OF INFORMATION TO A THIRD PARTY

I, __      [full name], request and consent to the following person receiving my health information as outlined in Part 1 of this form.

Full name of person (the third party) to receive my health information: ___     ___

Third party’s address: __     _________

Third party’s daytime contact phone number: __     _________
Patient’s signature: ____     _____________

Date: ____     _______

 FORMCHECKBOX 
   The third party who is to receive my information has completed section E of this form
 FORMCHECKBOX 
   I have attached proof of ID for me as the patient
 FORMCHECKBOX 
   I have attached proof of ID for the third party who is to receive my information

C. LEGAL GUARDIAN’S REQUEST TO ACCESS INFORMATION ABOUT A CHILD UNDER 16 YEARS OF AGE

Legal guardian’s full name:  ___     ________

Relationship to child patient:  ___     _____
Address: ___     ___________
Daytime Contact Number: ___     _____
Is there a Counsel for the Child:                 FORMCHECKBOX 
   Yes /   FORMCHECKBOX 
   No

If yes, Counsel’s name: _____     ______  Contact number: _____     ______

Is there a Protection Order issued against you by the Courts relating to this child or anyone involved with this child’s care? 
 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No
If yes, please attach a copy of the Protection Order for us to assess its impact on your information request.
I request access to the child’s health information as outlined in Part 1 of this form.

Legal guardian’s signature: __     ___

Date: _____     ____________
 FORMCHECKBOX 
    I have attached proof of ID for me as the third party requesting information

D. REQUEST BY PATIENT’S ENDURING POWER OF ATTORNEY / WELFARE GUARDIAN / ADMINISTRATOR / EXECUTOR 
 FORMCHECKBOX 
    I hold an enduring power of attorney relating to health or have been appointed as welfare guardian for the patient
 FORMCHECKBOX 
    The individual is deceased and I am the trustee/executor/administrator of his or her estate.

Name:      __     ___________     Date: ___     _________

Address:    __     ____________
Daytime Contact Number:  ___     __________

I request and consent to the following person receiving the patient’s health information as outlined in Part 1 of this form.

Name of person receiving information:      ___     ________     

Relationship to patient:  _____     _____________

Address of person receiving information:    _____     ________
Daytime contact number of person receiving information:  ___     _________

Signature of patient’s representative: ____     __________   

 FORMCHECKBOX 
   I have attached a copy of the Enduring Power of Attorney document / Welfare Guardian Order / Will OR Letters of   Administration confirming I am the patient’s representative
 FORMCHECKBOX 
   I have attached proof of ID for me as the third party requesting the release of information
 FORMCHECKBOX 
   I have attached proof of ID for the person who will receive the information

E. OTHER THIRD PARTY REQUESTS 
I wish to receive the patient’s health information as outlined in Part 1 of this form and do not fall within any of the previous categories. 

Name:      ___     ___________     Date: ___     ___
Relationship to patient: _____     __
Reason for request:  ____     ______

Address:    __     ____
Daytime Contact Number:  ____     ____
Signature: ___     _____ 

 FORMCHECKBOX 
    I have attached proof of ID as the third party who is to receive information
 FORMCHECKBOX 
    If the patient has consented to the release of information to me, the patient has completed section B of this form and attached his or her ID.
	FOR WCDHB OFFICE STAFF USE ONLY 

(WCDHB-PRIV1 V1 Issued: August 2016)
Name and signature of staff member processing request:…………………………………………………………….Date……/……/…….

ID Verified:  Yes  /  No  

Form of ID: Driver’s Licence / Passport / Other ID  - Specify:…………………………………….

Request is AUTHORISED Yes / No 
Specify reason if No: (OR see attached letter)………………………………………………………

Date Information Released: ……/……/……  OR if information delivered to applicant in person:

Data Base Entry Completed Yes / No


West Coast District Health Board Te Poari Hauora a Rohe o Tai Poutini











