
REQUEST TO ACCESS  
PATIENT INFORMATION

SECTION 1: Patient Details (patient/responsible person to complete)
Patient (print name): Date of birth:

................ / ................. /................
Patient Information will be released in accordance with the Privacy Act 1988.

If patient is incapable of giving or communicating consent, health information may be provided to a responsible person as 
defined by the Act. 
Deceased - In the event that the person is deceased, the applicant must be the Executor of the Will or, Administrator. Proof of 
this relationship is required. Limited information may be provided to Next of Kin.
Responsible person (print name):

Relationship to patient: Please provide photocopied proof of authorisation prior to this request being processed
 Parent/Guardian    Next of Kin (limited information)    Enduring Power of Attorney
 Executor/Administrator of Will  DVA

Please specify reason why patient is incapable of giving/communicating consent:

Address: Postcode:

Contact number (mobile):
 

Contact number (alternate): Contact number (after hours):

SECTION 2: Information Access Details (patient/responsible person to complete)

Specific nature of information:

How would you like the information to be presented?
 Copy of information     Summary of information     Discussion of contents with relevant staff member

Print name: Signature: Date:
............ / ............ / ............
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Surname: .......................................................................... MR/UR no.: .......................................
Given name(s): ...................................................................................................................................
Address: ...................................................................................................................................................
Postcode: ............................................. DOB: ....................................................................................
Doctor: ........................................................................................................................................................

(OR AFFIX PATIENT IDENTIFICATION LABEL HERE)



REQUEST TO ACCESS  
PATIENT INFORMATION

SECTION 3: Acknowledgment of Potential Costs (patient/responsible person to complete)
 » I acknowledge there may be a cost involved and that payment will be required on or prior to collection.  
 » I will be notified of the amount in due course. 

Print name: Signature: Date:
............ / ............ / ............

SECTION 4: Patient Records (patient/responsible person to complete)
Requested information to be:

 EMAIL to: 
 Patient/applicant  
 Other (specify): ......................................................................................................................................................................................................

 Email address: ............................................................................................................................................................................................................................................................................
OR

 COLLECTED by:
 Patient/applicant  
 Other (specify): ......................................................................................................................................................................................................

OR

 POSTED to:
 Patient/applicant  
 Other (specify): ......................................................................................................................................................................................................

Please complete name and address or email of person to whom the information is to be sent:

Print name: Signature: Date:
............ / ............ / ............

Within 30 days of receiving your application you will be advised of the outcome of your request.
 » Please send completed forms for:

• Buderim Private Hospital to BPHMedicalRecords@uchealth.com.au
• The Wesley Hospital to twh.medicolegal@uchealth.com.au
• St. Andrews War Memorial Hospital to SAWMH.InfoAccess@uchealth.com.au

 » Please attach a photocopy of one of the following types of identification: 
• Photo ID Driver’s licence
• Passport DVA
• Pension or Student card Enduring Power of Attorney
• Guardianship Order Executor/Administrator

 » Please ensure the photocopy clearly reveals your signature.
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Surname: .......................................................................... MR/UR no.: .......................................
Given name(s): ...................................................................................................................................
Address: ...................................................................................................................................................
Postcode: ............................................. DOB: ....................................................................................
Doctor: ........................................................................................................................................................

(OR AFFIX PATIENT IDENTIFICATION LABEL HERE)


