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MEDICAL RECORDS REQUEST FORM

	Name of the Person 
Submitting the Request:
	

	ID Number:
	

	Address:
	

	Phone Number:
	

	E-mail Address:
	



	[bookmark: _Hlk67912031]Records Subject to Release:
	

	
	requested documentation (please specify)

	Patient`s Name:
	

	
	

	Date of Birth:
	

	
	

	Name of the Hospital Unit / Ward:  
	

	
	

	Period of  Hospitalization:
	

	
	

	Purpose of the Request:
	



	Requestor is:
	· patient 

	
	· spouse / common-law spouse of the patient

	
	· life partner / informal life partner of the patient

	
	· parent 

	
	· adult child 

	
	· adult brother or sister

	
	· legal representative / guardian



	Format of Requested Medical Records:
	· hard copy

	
	· copy on CD 

	
	· copy on DVD 

	
	· scanned medical records



	Delivery Method:
	· collected in person

	
	· by post 

	
	· by e-mail



	Place and Date:
	

	Signature of Patient / Person Submitting the Request:
	



By signing this request, I hereby consent to the processing of my personal data contained herein by the University Hospital for Infectious Diseases “Dr. Fran Mihaljević”, solely for the purpose of issuing copies of my medical records in accordance with this request. My signature also indicates that I authorize the disclosure of my health information to the requestor.
DOCUMENTS TO BE ATTACHED TO THE MEDICAL RECORDS REQUEST FORM:  
          
	If the request is submitted by the patient:
	1) COPY OF A VALID PERSONAL IDENTIFICATION DOCUMENT (ID card, passport, etc.)

	If the request is submitted by a person legally authorized to request copies of medical records (spouse, common-law spouse, life partner, informal life partner, adult child, parent, adult sibling, or legal guardian/representative of the patient):
	1) COPY OF THE REQUESTER’S VALID PERSONAL IDENTIFICATION DOCUMENT

	
	2) COPY OF THE PATIENT’S VALID PERSONAL IDENTIFICATION DOCUMENT, if available (mandatory for deceased patients) 

	
	3) PROOF JUSTIFYING THE REQUEST FOR MEDICAL RECORDS (e.g., proof of relationship: birth certificate, extract from the birth/death register, marriage certificate, power of attorney, competent authority decision, etc.) 




	
[bookmark: _GoBack]Submission Methods for the Request and Supporting Documents
	· Submit in person at the Registry Office of the Department for Legal, Human Resources and General Affairs, University Hospital for Infectious Diseases “Dr. Fran Mihaljević”

	
	· Send by mail to: University Hospital for Infectious Diseases “Dr. Fran Mihaljević”, Mirogojska cesta 8, 10 000 Zagreb, Medical Records Department 

	
	· Send by e-mail to: ozmd@bfm.hr


 

	To be completed by the
University Hospital for Infectious Diseases “Dr. Fran Mihaljević”

	Medical Records 
Request Form is:
	· APPROVED

	
	· NOT APPROVED 

	
	Explanation:


	
	· INCOMPLETE 

	In Zagreb,  _____________
	Signature of Authorized Person:



	              (date)
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