Application for Access to Health Information 
(Release of Information)
This form allows you request access to health information held by Aurora Hospitals. We manage these requests in line with privacy laws. Fees may apply; however, information shared with health practitioners for ongoing care is provided free of charge. Asking for specific documents or smaller amounts of information can help reduce costs and processing time.
For urgent requests, if you have any questions or would like a fee estimate, please contact the hospital before submitting your request.

Section 1: Patient Details
[bookmark: Text1]Full Name (Family name, Given names):      
[bookmark: Text2][bookmark: Text3][bookmark: Text4][bookmark: Text24]Date of Birth:       /      /      		Medical Record Number (if known):      
[bookmark: Text5]Address:      
[bookmark: Text6][bookmark: Text7]Contact Phone:                  					Email:      

Section 2: Hospital or Health Service 
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Queensland					
[bookmark: Check29]|_|Belmont Private Hospital
[bookmark: Check30]|_|Currumbin Clinic
[bookmark: Check31]|_|Robina Private Hospital
[bookmark: Check32]|_|Mackay Private Hospital
[bookmark: Check33]|_|Eden Private Hospital
[bookmark: Check34]|_|Townsville Private Hospital

New South Wales
[bookmark: Check35]|_|Kellyville Private Hospital			
[bookmark: Check36]|_|South Coast Private Hospital		
[bookmark: Check37]|_|Toronto Private Hospital
[bookmark: Check38]|_|Westmead Private Hospital

Western Australia			
[bookmark: Check39]|_|Abbotsford Private Hospital 
[bookmark: Check40]|_|Marian Centre
Victoria
[bookmark: Check41]|_|Brunswick Private Hospital
[bookmark: Check42]|_|South Eastern Private Hospital


[bookmark: Check43][bookmark: Text23]|_|Other Service / Hospital:      

Section 2: Applicant Details (if not the patient)
[bookmark: Text25]Full Name:      
[bookmark: Text26]Relationship to patient:      
[bookmark: Text27]Address:      
[bookmark: Text28][bookmark: Text29]Contact Phone:        				Email:      

Section 3: Authority to Act
[bookmark: Check1]|_|Please indicate your authority to access the requested health information.

[bookmark: Check2]|_|Patient (individual to whom the information relates)
[bookmark: Check3]|_|Parent / Legal Guardian*
[bookmark: Check4]|_|Executor of Will / Administrator of Estate)*
[bookmark: Check5]|_|Legal Representative / Enduring Power of Attorney*
[bookmark: Check6][bookmark: Text8]|_|Other lawful authority (please specify)*:      
[bookmark: Check7][bookmark: Check8]* Copies of authority documents provided: |_| Yes |_| No


Section 4: Health Information Requested
Please specify the health information requested:
[bookmark: Check9][bookmark: Check12]|_|Discharge summary					|_|Test results (pathology and/or imaging)
[bookmark: Check10][bookmark: Check13]|_|Confirmation of dates of admission/s 		|_|Admission summary (letter form)	
[bookmark: Check11][bookmark: Check14][bookmark: Text9]|_|Complete medical record				|_|Other (please specify):      
Date range of information requested: 

Section 5: Purpose of Request
This information helps us understand your request, apply the correct fees and provide the appropriate health information, as efficiently as possible.
[bookmark: Text10]     


Section 6: Preferred Method of Access / Release
[bookmark: Check15][bookmark: Check17]|_|View information in person			|_|Express Post 
[bookmark: Check16]|_|Secure electronic delivery (encrypted email or secure portal)
[bookmark: Check18]|_|In-person collection (photo identification required)
[bookmark: Check19][bookmark: Text12]|_|Release to treating health practitioner (Details):      

Section 7: Fees and Timeframes
I understand that reasonable fees may apply for the provision of copies of health information, in accordance with legislation and hospital policy. I acknowledge that the hospital will make reasonable efforts to respond within 10 business days and finalise requests within 30 days. I understand that more complex requests may take longer to process.

Section 8: Declaration and Consent
I declare that the information provided on this form is accurate and complete. I confirm that I am legally authorised to request access to the health information described above and consent to its access or release in accordance with applicable law. I understand that access may be refused or limited where permitted by law.
Signature of Applicant   
[bookmark: Text13][bookmark: Text14][bookmark: Text15]Date of Signature & Request:      /     /     
[bookmark: Text16]Print Name:      

Office Use Only: Health Information Service
[bookmark: Check20]Date request received:	     /     /     	Full search completed: |_|Yes
[bookmark: Text17][bookmark: Check26][bookmark: Check25][bookmark: Check21][bookmark: Check22]UR:      	Identity verified: |_|Yes   |_|No		Authority verified:|_| Yes |_|  No
Fee charged: $_____________   Invoice No: _________________  Payment received:      /     /     
[bookmark: Check24][bookmark: Check23]NHIM Review: |_|Yes |_|N/A		Internal Review Completed: ☐ Yes ☐ N/A 
[bookmark: Check27][bookmark: Check28][bookmark: Text22]Review Outcome:  |_|Release approved	|_|Other:      
[bookmark: Text18]Notes:      


[bookmark: Text19]Date information released:      /     /     	Method of Release:      
[bookmark: Text20][bookmark: Text21]Processed by (Name and Role):       						Initials:      
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