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BEAUMONT HOSPITAL
REQUEST FOR COPY OF MEDICAL RECORDS

Medical Staff Details
*Staff Member Name: __________________________________________

*Health Agency/ Hospital:__________________________________________

*Work Telephone Number: _____________________________

*Work Email: _____________________________________

*Please note only Health Agency or Hospital email address will be accepted
Bleep: _______________________________________
Patient Details

*Name of Patient: __________________________________________
*Date of Birth of Patient: ______________________________
*Current Address of Patient: ______________________________________________________

______________________________________________________
______________________________________________________
Address of patient at the time of treatment: (if different from your current address)______________________________________________________

______________________________________________________________

*Please provide details of the information you are looking for (for example,a discharge summary, ECG report, clip make and model number)
______________________________________________________________

______________________________________________________________
Specific Date Period (if applicable): 
Any additional information which you feel is important to the request:

______________________________________________________________

____________________________________________________________
***Please note you will also need to supply a consent form from the patient which you can download here.***
Please return this form to routineaccess@beaumont.ie or post to
Routine Access Department

Beaumont Hospital

Dublin 9

Please note we do not accept requests through fax.







