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BEAUMONT HOSPITAL
REQUEST FOR COPY OF MEDICAL RECORDS

Name: __________________________________________
Medical Record Number: (please leave blank if you do not know this number):_________________________________________________

Name at the time you were a patient: (if it differs from your present name)
_________________________________________________________

Date of Birth: ______________________________
Current Address:______________________________________________________

______________________________________________________________

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

______________________________________________________________

Telephone contact details: ______________________
Please provide details of the information you are looking for (for example, requesting a copy of the result of an x-ray you had in January 2015) or use the tick box on the next page:
______________________________________________________________

______________________________________________________________

Any additional information which you feel is important to your request:

______________________________________________________________

______________________________________________________________

Please Tick:

Specific Date Period: 

	Admission Sheet’s  
□

Clinical Notes

□

Operation Notes

□

Investigations 

□

Nursing Notes

□

Correspondance

□

X-Ray Results

□


	X-Rays on CD

□

Blood Results

□

Microbiology Results
□

Emergency Dept Notes
□

Social Work Notes

□

Physiotherapy Notes
□

Occupational Therapy 
□




***We require documentary evidence of proof of identity AND proof of address to be submitted with this request.*** The documents considered most suitable for identification purposes are one of the following:

· Copy of your current passport
or;
· Copy of your current drivers licence
AND
· A current utility bill (such as a gas, electricity or telephone or mobile phone bill) 

or;
· A current car or home insurance policy that shows your address
Signed……………………………………………………………

Dated…………………………………………………………….

Please return this form and a copy of your photo I.D and proof of address to Beaumont Hospital, Routine Access/FOI Dept Beaumont Rd, Dublin 9. 
