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CONFIDENTIALITY AND DATA USE

The National Maternity Hospital fully respects your right to privacy and confidentiality in relation to your interaction with us through this Routine Access Request Form. All data and information that you volunteer will be treated with the highest standard of security and confidentiality, strictly in accordance with the Data Protection Act, 2018 and used only for the
intended purpose of seeking to continually improve the quality and safety of our services. 



PLEASE COMPLETE THE FORM  BELOW AND SEND TO:.
Routine Access, Medical Records Department, National Maternity Hospital, Holles St., Dublin D02 YH21

[bookmark: _GoBack]Proof of Identity Required
To ensure that personal information is only disclosed to the correct individual, the National Maternity Hospital requires proof of identity before processing Access Requests. Please provide one of the following: Passport, Divers License, Public Services Card (back and front)
	
01.
	
SURNAME:
(when patient of NMH)
	
	
	
	

	
02.
	
FORENAME:
	
	
	
	

	
	(when patient of NMH)
	
	
	
	

	
03.
	
CURRENT SURNAME:
	
	
	
	

	
	(if different to present)
	
	
	
	

	
04.
	
HOME ADDRESS:
	
	
	
	

	
	(when patient of NMH)
	
	
	
	

	
05.
	
CURRENT HOME ADDRESS:
(if different to present)
	
	
	
	

	
06.
	
DATE OF BIRTH:
	
	
	
	

	
07.
	
HOSPITAL NUMBER:
	
	
	
	

	
	(if known)
	
	
	
	

	
08.
	
HOME TELEPHONE No.:
	
MOBILE No.:
	

	
09.
	
DETAILS OF INFORMATION REQUEST:

	
10.
	
SIGNED:
	
	
DATE:
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                C O N FI D E N T I A L I T Y A N D   D A T A  U S E     Th e   N ati o na l  Mat e r nit y   H o s p i t a l  f ull y  r e s pec t s   y o u r  r i g h t   t o p r i v a c y  an d c o n f i de ntialit y   i n  r el ati o n  t o  yo u r   int e r a c ti o n   wi t h   u s  th ro u gh  thi s  R o utin e   A c c ess  R e q u est   F orm .   All d at a   an d  inf or m ati o n   tha t  yo u   v o lunt eer  w il l be   tr ea t ed wi t h  th e   hi g h est  s tan d a r d  o f se c u r it y   an d  c o n f i de ntialit y , s t r i c tl y   i n  a c c o r d a n ce wi t h  th e   D at a   P ro t e c ti o n  Ac t ,  2 0 1 8  an d  u s e d  o nl y  f o r  th e   int e n ded p u r p o se   o f s e e k in g  t o   c o ntinuall y   i mp r ov e   th e   q ualit y   an d sa f e t y  o f  o u r se r v i ce s .           PL E A S E  C OMPLETE   THE  F O R M    B E L O W   A N D   SEN D TO:.   Routine Acc ess,  Medical   Records  Department ,  N a t i on al   Ma t er n i ty   H o s p i t a l ,   H o ll e s   S t . ,   Dub li n  D0 2  Y H21     Proof of Identity Required   To ensure that personal information is only disclosed to the correct individual, the N ational Maternity Hospital requires proof of  ident ity before pr ocessing  Access Request s .   Please provide   one of the followin g: Pas sport, Divers  License , Public Services  Card (back  and front)  

  01.    S U RN A M E:   ( wh e n   p a tie n t  o f   N M H )      

  02.    FO R E N A M E:      

( wh e n   p a tie n t  o f   N M H )      

  03.    C U RR E N T SU R N A M E:      

( i f   di ff e r e n t  t o  p r e sen t )      

  04.    H O ME A DD R ES S:      

( wh e n   p a tie n t  o f   N M H )      

  05.    C U RR E N T  H OME A DD R E S S :   ( i f   di ff e r e n t  t o  p r e sen t )      

  06.    D A T E OF   BIRTH:      

  07.    H O S PIT A L   N UMB E R :      

( i f   k n o wn )      

  08.    H O ME T E LEPHO N E   N o .:    MOBI L E  N o .:   

  09.    DE T A I L S OF   I N F O R M A TION   R E Q UE S T:  

  10.    S IG N E D:     D A TE :   
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