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APPLICATION FOR ACCESS TO DOCUMENTS
(under Section 248 Mental Health Act 2014)

	APPLICANT CONTACT DETAILS
	DETAILS OF REQUEST 

	Surname                                    First Names

	Personal

          YES (     NO (
	Non-Personal

          YES (     NO (  

	Australian Postal Address


	Name of Organisation/Business

(if application is on behalf of an organisation)

	State


	Post Code
	

	Ph Home


	Ph Work
	I require a copy of the document(s)

          YES (     NO (

	Date of Birth


	Email Address
	


Are you applying for information about another person/patient?  (  Yes       No  (
If you answered Yes, please give details of the other person in the boxes below:
	PATIENT CONTACT DETAILS
	DETAILS OF REQUEST 

	Surname                                    First Names


	Your relationship to patient:

	Australian Postal Address


	

	State


	Post Code
	

	Ph Home


	Ph Work
	

	Date of Birth


	Email Address
	


If you are applying on behalf of someone else, you must provide original, current written consent signed by that person in addition to proof of identification for both parties.  

I am applying for access to document(s) concerning (Attach  further pages if required) 

........................................................................................................................................……………………........

From which site/health service do you require these documents? _______________________________
APPLICANT'S SIGNATURE: ......................................................…………......  Date …....../.…...../……….....

THERE IS NO APPLICATION FEE OR CHARGE FOR PERSONAL INFORMATION

Applications

*
Please provide sufficient information to enable the correct document(s) to be identified.

*
Your application will be dealt with as soon as practicable after it is received.  

*
Further information regarding your application can be obtained from the Area FOI Co-ordinator at Graylands Hospital on 6159 6475
Personal Information
Proof of identity wil be required where applicants are seeking access to Personal Information.  You will be required to provide such proof before access is given to documents containing Personal Information.  Certified or notorised copies of identification will suffice. Most Pharmacies are able to certify ID for members of the public.
 PLEASE COMPLETE REVERSE OF THIS FORM
Any or all of the following types of documents may be included in your Medical Record.  Please indicate by a SYMBOL 214 \f "Symbol" in the appropriate place which of the documents you wish to receive.  By doing this, you will help us to reduce the amount of photocopying and subsequent waste of paper and time.

	DOCUMENT
	DESCRIPTION
	YES
	NO

	DISCHARGE SUMMARY


	
	
	

	REGISTRATION FORM


	Computer form with name, address, contact etc.
	
	

	MENTAL HEALTH ACT REFERRAL/ADMISSION FORMS
	Forms used for referral/admission as an involuntary patient
	
	

	REFERRAL LETTERS
	
	
	

	PROGRESS NOTES including: 
	Medical

Nursing

Psychology

Social Work

Occupational Therapy

Physiotherapy
	________________________________________________
	__________________________________________

	NURSING CARE PLANS, 

ASSESSMENTS & DISCHARGE PLANS
	
	
	

	CORRESPONDENCE including:
	Letters from you

Relatives/friends

Legal

Other doctors/hospitals
	________________________________
	____________________________

	OBSERVATION CHARTS

including:
	Admission

Weight

Diet/fluid intake

Blood Pressure & Temp.
	________________________________
	____________________________

	TEST RESULTS including:
	Blood tests

X-rays

CAT scans

EEG / ECG
	________________________________
	____________________________

	OTHER INFORMATION (PLEASE SPECIFY):
	

	
	

	
	


I wish to have documentation relating to:

MOST RECENT ADMISSION

ALL ADMISSIONS



Applications may be lodged:

	By post, addressed to: –
	Area FOI Coordinator

P.O. Private Bag 1

CLAREMONT  WA  6910
	    In person at:
	FOI Reception, Fitzroy House

Graylands Hospital

Brockway Road

MT CLAREMONT  WA  6010


By email, addressed to:  FOI.GH@health.wa.gov.au

Verison control:  MHA Application form 14102020
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