Under the Freedom of Information Act, 1997 users of all voluntary hospitals have the following legal rights:

· the right to access personal information held on them (no matter when the information was created) subject to availability, having regard to the public interest and the right to privacy.

· the right to have personal information amended where such information is incomplete, incorrect or misleading.

· the right to be given reasons for decisions taken by public bodies which affect them.
You may use the following sample form to apply under the FOI Act for records held by the Hospital in relation to your maternity care. 
Tips:

· Describe the records as fully as you can.

· State precisely in whose name those records are held, along with their date of birth, full name and full address at the time of delivery. 

· Not all fields in this sample form may apply to your file, delete as applicable.

· Before being given access to personal information relating to yourself, you may be asked to provide proof of identity.  You may send a photocopy of photographic ID with your form or wait until the FOI officer contacts you.

· Use BLOCK letters

You will not normally be given access to personal information of another person unless you have obtained the written consent of that person.
You do not have to give a reason for wanting to obtain a copy of your file and should not be asked to give a reason

.

Completed forms should be returned to:

FOI Officer / Patient Services Manager at the hospital address. 
	· 
	


Details of Applicant:
Surname: 
_____________________________________________________

First Name: 
_____________________________________________________

Postal Address: 
_____________________________________________________


_____________________________________________________

_____________________________________________________
Phone No: 
_____________________________________________________
Details of Request
In accordance with Section 7 of the FOI Act, I request access to records which are: (Delete as appropriate)

Personal / Non-Personal
I request the following records: 
Name:
______________________________________________________
Address: 
______________________________________________________
______________________________________________________
D.O.B: 
______________________________________________________

Patient / Hospital number:  ___________________________________________

Date of Delivery:
___________________________________________________  

Form of Access: 

My preferred form of access is: (e.g: to receive copies of the records by post)
__________________________________________________________________
Other  Details:  (Use this section to provide any additional information that may help to identify the records you are requesting.)
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
Signature: _______________________________ 

Date: ____________________

