
 CONSENT TO THIRD PARTY ACCESS TO RECORDS  
 

Important:   Please read carefully before you consent to a third party access             
   your records. 

Patients have a right to request access to their own medical records and can also provide consent for 
disclosure to third parties. The Practice has a duty to protect the confidential data of our patients under the 
Data Protection Act (1998). By completing this form, you are authorising the Practice to share your confidential 
data with someone else, a third party. Patients requesting third party access to their records need to be aware 
of the potential consequences and be clear about exactly what part/s of their records the consent applies to.  

Patients should note that it is their responsibility to notify the Practice, in writing, if they have any concerns, 
change their mind or no longer wish for the said third party to access their records in the future for any reason.  

Consent to third party access to children’s records 

Parents can make subject access requests on behalf of their children who are too young to make their own 

request. A young person aged 12 years or above is generally considered mature enough to understand what a 

subject access request is. They can make their own request and would need to provide their consent to allow 

their parent to make the request for them. Any parental access to a child’s records must be in the child’s best 

interests. 

 

Details of patient requesting third party access to their records 

Full Name ………………………………………………….   DOB: …………………………………… 

Address: ………………………………………………………………………………….  Postcode: …………… 

Telephone no.: ……………………………………………………………. Mobile: …………………………………. 

Details of third party to be given access to your records 

Full name ………………………………………………………  DOB: …………………………………… 

Relationship ……………………………………………………… 

Address: ……………………………………………………………………………… Postcode: ……………… 

Tel no.: …………………………………………………………….. Mobile no: ……………………………… 

 

I, ……………………………………………………, hereby give consent for ……………………………………….. to 

have access to the following aspects of my clinical records at the Fairlands Practice:  

1. Partial Access (please clearly state what aspects you give consent to) …………………………………… 

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

2. Full Access (all aspects of my records including consultations, results, letters etc)   □ 

I have read and understood the above and I am aware of the potential consequences. I am also aware that it 

is my full responsibility to notify the Practice if I wish to make any changes to or withdraw this consent.  

Signed by patient: ……………………………………………..  Date: ………………………………………… 

 


