
 
 

Request form for Access to Medical Records 

 

I wish to obtain a copy of the medical record held at: 

 

Practice 

Name of Practice    _____________________________________ 

Name of General Practitioner  _____________________________________ 

 

Patient     

First Name    ____________________________________ 

Surname    ____________________________________ 

Date of Birth    ____________________________________ 

Address     ____________________________________ 

     ____________________________________ 

 

Signature    ____________________________________ 

Date     ____________________________________ 

 

 
       

Dr. Mark O'Kelly  Dr. Conor O’Kelly    Dr. Martin Rourke 

Dr. Niamh Irving   Dr. Niamh O’Connell   Ns. Alannah Smith  

 

 
 

Rialto Primary Care Centre, 1st Floor, 383 South Circular Rd, Rialto, Dublin 8 

Tel: 01-4532147       W: rialtomedical.ie        

http://rialtomedical.ie/


For Practice Use Only: 

Date request received: 

Method of identification: 

Date record provided: 

Person managing access request: 

 

Notes: 

No fee is chargeable for providing a copy of the medical record. It is important for the practice to verify 

the identity of the person making an access request or providing an access authorisation. 

 

 


