SCOONIE MEDICAL PRACTICE
The Health Centre, Victoria Road, Leven, Fife KY8 4ET

Telephone 01333 432588

Email Fife.f21261scoonie@nhs.scot 
Practice Website: www.scooniemedicalpractice.co.uk 

Subject Access Request (SAR)

Request for information
DATA PROTECTION ACT 2018 APPLIES FOR LIVING PATIENTS
ACCESS TO HEALTH RECORDS ACT 1990 APPLIES FOR DECEASED PATIENTS
Section 1 - Details of person whose records are being requested.

Surname................................................................................................................................
Former Surname if applicable................................................................................................
First Name (s)........................................................................................................................
Date of Birth...........................................................................................................................
Registered Address...............................................................................................................
Current Address if different from above.................................................................................
...............................................................................................................................................

Postcode................................................................................................................................
Daytime telephone number....................................................................................................
I received the leaflet “How to request GP Records & Other personal information”

Section 2 – 
What information is required?

A DWP/PIP information summary report only




A paper copy of the full record
A paper copy of records for date range 

From.......................................to......................................

Other (please specify below)
Section 3

Please give full details of what the information will be used for
Section 4
Please use the space below for further information you feel is relevant to this application

Section 5 - Declaration – one of the boxes must be ticked and documents provided on request
I declare that the information given by me in sections 1-4  is correct to the best of my knowledge and that I am entitled to apply for this information.  
Please tick appropriate box: 

I am the patient

I am the deceased patient’s representative and attach confirmation of my status
I have been appointed by the court to manage the affairs of the patient and attach relevant documentation
I am acting on behalf of the patient and the patient has completed the authorisation (section 5)


I have Welfare Power of Attorney for this patient and attach relevant documentation

Other, specify................................................................................................................

Patient or Applicant’s name …………………………………………………………….........……
Patient or Applicant’s signature..............................................................................................
Address if different from above……………………………………............................................

Daytime telephone number......................……………………………………………........……..

Please ignore this section if you are requesting your own health records/personal information
Section 6 - Patient’s Authorisation
I authorise Scoonie Medical Practice to release the information requested 
to............................................................................................................................................
Whom I have given consent to act on my behalf.

Signature 
…………………………………............……………Date...…………………………….
Please return this form to Secretary, SAR, Scoonie Medical Practice, The Health Centre, Victoria Road, Leven KY8 4ET
Remember that you will need to have your ID verified at the Practice.
Confirmation of identity (OFFICE USE ONLY)

ID checked/Patient verified

Patient verified by....................................                       Date...........................................


