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_________________

Multiple Medical Record Requisition Form

PLEASE SEE OVERLEAF FOR TERMS AND CONDITIONS. THESE MUST BE SIGNED FOR YOUR REQUEST TO BE PROCESSED.      

(HIS EXT: 6644 - HIS FAX: 6311)

Date:   
     ___/____/___
Requested By:___________________________________Position:________________________

Department:
  ____________________________     Ext / Mobile No: ________________________ Pager No:______________

Date Records are required:  _____/_______/_______ 

Records are required until?  _____/_______/_______ (maximum of 7 days from date of retrieval)
Please state the specific purpose of your request:

(   Clinical Trial ($3 fee)   or
TO EACH REQUEST YOU MUST:-  


(   Research ($3 fee)
1. Complete invoice details overleaf



2. Attach copy of letter of approval by Human Research Ethics Committee (HREC)



3. Attach copy of signed Cost Centre Declaration (HIS) 



(Your request will not be processed without this information)

(   Internal Quality Audit (please specify as $3 fee may apply) _______________________________________________

(   Indirect Patient Care (please specify)  ________________________________________________________________

(   Other (please specify as $3 fee may apply) ___________________________________________________________

Please tick your requirements:  (If left blank, only current volume will be retrieved.  Re-requesting additional records may incur additional costs.)

(   Current volume only     

(   Specific date range (specify)________________________
  

(   All volumes        

(   Other (specify)____________________________________

(   Viewing Room        

(   Take to Department/Ward (applicable for unit meetings only and must be 



     returned to HIS within 24 hours)

Does the person who will be accessing the records have “day only” loan privileges approved by the Director, HIS?   
Yes/No
 

If the records you have requested are unavailable after your ‘date required’ would you like them to be placed on back order?  
Yes / No

If so, until what date will you like to have records continue to go on back-order? ______/________/________
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I hereby declare that I have read the terms and conditions on the reverse side of the Multiple Medical Record Requisition Form.

Requestor’s Signature:______________________   Printed Name:_______________________________

Designation/Position:________________________________

TERMS AND CONDITIONS

The requestor agrees to the following terms of conditions of medical record access.

1. Medical records will only be viewed in the HIS Viewing Rooms.

2. Medical records will not be removed from HIS under any circumstances (unless prior “day only” loan privileges have been approved by the Director, HIS).

3. A minimum of 72 hours notice is provided for each request.

4. All costs associated with record retrieval will be met in accordance with the Cost Centre Declaration (HIS) by (insert details of person/department/company to be billed):-

                Invoicing Details:

Name (person to be invoiced): _________________________________________


Department cost centre (if internal): _____________________________________


Company (if applicable):_______________________________________________


Mailing address:_____________________________________________________

5. The requestor agrees to view the medical records within 7 days of when they are made available. Medical records that are retrieved and not viewed with within 7 days will be put back to file. If required again, additional costs will be charged. 

6. Payment of invoices shall be in accordance with Alfred Health’s standard payment terms and conditions (within 30 days of invoice).
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