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Presidential Office
H-4032 Debrecen, Nagyerdei krt. 98.Clinical Centre

H-4002 Debrecen, POB: 400.
Phone: +36-52-417-571, Fax: +36-52-419-807


APPLICATION FOR A COPY OF MEDICAL RECORDS
RELATING TO A DECEASED PERSON

	1. Data of the Deceased Patient:

	Name (including birth name):
	

	Place and date of birth:
	

	Mother’s name:
	

	Address:
	

	Social Security Number (TAJ):
	



	2. Data of the Applicant:

	Name (including birth name):
	

	Place and date of birth:
	

	Mother’s name:
	

	Address: (please provide if requesting by post)
	

	Phone number: (please provide if requesting by phone)
	

	E-mail address: (please provide if requesting electronically)
	



	3. Purpose of Copy/Provision of Data:

	a) The copy/provision of data is requested by the deceased patient’s:
· spouse,
· direct relative in the ascending/descending line,
· sibling,
· cohabiting partner,
· descendant.

*Please underline the appropriate option

	
for the purpose of disclosing reasons affecting his/her life and health
☐
	for the purpose of the healthcare of these persons
☐

	
	and the data cannot be otherwise obtained or inferred.

	1. The copy/provision of data is requested by the deceased patient’s
0. legal representative,
0. close relative,
0. heir.

       *Please underline the appropriate option
	
for the purpose of obtaining data concerning or possibly connected to the cause of death.

☐
	
for the purpose of obtaining data related to the medical treatment prior to death



☐



	4. For the above-specified purpose, certification by a physician/expert regarding the required data and the justification for its disclosure:
	


5. If acting as a guardian or custodian, the reference number of the appointing decision:


	6. Name of the organizational unit/clinic/department/outpatient service providing care to the patient, and the period of care:

	Name:
	

	Period of care:
	

	Other data relevant to the care (e.g., name of attending physician, etc.):
	



	7. Documentation to be accessed and the method of access
	Issue of a copy 

	Complete medical documentation [not possible in case of justification under point 3.a)]
	☐

	Death certificate
	☐

	Medical Certificate of Death
	☐

	Discharge Summary
	☐

	Outpatient medical record
	☐

	X-ray/MRI/CT – imaging report
	☐

	
Other specified document:
	


8. Method of receiving the copy/provision of medical documentation: e-mail, post*
* Please underline the appropriate option


	9. Method of payment of the fee: (to be completed following notification by the administrator; the first requested copy is free of charge;bank account number: 11738008-21489822-00000000 the “payment reference” field please indicate: patient’s name, the purpose of payment, and the financial center identifier:: P.k.: 4BYDXYY0EBEV)

	Free of charge (first request)
	☐

	Bank transfer
	☐



	10. Attached documents: (if the patient did not pass away in the hospital and a copy is requested under point 3.b), a copy of the medical certificate of death must be attached)


	11. Remarks:




Date: _______________________________ 				Applicant: _________________________________
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