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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 ISSUANCE OF A COPY OF MEDICAL DOCUMENTATION
FOR A LIVING PERSON’S MEDICAL RECORDS

	1.  Patient (person receiving care) data:

	Name (including birth name):
	

	Place and date of birth:
	

	Mother’s name:
	

	Address: 
	

	Social Security Number (TAJ):
	

	Telephone number: (please provide if you request administration by phone)
	

	E-mail address: (please provide if you request administration electronically)
	



	2.  2. Applicant’s personal data: (if the applicant is the same as the patient, this section does not need to be filled in)

	Name (including birth name):
	

	Place and date of birth:
	

	Mother’s name:

	

	Mailing address: (please provide if you request administration by post)
	

	Telephone number: (please provide if you request administration by phone)
	

	E-mail address: (please provide if you request administration electronically)
	



	


3. If the patient and the applicant are not the same person, the request for the copy is made:

	

based on authorization (a copy of the authorization must be attached)
☐
	acting as a legal representative (parent, guardian, custodian) or acting as a legally entitled person (e.g., a relative in case of a legally incapacitated patient) *
☐
*Please underline the appropriate option



	4. If the request for the copy / data provision is made 
• spouse,
• direct ascendant or descendant,
• sibling,
• common-law partner,
• descendant.
 *Please underline the appropriate option
	
for the purpose of revealing a reason affecting the life or health of the patient’s:

☐
	

for the purpose of providing healthcare to these persons

☐

	
	
for the purpose of providing healthcare to these persons and it is not possible to learn or infer the health data by any other means.





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

	



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

	Name:
	

	Date of care:
	

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



	7. Documentation to be accessed and method of access:
	Issuance of a copy

	Full medical documentation
	☐

	Discharge summary
	☐

	Outpatient report 
	☐

	X-ray / MRI / CT – image (report)
	☐

	Medical certificate of injury
	☐

	
Other specified documents:

	

	
	

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



	9. Method of paying the service fee: (to be completed after notification by the administrator; the first requested copy is free of charge (except for the medical certificate of injury); bank account number: 11738008-21489822-00000000 in the note field please indicate: patient’s name, purpose of payment, and the financial center identifier: P.k.: 4BYDXYY0EBEV)

	Free of charge (first request)
	☐

	Bank transfer
	☐

	
	

	10. Attached documents:

	

	



	11. Remarks:

	

	
Dated:                                                                   Applicant:
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