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  FREEDOM OF INFORMATION/RELEASE OF INFORMATION REQUEST FORM

RESEARCH ONLY

Medical Imaging Department - The Royal Children’s Hospital

Flemington Road, Parkville 3052     Telephone:  9345  5274    Fax: 9345 4154

1. REQUESTOR:  


First name:   _________________________________________  Surname:  _____________________________________________

Address:  ___________________________________________________________________________________________________

Telephone:  __________________________________Pager No:  __________________   Fax:  ______________________________

Hospital/Organisation:  ________________________________________   Ethics Research/Audit No:________________________

Signed:  _________________________________________        Date:  __________________________________________________

Please attach copy of co-operating Department document.

2. INFORMATION REQUESTED: 
	UR Number
	Exam No / Examination required
	Date Examined
	Report Required – Yes or No

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	TOTAL
	
	
	


Images required:       1.  CD $20 fee applies    2.  Film $5 per sheet         3. Transferred to Web $5 per patient

	Department to be charged:

  
	Cost Centre:

	Department Head Authorisation:

Name:
	Department Head Signature:


3. APPLICANT’S SIGNATURE:_________________________________ DATE:  ___________________
I certify that to the best of my knowledge that the above details are correct

OFFICE USE






ID Sighted  ( 





By Whom:  _______________________ 





Type of ID:________________________





Number on ID:  ____________________            


Custody  Documents sighted  


Yes   (   N/A  (





Charges 





Application Fee     $_____________


 


Copying Costs      $_____________





Postage                $_____________





TOTAL                 $_____________





Cashiers  Office


Entity:  33920     Cost Centre: Z1004


A/c:  57506         Campus:  RC1  SUB000





 Payment type:


               Cash  /  Cheque  /  Credit Card





Received by:  _____________________


      


Date:  ___________________________











Copying completed by:                          _________________________________________		 Date: _____________  





Post/Collected by:  (Name & Signature) _________________________________________		 Date:______________ 
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