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  FREEDOM OF INFORMATION / RELEASE OF INFORMATION REQUEST FORM


Medical Imaging Department - The Royal Children’s Hospital

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

1. REQUESTOR:       MEDICAL OFFICER  (  HOSPITAL  (  PARENT/GUARDIAN  (  PATIENT  (
First Name:   _________________________________________  Surname:  _____________________________________________

Address:  ___________________________________________________________________________________________________

Telephone:  _________________________________________   Fax:  __________________________________________________

Hospital/Organisation:  ________________________________ Provider #:  ____________________________________________

Relationship to Patient:

( (please specify, eg parent, doctor) ____________________________________________

( Self  (your own information – must be over 16 years of age)

If Doctor:  I am the current treating Doctor of the above patient and I require the information detailed below for the future treatment of the patient

Signed:  _________________________________________        Date:  __________________________________________________

2. PATIENT DETAILS:

First names:  ______________________________________    Surname:  _______________________________________________

Date of Birth:  __________________  Unit Record Number: (if known)_________________  Telephone:  __________________

3. INFORMATION REQUESTED: 
If the Medical Imaging examination has been billed, and copies have not already been provided to the patient or the doctor, a copy will be provided free of charge.  If however, a copy has already been provided or the Medical Imaging examination was funded by the Royal Children’s Hospital and not paid for, the request falls under Freedom of Information legislation and therefore a charge for the copies will be applied.  It is common to have a mix of Freedom of Information and no charge examinations within the same request.

	Episode Number
	Exam not Billed
	Exam Billed
	Report

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	TOTAL
	
	
	


Application Fee $5.00                          N.B.  If you have a Health Care Card or a Pension Card the application fee is waived
Copy charge for X-rays:   1-2  x CD’s  $7,  plus Postage $1  = TOTAL $13

Copy charge for X-rays:   3 or more CD’s $20, plus  Postage $2.45 = TOTAL $25

	This application cannot be processed without the $5.00 application fee.  
	Health Care/Pension Card                                Yes (       No(
If yes, specify number

	Are there any custody/residency restrictions applicable to this patient?
	Custody/Residency restrictions                       Yes (       No(
If yes, please provide documentation


4. APPLICANT’S SIGNATURE:_______________________________  DATE:  _____________________
I certify that to the best of my knowledge that the above details are correct
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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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