Patienteninformatie

Rectification/erasure of medical file

Application form

Applicant

o Patient (him/herself)
o Personally authorised by the patient * (Also complete power of attorney below)

O Oher NAMEIY ..o i s st e s

Patient details

Patient NUMDEr oo

NAME AN INTTIALS cooveeeeeeeeceeer et sttt st sttt ses s s s s sanen M/F
DAt Of DIrth ettt s s et et s st enes
AAIESS ettt s s ARk s bRttt
POSTCOAR/PIACE oottt ettt e st et
TEIEPRONE NUMDET ...ttt st sasees st s es st e

Eoail ettt ettt a e st e ettt et et e aeteeeeeeeeeaen et aentae et sas et et eueseeennneneaeaeneaenen

Details of applicant (if not the patient him/herself)

To be completed if the applicant is a person other than the patient. This is only permitted for
children below the age of 12 years or family members of a deceased patient.

NAME OF APPIICANT ..ottt bttt s st s M/F
AAress OF APPIICANT ...ttt ss st et s s et st
POSTCOAR/PIACE ..ottt et aiseasetssesse b esse st ses e sees st s sbseete Sasesseastasetssesasessensensesassanees
TEIEPNONE NUIMDET ...ttt e bttt bbb ks bbbt

REIQLIONSNIP T0 PALIENT ...ttt e bbbt st e ebsenne

Which details do you wish to erase?

o Part of the medical file
o Part of the nursing file

o X-ray photograph / MRI scan / CT scan (including report)..........cceermnecervene
O DiSCharge €O tO GP.......eceecece ettt st e ss et sensene
O Other, NAMEIY ... s sas s saas

For which specialisation(s) do you wish to have details erased?



Patienteninformatie

Explanatory notes to application

Exceptions for erasure
Certain core details must be stored for 115 years. These core details consist of:
e thefirst aid report
e the operation report
e the anaesthetic report
e the pathology report (histology, cytology and/or autopsy)
e thedischarge letter

Signature

PIace/ DAt ... s enaane SIZNATUTE .o

Power of attorney

The patient With patient NUMDET ... seees (if known)
NAME AN INTHALS ..o M/F*
Hereby grants permission to the applicant (NAME ) ... ceeiesssseesenens

Signature of patient Signature of authorised representative

Contact

Send the application form together with a copy of your identification document to:
Maastricht UMC+

Aanvraag medisch dossier, KIO

Antwoordnummer 126

6200 WC Maastricht NL

E-mail: medischdossier.patientenzorg@mumc.nl

e Send a copy of your identification document. (This will be destroyed following verification)

¢ Inthe event of an application for medical data relating to children between the ages of 12
and 16 years, both the child and the parent/guardian must sign the application form. A copy
of a valid identification document of both (child and parent/guardian) must also be

submitted.
Uitgave april 2022
Bezoekadres Postadres Algemeen telefoonnummer
P. Debyelaan 25 Postbus 5800 043-387 65 43
6229 HX Maastricht 6202 AZ Maastricht www.mumec.nl

A ————
‘!} Maastricht UMC+


https://odin.mumc.nl/iProva/management/hyperlinkloader.aspx?hyperlinkid=8ed7bc97-fbf0-4c8c-ac4b-3733f6bbd782
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