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Reply to the request shall be within 1 working day upon receipt of the request. Please complete all sections.

	Patient’s Name:
	     
	NRIC/Passport No.:
	     

	Discharge Date:
	     
	Ward in Ren Ci :
	     


Description of Medical Records Required:    
	Year Treated
	Specialty / Types of Medical Notes

	
	     

	     
	     

	     
	     


	Others. Please specify:
	     


	 FORMCHECKBOX 
 Photocopies of the medical notes required
	  Fax / Email to :                                  
	  FORMCHECKBOX 
 MRO  FORMCHECKBOX 
 Ward/Clinic  FORMCHECKBOX 
 Doctor’s office


	 FORMCHECKBOX 
 To View at Ren Ci MRO
	Name of Requestor :                                  
	Contact of Requestor :          

	 FORMCHECKBOX 
 Others. Please specify:
	     


   FORMCHECKBOX 
 Patient’s Consent  /  FORMCHECKBOX 
 *Patient’s Next-of-Kin’s Consent /  FORMCHECKBOX 
 Requesting Doctor’s Endorsement on Behalf of Patient

I,                                                      (Name), ​​​​​​​​​​​​                            (NRIC No.) agree / request for Ren Ci Hospital to release the 

above requested medical records at Ren Ci Hospital to                                       (Hospital) for continuation of treatment / care.

	     
	
	     

	Signature
	
	Date


	  *Please state relationship to patient :
	     


Declaration by Requesting Doctor


I am fully aware that medical records and information of patients are strictly confidential and are intended only for patient’s attending doctors only.  Copies of the medical information are not allowed to be released to any third party without the permission and consent of patient or his/her legal or appointed representative. I shall not disclose any part of the information to any other party not relating to the intended purpose and not for any personal motives. I shall hold strict confidentiality to the information and shall be liable for any leakage of information and data which do not fulfill or are not intended for the above stated purpose. 

	     
	
	     
	
	     

	Name / Signature of Requesting Doctor
	
	Name of Hospital
	
	Date


	To be completed by Ren Ci Hospital
	Receipt Acknowledged by:

	Approval by
	

	
	
	
	
	

	Manager, Clinical Operations & Medical Affairs
	
	Date
	
	
	Name & Hospital

	Acknowledged by Ren Ci MRO
	
	
	
	
	

	
	
	
	
	
	

	Name / Signature
	
	Date
	
	
	Date


Inter-Hospital Request Form for Loan /


Photocopies of Medical Records for the Continuation of Care
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