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Białystok, .............................  

Authorization to disclose health information and access to medical records 

___________________________________________________________________________ 

Patient Information 

1. The patient has the right to authorize any number of individuals to access their medical records.  

2. The patient has the right to revoke authorization at any time.  

3. The patient also has the right not to authorize any individual to access their medical records and to 

specify individuals to whom their medical documentation shall not be disclosed.  

4. Unless the patient imposes specific limitations, the authorization shall apply to all healthcare entities.  

___________________________________________________________________________ 

I Scope of Authorization (please check the appropriate box “X”) 

A. All medical records generated by all healthcare providers 

B. All medical records generated only at LOMScan (CT, PET CT)  

C. Selected parts of the medical records  

............................................................................................................................. ................................................ 
    (please specify the detailed scope: name of the department/examination, type of medical documentation)   

 

II Patient Information   

1. First Name(s) and Last Name...........................................................................................................................  

2. PESEL or Identity Document Number and Type............................................................................................... 

3. Residential Address............................................................................................................................. ............. 

 

4. Email:…………………………………………………………………………………………………………………………………………………………. 

 

III I hereby declare that I have been informed of the possibility to revoke the authorization granted 

IV I hereby declare that I have read and understood the legal basis and the information obligation 

V I authorize the following person(s) to access my medical records:  

 * Authorized Person’s Information 
1. First Name(s) and Last Name........................................................................................................................... 

 
2. PESEL or Identity Document Number and Type............................................................................................... 

3. Residential Address............................................................................................................................. ............. 

4. Phone Number.............................................Email............................................................................................ 
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VI  I DO NOT authorize any person to access my medical records 

                     

            

 

............................................................  
        (Legible signature of the Patient)   

            
   

Legal basis: 

1) Provisions of the Act of 6 November 2008 on Patient Rights and the Patient Rights Ombudsman (Journal of Laws of 2019, 

item 1127): Art. 26.1: The healthcare provider shall grant access to medical records to the patient, the patient’s legal 

representative, or a person authorized by the patient.Art. 26.2: After the patient’s death, medical records shall be made 

available to a person authorized by the patient during their lifetime or to a person who was the patient’s legal 

representative at the time of death. Medical records shall also be accessible to a close person, unless another close person 

objects to the disclosure or the patient objected to it during their lifetime, subject to paragraphs 2a and 2b. 

2) § 8, item 2 of the Regulation of the Minister of Health of 9 November 2015 (Journal of Laws 2015, item 2069) on the 

types and scope of medical documentation and the manner of its processing, which states that in the individual internal 

documentation, a patient’s statement authorizing access to the documentation, specifying the name and surname of the 

authorized person, shall be included or attached. 

In the case of a minor patient, a legally incapacitated person, or someone unable to give informed consent, the statement 

shall be made by their legal representative or actual guardian.  

                                                                               Information obligation: 

I hereby declare that I have read the information clause regarding the processing of personal data. The 

information clause is available at the registration desk, on the laboratory’s information board, and on the 

website www.bioskaner.eu. The Data Controller can be contacted via email at rodo@bioskaner.eu, by 

phone at +48 85 686 50 96, or by mail at ul. Żurawia 71A, 15-540 Białystok. 

 

-  


