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ENR/DGE/020/3 

Request for access to patient records 

You wish to access* your patient records or the records of the following person: 
- your child under the age of 18 (if you are his/her legal representative); 

- an adult under legal protection and who you are representing (if you are his/her legal 
representative); 

- a patient (if you are appointed by the latter to represent him/her); 

- the deceased patient (if you are his/her successor/heir); 

- the deceased patient (if you are an ascendant/descendant/collateral up to the 4th 
degree). 

Please complete the form below and send it 
to the following address along with 
supporting documentation:  

 

MADAME LE DIRECTEUR 
CENTRE HOSPITALIER PRINCESSE GRACE 

1, AVENUE PASTEUR 
B.P. 489 

98012 MONACO CEDEX 
 

* A contribution is required towards costs. As the costs can be high, you are advised to specify only those individual documents that you wish to photocopy or 
duplicate in exchange for a fee. 

 Your identity (applicant) 
Title:    Mrs.     Mr.   

Surname:  .........................................................................................  
Birth name:  .....................................................................................  
Address:  ...........................................................................................  
Municipality:  ...................................................................................  
Email address:  .................................................................................  
 

First name:  ......................................................................................  
Date of birth:  ..................................................................................  
Post code:  ........................................................................................  
Country:  ..........................................................................................  
Landline/mobile telephone number:  ............................................. 

 

Identity of the patient in question (if different from the applicant) 
     Title:    Mrs.    Mr. 

Surname:  .........................................................................................  
Birth name:  .....................................................................................  
Address:  ...........................................................................................  
Municipality:  ...................................................................................  
Email address:  .................................................................................  
 

First name:  ......................................................................................  
Date of birth:  ...................................................................................  
Post code:  ........................................................................................  
Country:  ..........................................................................................  
Landline/mobile telephone number:  .............................................  

 

Elements requested from the patient records 

 Hospital discharge reports                  
 Surgical intervention reports               
 Examination reports                            
 Consultation reports                            
 Anatomopathological reports              
 Anaesthetic records                            
 Medical observation booklet 

 Therapeutic protocols and prescriptions 
 Care record and monitoring sheets 
 Correspondence between health professionals 
 Medical images (X-ray, MRI...) 
 Examination results: ………………………………………….. 
 Test results: …............................................................................. 
 Other documents: ……………………………………….……. 

 
We advise you to seek help from your GP to determine which documents you require and to formulate your request.   
 

Periods and Departments concerned by this request 

Hospitalisation or consultation dates Departments of hospitalisation/consultation 

  

  

  

  

 
 

Communication methods 
 Copy of your medical records sent to your home 

 On-site consultation of your medical records in the presence of a doctor ( with copies provided) 
For on-site consultation, you may come accompanied by a third person of your choice  

 Copy of your medical records to be collected in person at CHPG (you must make an appointment with the medical secretary in charge of the 
transmission of patient records) ( dossierpatient@chpg.mc  +377.97.98.83.94)
 Copy of your medical records sent to the doctor of your choice (please give contact details): 

…………………………………………………………….. 

………………………………………………………….…. 

…………………………………………………………….. 

mailto:dossierpatient@chpg.mc
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Supporting documentation to be provided (compulsory for your request to be processed) 

You are   Supporting documentation required 

 The patient 

- A double-sided copy of your valid identification document (national identity card, 
passport, residence permit) 
- If you are under 18, a certificate from a doctor stating that you are capable of 
judgement and able to express your will 
- If you are an adult under legal protection, a copy of the court’s decision 
mentioning that you are capable of carrying out the acts concerning you either 
alone or with the assistance of your legal representative 

 The legal representative of a patient under 18 
years of age 

- A double-sided copy of your valid identification document 
- A double-sided copy of the underage patient’s valid identification document  
- A copy of the family record book, the patient’s birth certificate, or the ruling of 
the guardianship judge 

 The legal representative of an adult under legal 
protection 

- A double-sided copy of your valid identification document 
- A double-sided copy of a valid identification document of the patient in question 
and who is under legal protection 
- A copy of the court’s decision mentioning that your assistance or representation 
is necessary in carrying out the acts concerning the protected adult in question 

 An agent appointed by the patient 
 His/her spouse 
 The trusted person 
 The patient’s doctor  
 An ascendant/descendant/brother or sister 

- A double-sided copy of your valid identification document 
- A double-sided copy of a valid identification document of the patient in question 
- A written document that warrants your appointment, signed and dated by the 
patient in question  
- A copy of a document proving the applicant’s status: 

- family record book or marriage certificate for the spouse 
- written nomination, signed and dated by the trusted person 
- proof of family relationship for the ascendant/descendant/brother or sister 
- Doctor’s identification number (RPPS) 

 The successor or heir of the deceased 
You must justify your request: 
 To know the causes of death 
 To defend the memory of the deceased (*) 
 To assert your rights (*) 

(*)Please specify the reason for your request: 
……………………………………………………. 
…............................................................................. 

- A double-sided copy of your valid identification document 
- A copy of the death certificate 
- A copy of any document that can prove that you are an heir or successor of the 
deceased (family record book, notarial deed, …) 

 An ascendant, descendant or collateral of the 
deceased person up to the 4th degree 
You must justify your request: 

 To check for the existence of the following 

hereditary disease: 
…..................................................................... 

- A double-sided copy of your valid identification document 
- A copy of the death certificate 
- A copy of any document that proves your family relationship with the deceased 

Signed in  ...................................................... (location) 
On  ................................................................ (date) 

Signature 

Note: the participation costs for the reproduction and mailing of documents are at the expense of the applicant. 
Rates applicable at CHPG (in €) 

 
 

Patient records sent by mail 

 
 

Reproduction and postage costs 

Flat rate for up to 20 sheets:  
10€ for the reproduction and postage costs 

Over 20 sheets:  
20 cents per page (A4 format) 
30 cents per page (A3 format) 

CDROM: Flat rate of 5€ per CDROM (including postage)  

 
 

On-site consultation 

 
 

Reproduction costs 

Photocopies:  
20 cents per page (A4 format) 
30 cents per page (A3 format) 

 

  CDROM: 2€ flat rate per CDROM  

For more information, please consult our website (www.chpg.mc). 

http://www.chpg.mc/

