PATIENT CONSENT TO SHARE INFORMATION

1,

(patient name) hereby give permission for the

following person(s) to be given information about my medical care, including investigations,

results and details of appointments.

Signed:

Date:

Address:

(patient) Date of birth:

1 Name

Relationship to patient

Address

Telephone number/s

2 Name

Relationship to patient

Address

Telephone number/s

3 Name

Relationship to patient

Address

Telephone number/s
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