
 

__________________________________________________________________________________ 

Please return to your surgery 

 

____________________________________________________________________ 

 

PATIENT CONSENT FORM  

   (the releasing of medical information to an appointed person) 
 

 

 
 

 

 

      I hereby consent to any medical information concerning my medical history being 

given to the following relative/friend/carer: 

 

  Thank you. 
 

 

 

1.      Name:  ____________________________ Tel. No.: ___________________ 

 

            Email Address: _______________________________________________________________________________ 

      

            Relationship to Patient: _______________________ 

 

2.      Name:  ____________________________ Tel. No.: ___________________ 

 

            Email Address: _______________________________________________________________________________ 

      

            Relationship to Patient: _______________________ 
 

 

 

Name of Patient:        _______________________________ 

 

Date of Birth:              _______________________________ 

 

Address:           _______________________________ 

 

                                                         _______________________________ 

  

                                                         _______________________________ 

    

Tel. No:           _______________________________ 

 

Date:            _______________________________ 

 

Signature:           _______________________________ 

 

 

 

 

 

 

 

 


