TOWNSEND HOUSE SURGERY - PATIENT CONSENT FORM

Please note this form must be signed by the patient. This then enables the Practice to release information, e.g. test results, medical details etc. to the nominated person(s) below.
Please be aware that your nominated person(s) will have their contact details stored in your records. 

PATIENT’S DETAILS
	Surname:
	

	First Names:
	

	Date of Birth:
	

	Address:


	


I understand that this consent is enduring, unless I give written notification otherwise. 
 Signature…………………………………………………………………………………………..Date…………………………
PLEASE RECORD BELOW THE DETAILS OF THE PERSON (S) YOU WISH INFORMATION TO BE RELEASED TO :
Written Consent and signature must be obtained from the nominated person/(s) to have their contact details stored in your patient record – please see next page 
I consent that disclosure of information relating to my medical care is released to:

	Full Name:


	
	DOB:

	Relationship to Patient:
	

	Address:


	

	Contact Details:


	


Please turn over
If there are to be any restrictions on release of information please list these below.

	Restrictions:


	

	

	

	

	

	

	

	


                                       …………………………………………………

TO BE SIGNED BY THE NOMINATED PERSON/(S) 

I understand that by signing this document my contact information will be stored in the above named patients’ record. 

Name (printed):    
……………………………………………………………………………………………………………
Signature:   
 
……………………………………………………………………………………………………….....
Date:    

……………………………………………………………………………………………………………
For Surgery Use Only:

Consent to share discussed with patient and they are happy to have this applied to their record. Patient informed that removal of consent is their responsibility.
Name (printed):    
……………………………………………………………………………………………………………
Signature:   
 
……………………………………………………………………………………………………….....
Date:    

……………………………………………………………………………………………………………
