
Meddygfa Penygroes Surgery


PATIENT CONSENT FORM
For another person to be allowed access to your medical record


	Patient Details

	Surname
	

	First Names
	

	Date of Birth
	

	Address
	



	Telephone number
	



	Details of Person(s) to whom you give consent to access your Medical Record/Information

	Person 1
	

	Full Name
	

	Address
	



	Telephone number
	

	Relationship to patient
	

	Person 2
	

	Full Name
	

	Address
	



	Telephone number
	

	Relationship to patient
	



	Please detail below if access is to be limited in any way (e.g. only for test results or making/cancelling appointments or for a specific time period only).  IF NO INFORMATION IS GIVEN BELOW FULL ACCESS WILL BE ALLOWED

	











	I confirm that I give permission for the practice to communicate with the person(s) identified above in relation to my medical records

	Full name
	

	Signature
	


	Date
	



