Woosehill Medical Centre
Fernlea i}riyé, Woosehill, Wékiﬁgham,?%ﬁﬁ:’i 3DR :
 Tel: (0118) 978-8689 'WWW;ww‘sehi!is’u;gémm.ui;L_« - .

 CONSENT TO DISCLOSE CONFIDENTIAL MEDICAL INFORMATION

~ Name: - et . Date Of Birthi e .

‘Add%ess:’ :

I hereby consent to the disclosure of my private medical information to:

Name: ---- — e e s fosencn DatleBért?*:

Relationship: —---—-----r--rmenee e Tel No.

- Address: :

Eiéase t:ckthe statemeﬁt]s"appiica:ble;'

Full and open ended disclosure of any matter related to my medical record

Full disclosure of any matter related to my medical record for the period

4{?{0&1} - - ﬁD} ~ : Sntoiren {fmfapg:{fs‘éé{géemf;zfzj m_z#;;?;g;gar
olds) : : : e o

Limited disclosure of the faf!aw!ng'aspects of my medical ref:érd;

e TestResults

. ® Prescription queries

o Referral queries

e Referral queries

Any other matter related to my medical record, please state:

,'Ii'a;m4,aware'that'th§s consent may be revoked by me at any time.

Pl ;as,e note: If you are between the age of 11 ,ahd 15, it will be yaar‘re‘spanSibﬂi;ty to
_ notify the surgery when you turn 16 to switch the consent off if necessary. :

'S§gﬂqt£{féf = - : it bl Gcze; -

if ygu néec_i .éssisté‘nce in cdmpteting this‘fezm please ask the Recegtiamst.‘ -



