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MILLVIEW MEDICAL CENTRE

CONSENT/PERMISSIONS FORM
Completion of this form is a declaration that you, as a registered patient of Millview Medical Centre, consent to the sharing of your medical information with the below-named individual.
Our practice is committed to maintain patient confidentiality and will only give information and results relevant to your current health needs to an alternate individual.

	Patient Details:

	Name

	
	Date of Birth
	

	Telephone
Number
	
	NHS Number
	

	Address
	



	Individuals Details Whom You Give Consent to:

	Name

	
	Date of Birth
	

	Telephone
Number
	
	Email Address
	

	Address
	

	Relationship to Patient
	

	Password you will both remember for access
	



I hereby give consent for the above-named person to be given details and information contained within my medical records.
	Please tick the boxes you, as the patient, feel are appropriate for the information you wish us to share with the above person

	Historical medical information on my records

	                   Yes           No

	Current medical information on my records

	                   Yes           No

	Results, investigations, referrals and blood tests

	                    Yes          No

	Pending appointments in practice and hospital

	                    Yes          No

	Signature of Patient
	


	Date of Signature
	


	Additional Comments
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