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[bookmark: _GoBack]Permission for Release of Healthcare Information to Patients Representative
	Name of Patient:



	Date of Birth:


	Address:






	Name:


	Relationship:
	Contact Number:

	Name:


	Relationship:
	Contact Number:

	Name:


	Relationship:
	Contact Number:

	Name:


	Relationship:
	Contact Number:



I hereby give permission for the above named person(s) to discuss all matters relating to my medical care with the Practice Clinicians and staff. This permission will remain valid unless I notify the practice of any change in writing 

Signed:_________________________________     	Date:_______________
Dr J S Murray     |       Dr S G Gall      |      Dr S J Green     |       Dr D Fernandes    |      Dr D K Biyani

Practice Manager: Chris Casey          Tel: 01253 955717          Fax: 01253 955719
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