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Consent Form


I __________________________________________________________(Patient’s name and date of birth)
give my consent for ___________________________________________________to have access to my medical records and to speak on my behalf regarding medical matters. 


On signing this form I understand that this agreement will remain in place until revoked in writing.
Signed ________________________________________ (Patient)
Date __________________________________________


For office use only
Received by ____________________________________ (Patient Services Advisor)
Date __________________________________________
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