
	Your Full Name
	
	Date of Birth
	

	Address
	


ALYTH HEALTH CENTRE
CONSENT TO ACCESS TO RECORDS ETC 
Please complete the form below if you are in agreement for someone to act on behalf of yourself e.g. speak with the General Practitioner/Nurse/Receptionist regarding medication/results etc. Please note this form is for Health Centre use only and will not be shared with any other parties. 
	Name of  Person you 
Wish to have access
	

	Address


	

	Telephone Number


	

	Mobile Number


	

	Email address


	


A separate form should be used for each person.

Signed:

Your signature

___________________________________

Print name:


             ___________________________________
Relationship to 
Person you wish to have access 
___________________________________
Date:



             _______________
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