TO:  CWMFELIN MEDICAL CENTRE, 298 CARMARTHEN ROAD, SWANSEA, SA1 1HW.
NAME:       







ADDRESS: 







Date of Birth: 





Please accept this letter as permission for your staff to give agreed information to person/people detailed below:
[ ] To give out my results only

[ ] To discuss all medical information 
· This authority is to remain valid until such time as I inform you otherwise
· This authority is valid from: ………….. to …………….
Please delete as necessary
SIGNATURE:


   

Dated:




