
CONSENT TO COLLECTION OF PRESCRIPTIONS/FORMS 

 

To comply with General Data Protection Regulations,  

I ____________________________________ 

DOB_____________ 

Authorise__________________________________ 

to collect my Repeat Prescription/forms on my behalf. 

**If you wish to withdraw your consent at any time, please advise 

reception** 

Signed___________________________ Date _____________ 

 

For Office use Only: 

Actioned on Patient Record_________________ 

 

 

 


