Penrhyn Bay & Deganwy Medical Centre

CONSENT FORM

Giving permission for a relative/ friend/carer to discuss a patient’s confidential information 

Penrhyn Bay & Deganwy Medical Centre

Penrhyn Bay

Llandudno 

LL303EU

…………………………………….......................... ................................ 

(enter full name of patient) 


(DOB of patient) 

Hereby give my permission for: ………………………………………………………………………………………… 

Relationship to patient: ………………………………………………………………………………………… 

Address: ………………………………………………………………………………………… 

to discuss my confidential medical information (listed below) held at the practice with the practice staff, on my behalf (please tick applicable boxes below): 
Test results 

□
Prescriptions 
□
Medical condition 
□
Other issues (please add)……………………………………………………….
Name of patient ……………………………………………………………………… Address ……………………………………………………………………………….

Signature ……………………………………………………………………………..

Date…………………………………
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