
Castle Practice GP Surgery 
Access Permission Slip 

 

Patient Name: 
 
 

Permission Given To Name: 

Patient DOB: 
 
 

Above Registered with Castle Practice as a patient?         
Yes/No      (please delete) 

Patient Telephone Number: 
 
 

Contact Telephone Number for above: 
 

Patient Signature : 
 
 

Signature of above named : 
 

Date entered onto EMIS: 
 
 
 

I hereby give permission for the above named to 
obtain test results on my behalf.  

 


