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Consent to share information with relative/carer

	Patient Details
	Carer/Relative Details

	Full Name
	
	Full Name
	

	Date of Birth
	
	Address
	

	Address
	
	
	

	
	
	Postcode
	

	Postcode
	
	Telephone Number
	

	Telephone Number
	
	Mobile Number
	

	Mobile Number
	
	Email Address
	

	Email Address
	
	Relationship to Patient
	


I _______________ give my consent for my relative/carer to have access to my medical records and personal details held by the practice and for members of the practice staff to discuss my health care with the above named person.

This consent relates to all/part of my medical records (delete as appropriate).

Where permission in restricted to part of my medical records, the specific exclusions are (please state areas you DO NOT wish for your carer/relative to have access to):

I ________________understand that this consent will remain active indefinitely and if I wish to remove or restrict my carer/relatives access to my medical records, I should inform the practice in writing.

Signed……………………………………………    Date……………………….

(For carer/relative to fill in below)

I ______________ agree to treat any information that I receive in relation to the above named persons medical records with confidentiality. I agree not to disclose any information to a third party without full consent and any information I am provided with will be used in the patients’ best interest.

Signed…………………………………………….   Date…………………………..
