Practice Name
Practice Address
Practice Phone Number

Patient Share Information Consent Form

Date

Patients Name
Patient Address
Patient NHI


I provide my written consent for __________________________________to collect my prescriptions on my behalf.

I provide my written consent for ___________________________ to receive my laboratory and/or radiology results.

I provide my written consent for ___________________________ to receive and/or discuss my financial accounts.

I provide my written consent for __________________________ to discuss any information relating to my medical conditions, care and/or treatment with any member of Name of Medical Centre.


Please put a line through any of the above that do not apply.

Please advise us if your personal circumstances change and you wish this authorisation to be amended in any way.


Patient Signature: __________________________________________ Date: __________________________________





Admin Use Only

Staff Name: __________________________________________________ 

Staff Signature: _______________________________________________

Date: ________________________________________________________ 

Please tick as actioned:

          Patient alert put on PMS
          Document scanned into PMS

