
PATIENT CONSENT 

 

This is to certify that I  

Name………………………………………………….. ………………… 

Date of birth………………………………………………………………. 

Address……………………………………………………………………  

…………………………………………………………………………… 

hereby consent to allowing: 

Name………………………………………………………………………… 

Address…………………………………………………………………….. 

Relationship to me…………………………………………………………. 

To have information about my health. I would like this document to be placed in my 

medical record. 

 

 

Signed:       

    

 

Date:        


