CONSENT FOR SHARING OF MEDICAL INFORMATION
Name: 
Address: 
Date of Birth:
I agree for the following person(s) or organisation(s) to make queries regarding my health/investigations/treatment, collect prescriptions/medication and for the GP and/or authorised GP staff to share relevant information/advice in the interests of my health care. 
Please indicate A or B 
 A - This consent is restricted to the following query/request:
………………………………………………………………………………………………….…………………………..……………………………………………………………………………………………………………………………..…………………………………………… 
B - This consent applies to all queries as of the date of this form that the GP/staff reasonably believe is in the interests of my best health care. 

Person(s)/Organisation(s): 
· Relative (state name and relationship)
………………………………………………………………………………………… 
· Carer (state if friend or carers in an organisation)
………………………………………………………………………………………… 
· Other (state who) 
………………………………………………………………………………………… 

The following conditions will apply: 
• The GP/staff will only share the minimum information needed to address the query made 
• The GP/staff will only share information they believe to be in the best interests of my health 
• The GP/staff will not have future control over the storage/use of this information by the person(s)/organisation(s) above. 

If I wish to rescind this consent at a future date, I will do so in writing to: “East Bank Medical Centre”. A copy of this form will be retained in my medical record. Further information about the Medical Centre Privacy Policy can be found on the practice website. 

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