Petersfield Medical Practice
25 Mill Road, Cambridge, CB1 2AB
01223350647
cpicb.petersfieldmp@nhs.net


Patient consent form
Consent for representative/s to access test results and discuss medical information on patient behalf

PATIENT
Name 													
Date of birth  												
Best phone number to contact  										
Address  												

REPRESENTATIVE/S
Name  													
Best phone number to contact  										
Relationship to patient  											

DECLARATION OF CONSENT
I hereby give consent for the above named representative/s to access my test results and discuss medical information on my behalf.
I understand I can revoke this authority at any time by contacting my surgery.

SIGNED  						

DATE  							


Important Notice:
Petersfield Medical Practice cannot take responsibility for any changes in individual circumstances. It is the patient’s responsibility to inform the surgery if consent is to be withdrawn.
By signing this consent form, your rights under the new DPA and GDPR are not affected. You have the right to access any information we hold and the right to withdraw this consent should you feel your Privacy is compromised.
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