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	MORRIS HOUSE GROUP PRACTICE

PATIENT CARE, EDUCATION AND INNOVATION

239 Lordship Lane, London, N17 6AA |  Tel: 0203 143 3600 



This form is a signed consent form to allow a nominated person(s) access to your medical records. If you do not understand what this means then please ask a member of staff to explain what each category means. You can retract your consent at any time.

	Name of patient
	

	Date of Birth
	

	Contact Number(s)
	

	Address
	


	Name of patient’s representative
	

	Relationship to patient
	

	Contact Number(s)
	

	E Mail Address
	

	Are they next of kin:
(please circle)
	⁭

 Yes



⁭ No


To Whom It May Concern:

I authorise the person named above to be allowed access to (please tick as appropriate)

 FORMCHECKBOX 

all my medical records

or

 FORMCHECKBOX 

my medical records from ………………………. (Insert date) only

 FORMCHECKBOX 

my test results only 
 FORMCHECKBOX 

Appointment queries only 
 FORMCHECKBOX 

Medication queries only

 FORMCHECKBOX 

Collect prescriptions and printed documents only

	Signed (by patient)
	

	Date:
	


Reviewed: April 2020
FOR OFFICE USE:  Patient Emis No. _________
Staff initials:________
Logged   Y  /  N 
Date actioned:______________

