
Consent form (able to consent)

Consent to release patient information to a third party
I hereby authorise Stepps Surgery to disclose personal information relating to my healthcare to the person named below for the purposes of replying to a complaint.

Name and address of person to whom disclosure is to be made:
	Name
	

	Address
	

	Relationship to patient
	


Patient’s details:
	Name
	

	Address
	

	Date of Birth
	


I understand that to ensure a comprehensive response to my complaint, staff who are bound by a code of confidentiality, may have to refer to my medical record, and I have no objection to this.

	Signature
	

	Date
	


	Please return to:


	Complaints Department

[insert address]
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