Wakemans Hill Surgery
CONSENT FORM
Date: _______________________

Dear Dr Ukachukwu
I, ____________________________________________      DOB ___________________
Address:__________________________________________________________________
_________________________________________________________________________
Tel: ____________________________   Mobile: ____________________________
gives permission to  _________________________________, DOB: ______________ 
Address: ______________________________________________________________
______________________________________________________________________
Tel: _______________________________ Mobile: ______________________________
to:  (PLEASE TICK)
1. Collect prescriptions [     ]
2. Collect blood test/urine forms [     ]
3. Collect referral/appointment letters [     ]
4. Speak on my behalf   [     ]
5. Discuss about my medical conditions relating to : ___________________________
 ______________________________________________________________________

 for ___________months /____________Year/s    or   INDEFINITELY   [   ]

Thank you.

Signature of patient:       __________________   Date:___________
MAR2024
