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Consent Form to Authorise Another Person to 
Access Confidential Medical Records


What is contained in medical records?
Medical records could include, and not exhaustively, hand-written clinical notes, letters between clinicians, lab reports, radiographs and imaging, test results, medical summaries, photographs and monitoring printouts. Records can be held in both manual and computerised forms.

The practice has a duty to protect the confidential data of our patients under the Data Protection Act (1998). By completing this form, you are authorising the Practice to share your confidential data with something else. Patients requesting third party access to their records need to be aware of potential consequences and be clear about exactly what part(s) of their records the consent applies to.  

Your consent to share personal information is entirely voluntary, and you may withdraw your consent at any time. Patients should note that is it their responsibility to notify the practice, in writing, if they have any concerns, change their mind, or withdraw consent for the said third party to access their records in future for any reason. 

Statement of Consent

I ___________________________________________(name) ___________________(DOB)

Of (address) _________________________________________________________________ 

hereby give my permission for the following named person(s)  to access personal and confidential information in relation to my medical records and in connection with my care: 

Name of person authorised to access information: ________________________________________________

Relation of authorised person to patient: _____________________________________________________
Should this person be recognised as either of the following:    □     Carer        □    Next of Kin 

**Do you have a Lasting Power of Attorney in place? Please provide a practice with a copy of this**

I further agree to consent for you to speak to the above named person(s) regarding my medical history including the following specified data, and give permission to my GP Practice to verbally release such information in relation to my medical records and confidential health data, as agreed in the below stated manners:

· Information regarding test results
· Information regarding repeat medications and prescriptions
· Information regarding consultations with a member of the Practice clinical team
· Information regarding hospital and outpatient appointments
· Information and/or authority to arrange/ cancel appointments on my behalf
· Full access to all of the above 
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