
 

 

DATE:  

 
 
 

TO WHOM IT MAY CONCERN 
 

___________________________________________________________________ 
 
NAME:  
 
DATE OF BIRTH: 
 
ADDRESS: 
 
 
 
___________________________________________________________________ 
 
 
I, ……………………………………………………, hereby declare that I do not have 
any objection to my General Practitioner disclosing any relevant medical information 
to: 
 
Name: 
………………………………………………………………………………………………… 
 
 
 
Signed (by patient):  
………………………………………………………………………………………… 
 


