Bothwell Medical Centre
 PATIENT CONSENT AUTHORISATION
If you would like to give your permission for doctors and staff working at Bothwell Medical Centre to speak to certain relatives, friends or carers, either on the telephone or at the surgery, about your health, medical care and treatment, please complete this form as appropriate.  Please sign all the relevant sections and return it to us, so that we can store a copy in your medical record for future reference.  You have a right to withdraw this consent at any time.
A separate consent form should be completed for each relative/friend/carer that you wish to grant permission for us to share your personal health information with.

To be completed by patient:

Your name ……………………………………………………………………………
Your date of birth……………………………………………………………………..
Name of person with whom your own personal medical information can be discussed ………………………………………………………………………………………….
Person’s date of birth ………………………………………………………………..
1. I give my permission for doctors and staff working at Bothwell Medical Centre  to speak to the person named above regarding:

Results of all tests I have done from this date forward ………………………..
If you only wish to give consent for specific test results to be discussed, please sign those you wish to give consent for:
Blood ………………………………….  
Urine …………………………………
Stool ………………………………….  
Skin …………………………………….
Nail ………………………………….   

Hair …………………………………….
X-Ray …………………………….  

Ultrasound ………………………...    PTO
Exercise Tolerance …………………………………….
Tests carried out by hospital …………………………………….

2. I give my permission for doctors and staff working at Bothwell Medical Centre to speak to the person named above regarding:

All matters relating to my health, medical care/treatment and/or medical needs

……………………………………………………………………………………….

If you only wish to give consent for specific areas of your health, medical care/treatment and/or medical needs to be discussed, please sign those you wish to give consent for:

My current health, medical care/treatment and medical needs ……………………………………………………………………………………….
My past medical history …………………………………………………………..

My current medications …………………………………………………………..

My past medication history ……………………………………………………….

Other (please specify, as well as sign) ………………………………………….

……………………………………………………………………………………….

Patient’s signature …………………………………………………………………...
Date ……………………………………………………………………………………

This consent form only relates to Bothwell Medical Centre.  Should you wish information on Power of Attorney and/or Guardianship Orders, please refer to the Office of the Public Guardian, Hadrian House, Callendar Business Park, Callendar Road, Falkirk www.publicguardian-scotland.gov.uk
If you need any further clarification in relation to this form, please speak to our Practice Manager in the first instance.
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