[image: ]THE GROBY SURGERY
FORM OF AUTHORITY


PATIENT’S NAME: _____________________________________
ADDRESS: _______________________________________________
______________________________________
DATE OF BIRTH: ________________________

I fully consent to the person(s) named below discussing my care and medical information on my behalf, including results and prescriptions. 
	NAME OF NOMINEE
	RELATIONSHIP TO PATIENT
	CONTACT NUMBER(S)

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	



PATIENT SIGNATURE:  ______________________
NOMINEE/S SIGNATURE:  1. _________ , 2. _________, 3. _________ , 4. _________
[image: ]DATE:  _____________________________
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111 STATION ROAD, GLENFIELD, LEICESTER, LE3 8GS

Telephone 0116 2333600




