[image: https://encrypted-tbn3.gstatic.com/images?q=tbn:ANd9GcQqhMtJAWlWzWMs3I6okt8CUPjDhrkTbF705OpVtWZfRxkjJ4lH] 	Chacewater & Devoran Surgeries



Third Party Consent Form


Patients name: 			____________________________________________
	
Patients Date of Birth:	 	____________________________________________

Patients address:			____________________________________________

____________________________________________

____________________________________________

Telephone Number: 		____________________________________________

Named Third Party: 		____________________________________________

Third Party Telephone Number: ___________________________________________



I hereby consent to Chacewater Health Centre and Devoran Surgery releasing medical information, and discussing my care and medical records, with the above named person.


Signed (patient): 			______________________________________________

Date: 				______________________________________________

Witnessed by (print name): ________________________________________________

Signed by witness: _______________________________________________________

Date: __________________________________________________________________


The Health Centre, Chacewater, Truro, Cornwall TR4 8QS
Tel: 01872 560346

The Surgery, Quay Road, Devoran, Truro, Cornwall TR3 6PW
Tel: 01872 562200

Website: www.chacewatersurgery.co.uk    Email: letters.chacewater@nhs.net
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