UNIVERSITY HOSPITALS BRISTOL NHS FOUNDATION TRUST
Consent for Information to be given to a third party

Name of patient ……………………………………………………………..

Address ……………………………………………………………………...

……………………………………………………………………………….

……………………………………………………………………………….

Date of Birth ………………………………

If the patient is under 16 years of age please give the full name of the parent or guardian giving consent

……………………………………………………………………………….

I ………………………………………………… hereby give consent for any confidential medical / clinical information relating to my treatment at University Hospitals Bristol NHS Foundation Trust to be given to …………………………………….. (relationship to patient ………………………………) by the Patient Support and Complaints Team.
Signed …………………………………………..

Print Name ………………………………………

Date ……………………………………………..

