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[bookmark: _GoBack]Surgery Email: ggc.gp43542clinical@nhs.scot 
[bookmark: patient-medical-record-consent-form]PATIENT MEDICAL RECORD CONSENT FORM
I, the undersigned patient, hereby provide consent for the release of my medical records as indicated below:

[bookmark: scope-of-records-select-one]1. Scope of Records (Select One)
☐ I agree to the release of my FULL medical records.
☐ I agree to the release of my medical records for the following period:
From: _______________________ To: _______________________

[bookmark: delivery-method]2. Delivery Method
To support environmental sustainability and reduce costs, we no longer provide printed copies of medical records.
☐ I agree to receive my medical records via email.
Email Address: ______________________________________________

[bookmark: patient-information]3. Patient Information
Patient Name: _______________________________________________
Date of Birth (D.O.B): _______________________________________

[bookmark: consent-and-signature]4. Consent and Signature
I confirm that I am the patient or legally authorized representative and that I authorize the release of the medical information as indicated above.
Patient Signature: ___________________________________________
Date: _______________________

If signed by a legal representative, please specify:
Name: _______________________________________
Relationship to Patient: _______________________
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