
 

MANSELTON SURGERY 

CONSENT TO SHARE INFORMATION 

 

 
Patient’s Name: 

 

Date of Birth: 

 

Address: 

 

 

 

I consent to the individual(s) listed below to speak to the 

practice about all my health needs. 

 

Name Relationship Contact Number 

 
 

  

 
 

  

 
 

  

 
 

  

 

 

 

--------------------------    -------------------- 

Patient signature    Date 

 

Please inform the surgery if there are any changes to this 

information 


