Letter of consent for disclosing confidential medical records
Instructions
This form must be completed and signed by the patient. If the patient is below 21 years old, the form should be signed by the parent or guardian. 
Patient’s Particulars:
Name:
Contact no:
Mailing Address: 

Declaration: 
I, …………………………….. am the above-named patient/ parent……………..
I hereby authorize Paramount Medical Centre Ltd to disclose and release my protected healthcare information described below to:
Name of the Company or Person:
Address of the Company or Person: 
Health information to be disclosed (Tick one option)
Disclose my complete health record
Or
Disclose my health record, as above, but do not disclose the following:
Mental health records
Communicable diseases records
Alcohol/ drug abuse
Others……… 
This authorization shall be effective until:
Present and future, until my further notification
Date or event: ……………………. 
I am aware that this authorization letter with the authorized person’s name and address proof have to be furnished, otherwise my confidential medical records cannot be released. 

Signature of Patient:
Signature of Parent/ Guardian:  
Date: 
