
Consent For Information Parent or Guardian of Child 

 

 

 

 

 

 

I (print name) ………………………………………………………………………………. 

 

Of (print address) …………………………………………………………………………… 

 

Date of Birth: ……………………………………… 

 

Am the (state relationship) …………………………………………………………… 

 

of (name of child) ………………………………………………………… 

 

Child’s Date of Birth: ……………………………………… 

 

HEREBY REQUEST AND CONSENT TO INFORMATION / TEST RESULTS 

WITHIN THE MEDICAL FILE OF THE ABOVENAMED CHILD TO BE 

RELEASED TO THE PERSONS LISTED BELOW 

 

NAME…………………………………………………………………………………………... 

 

ADDRESS……………………………………………………………………………………… 

 

PHONE NO……………………………………………………………………………………... 

 

FAX NO………………………………………………………………………………………… 

 

 

DETAILS OF ANY SPECIFIC INFORMATION REQUIRED (if applicable):  

 

………………………………………………………………………………………………… 

 

………………………………………………………………………………………………… 

 

…………………………………………………………………………………………………... 

 

 

FORMAT FOR INFORMATION TO BE PROVIDED (if applicable): 

 

………………………………………………………………………………………………… 

 

………………………………………………………………………………………………… 

 

 

SIGNED  ……………………………………….. DATE: ……………………………… 

 

 
OFFICE USE ONLY 

ID Sighted/Copied  

Initials:               Date:      
Actioned:    

Initials:             Date: 

 


