Patient/Next of Kin Consent Form

The following section contains details of the MP/MS making the enquiry, raising the concern or pursuing the complaint
Name of MP/MS: 
…………Carolyn Thomas MS……………………….

Address: 

……49a Mold Road, Buckley…………………….
                     

……Flintshire CH7 2JA……………………….
Tel No:   ……0300 11 00 176…………..

The following section contains details of the patient

Patient’s full name: ………………………………………………

Patient’s address:   ………………………………………………

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

Patient’s Date of Birth: ……………………………………….

Patient’s Hospital Number (if known): ………………………………….
I hereby authorise the MS/MP (named above) to act on my behalf and to receive any and all information that may be relevant to my enquiry or complaint.

I understand and agree that the patient’s health records and personal information can be used in any investigation necessary.  I understand that access to the patient’s records and personal information will be limited to what is relevant to the investigation, and will only be disclosed to people who need to know in order to investigate my concern/enquiry/complaint.
Patient’s Signature:  ___________________________________________



(or signature of next of kin if patient is unable to sign or is deceased)

Date: _________________________
Once completed, this form should be returned: BCU.MSMPCorrespondence@wales.nhs.uk Betsi Cadwaladr University Health Board, Carlton Court, St Asaph Business Park, LL17 0JG
