DR JANE DORMAN

DR AINE WATERS
DORMAN FAMILY PRACTICE

6 THE MALL

SLIGO

PHONE No: 071 91 42254

HEALTHMAIL: drdormans@healthmail.ie

Consent to Release Medical Records
To Doctor ____________________________________

Address    _____________________________________

                 _____________________________________

Patient Name(s) ________________________________

Address             _________________________________

                         __________________________________

Date of birth    ___________________________________

Dear Doctor _____________________

The above named patient(s) have recently joined our practice and I would be grateful if you would arrange to forward their Medical Records.  

If you require any further information or clarification please do not hesitate to contact me.  

Yours Sincerely

Dr Jane Dorman

*********************************************************************

I give consent for my Medical Records to be sent to Dr Jane Dorman, 6 The Mall, Sligo.

Signed _____________________

Date    ______________________

