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Dr Rahman and Dr Rathor – Principle GPs 

 
 

Information Sharing Consent Form  

 
 
I  ___________________________ (name) 
 
 
Of ______________________________________ (address) 
 
 

hereby give my permission for (insert name of person(s) …………………………………….. to 

share personal information with other service providers in connection with my care, including 

accessing and sharing my medical, and if applicable, mental health and police records.  

 

I further agree to consent for you to speak to the above named person(s) regarding my 

medical history including all data or I restrict sharing of information to (for example a date of 

an appointment but not what it is about) 

 

How do you want to restrict the sharing? Detail below 

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

 

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

 

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

 

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

 

 

http://www.wellingtonpractice.co.uk/


 

 

Dr Rahman and Dr Rathor – Principle GPs 

Statement of Consent: 

• I understand that personal information is held about me.  

• I have had the opportunity with the surgery Practice Manager / GP to discuss the 

implications of sharing or not sharing information about me. 

• I agree that personal information about me may be shared and gathered from 

the following agencies: 

o NHS and other Health Services, including my GP practice 

o Early Intervention Service including the police 

o Adult Services 

o Mental Health Services  

o Education Support Services 

o Social Care 

o Voluntary Sector Organisations 

o Housing Providers 

 

Are there any agencies you do not want us to share or gather additional information with?  

Please list them here: 

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

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

   I agree to my information being shared and gathered between services 

Your consent to share personal information is entirely voluntary and you may 
withdraw your consent at any time. Should you have any questions about this process, or 
wish to withdraw your consent please contact the Practice Manager 

 

Name  …………………………………………………………………..……………. 

Address    ……………………………………………………………….................... 

Post code    ……………………             Date of Birth ………………………….. 

Signature     ………………………………………………………………. 

Date     ……………………… 

Signature of professional    ………………………………………………………. 

Print name …………………………………………………………………………. 

Agency / service    …………………………………………………………………….. 

https://www.google.com/search?q=consent+to+share+informatio+form+for+patients&rlz=1C1CHBD_enGB919GB919&oq=consent+to+share+informatio+form+f
or+patients&aqs=chrome..69i57.19464j1j15&sourceid=chrome&ie=UTF-8 


