

MEDICAL  HISTORY  AUTHORITY FORM 
I, (Print name) ____________________________________________________________

Of_____________________________________________________________________
Date of Birth:_______________________Place of Birth:________________________

Tel No: ____________________________Mob No: _____________________________
Hereby authorize any Medical Practitioner, the Officer in Charge of any Hospital or Nursing Home, Physiotherapist, Chiropractor, Naturopath, Physiotherapist, Acupuncturalist, Hospital or any other Medical Personnel or any person who has treated me or has been consulted in relation to my Medical History to give to: 

________________________________________________________________________  

And / or their Agents full details of any Report or Information of my Medical History including Particulars of any past Medical History that may be requested.
This Authority also extends to any of my Previous Employers or Educational Facilities that I have attended.
A Photocopy of the Authority shall be deemed to be as valid as the Original signed by me.

Dated the ________________________ Day of  ___________________________ 

SIGNATURE_____________________ Print Name :___________________________ 

WITNESS: _______________________Print Name:____________________________ 

Address:________________________________________________________________

Phone Number:____________________ Mob:_________________________________
