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MEDICAL AUTHORITY 

Patients Name ................................................... 

Date of Birth ....... ~ ~ .......... 

I hereby authorise the release of any medical document or 
record, howsoever held, by any health professional who has 
had any dealings Z~, 

with ................. .~..~.~..~/. .... .~.~!{/..~....~....~.~. !..ZT.~.~..~. ..... 

I also give my permission for any h,er~alth professional who , 
has had any dealin~ with .... ~....~ .................................... 

to make a statement to any. police officer. 

SIgnedi- ............... -~-~~~--~ i.(next of kin.) 

Date ................................................... 

For Office use only 

Case R v ................................................................ 

URN 44 ...... / ........ /0.. To be returned to ....................... 

updated 29/4/02 


