
 
MEDICAL CONSENT FORM 

 

 
I give permission for ………………………………………………  Date of Birth…………………………… 

 

Relationship to patient……………………………………………………………………………………………… 

 

On Phone #: …………………………………………………………                                      

to be responsible for making and confirming my appointments at Saltwater Medical. 

I also give permission for Medical information to be discussed with the person listed above 
until further notice. 

 

 

NAME:  
DATE OF BIRTH:  
PHONE NUMBER:  

 

 

 

 

SIGNATURE……………………………………………………….                        DATE………………………………….. 

 


