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Client Consent Form (Disclosure of Personal Data to 3rd party)

BEREE (B =23EEAZ)

To : Officer in-charge, Family Health Service
£ FEEFE RS ETTEE

I, (applicant) agree the Family Health Service of the
Department of Health to release my *copy of health record / medical report issued by doctor to
(name of organization / person)
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® Please O circle asappropriate. *:% O B 40 P

Signature of applicant Hiz5 A %2 -

Name of applicant EH:z5 A4t -

(Please write in block letters &5 IFA&HEET)
Identity Card number of applicant Ef:E A B {5 =8550% ¢

Telephone Number 455z

Signature of witness R85 A ZE :
(The witness must not be the applicant nor the authorized party)

(FHEE A\ RIS BRI

Name of witness H:5 A#:44 :

(Please write in block letters &% A IEF&IEET)
Telephone Number 455z

Date HHH :
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