Quorn Medical Centre
Dear Patient

In accordance with new data protection regulations, we now require your consent for someone else to collect your prescriptions on your behalf.

Please print the name of the person who you would like to collect your prescriptions for you and sign and date below.

The information will be reviewed annually.

Name of person collecting the prescription ___________________________

Your name ________________________________ Date of Birth _________

Signature _________________________________ Date _______________
