Access to Health Records

[NAME AND ADDRESS OF HOSPITAL]
Dear Sir/Madam

Re: Request to disclose Medical Records in respect of:
[FULL NAME AND DATE OF BIRTH OF RELEVANT PARENTS AND LIST ALL NAMES AND DOB’s OF CHILDREN]
CONSENT

I/We, [NAMES OF PARENTS] of [ADDRESS INCLUDING POSTCODE] agree to disclosure of all of MY/OUR medical records AND THOSE OF OUR CHILDREN NAMED ABOVE.
I/WE consent to the full medical records being disclosed to Kent County Council, our legal representatives and to the Court and the parties in any care proceedings that are issued by Kent County Council in relation to our children.
Signed: …………………………………………………………………..


NAME OF MOTHER
Signed: …………………………………………………………………..


NAME OF FATHER

Dated:
……………………………………………………..
