
 

Consent Declaration 
 

 

 

 

 

I ..................……………………………...........give permission to release information and collect information 

as may be deemed necessary in the course of my/my child’s treatment. 

 

  

 

Signature ........................…………………………Date……………………………………... 

 

  

 

The spokesman I assign to collect information on my behalf is 

 

  

 

.............................................(Name) ……...................................…(Relationship) 

 

Postal Address: 

248 Ascot Vale Road, Ascot Vale 3032 

Phone: 

03 9078 2184 

03 9326 0338 

Fax: 

03 9372 0069 

info@northwestsurgeons.com.au 

 


