Linlithgow Group Medical Practice
				                    Health Centre, 288 High Street, Linlithgow, West Lothian EH49 7ER
					            Telephone 01506 670027   Fax 01506 670809
NEXT OF KIN FORM

Patient Name:__________________________________________________________________

Address:	__________________________________________________________________

		__________________________________________________________________

Date of Birth: __________________________________________________________________

I confirm that the person named below is my Next of Kin / Emergency Contact and I authorise you to release this information to the emergency services and / or hospital if required:

Next of Kin / Emergency Contact (1)

Name:		__________________________________________________________________

Address: 	__________________________________________________________________

__________________________________________________________________

Telephone No:_________________________________________________________________

Relationship:	__________________________________________________________________

Next of Kin / Emergency Contact (2)

Name:		__________________________________________________________________

Address: 	__________________________________________________________________

__________________________________________________________________

Telephone No:_________________________________________________________________

Relationship:	__________________________________________________________________

Key Information Consent

*I consent to the sharing of Key Information from my medical records with Out of Hours, ambulance service, NHS 24 & A&E Department in the event of an emergency situation.
(*Delete if consent not given)



Signed:_____________________________________ 	Date:_________________________

THIS INFORMATION WILL NOT BE SHARED WITH ANY PARTY OTHER THAN INDICATED AND IS COMPLETELY SECURE.
