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Consent For Results
Your Name: .......................................................Your DOB: ......................

Your Address: ...........................................................................................  

....................................................................................................................

.....................

Your Signature: ...................................... Date: ..........................
I hereby give consent for the undernoted person(s) to receive/discuss my

· Results

· Medical History



(Circle as appropriate)

· Medication
Named Person(s): ........................................................................................................

......................................................................................................................................

Relationship to you: .....................................................................................................

.......................................................................................................................................


