Medical Status Disclosure

Date: ’ ‘

Personal Information

Full Name: ’ ‘

Date of Birth: ’ ‘

ID Number: ’ ‘

Medical Information

Diagnosis/Condition:

Current Medical Status:

Medications (if any):

Consent

I hereby authorize the disclosure of my medical status for the purposes stated herein. I understand this information will be kept confidential
according to relevant laws and regulations.

Signature: ’ ‘

Date: ’ ‘
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