Medical History Disclosure Consent

I hereby consent to disclose my medical history, including previous illnesses, treatments, surgeries, allergies, and medications, to the authorized
healthcare provider or institution listed below. I understand that this information will be used solely for the purposes of medical evaluation and
treatment.

Full Name:

| |

Date of Birth:

| |

Healthcare Provider/Institution:

| |

Signature:

| |

Date:

| |

[ 1 confirm that T have read, understood, and voluntarily agree to this consent.

Submit
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