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To ensure the client is able to make an informed decision about consent to the disclosure of their information, 
the service provider/organisation should: 

	 Provide the client with information about privacy       (tick when completed)

   Provide the client with a copy of this form

Personal details:

AGENCY/SERVICE PROVIDER/ 
HEALTH PROFESSIONAL SEEKING CONSENT

NAME	 POSITION

ORGANISATION

ADDRESS

PHONE	 FAX

EMAIL

Person with epilepsy:

NAME	 DATE OF BIRTH

ADDRESS	

	 SEX      M         F

PHONE

EMAIL

If person with epilepsy is a minor, or an adult with a legal guardian, details of the parent/guardian giving consent:

NAME	 RELATIONSHIP

ADDRESS

PHONE

EMAIL

Authority to Release Information Form

For more information  Epilepsy Foundation of Victoria  818 Burke Road Camberwell VIC 3124
phone (03) 9805 9111 or 1300 852 853   fax (03) 9882 7159  web www.epinet.org.au

Continued…



A.  Written Consent

I GIVE MY CONSENT TO (NAME) 

FROM (ORGANISATION) 

To provide the following information (please specify eg. school, medical or disability records, as relevant 
and appropriate) 

TO (NAME) 

ORGANISATION

SIGNED	 DATE

NAME

B. Verbal Consent (Practitioner use only)

Verbal consent should only be used where it is not practicable to obtain written consent.

I have discussed the proposed referrals with the client. I am satisfied that the client understands the proposed 
uses and disclosures, and has provided their informed consent to these.

SIGNED	 DATE

NAME

ORGANISATION

ROLE
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OFFICE USE ONLY:


