
Patient Medical Record Form
This patient medical record form sample includes a comprehensive consent section, ensuring that patients authorize
the collection and use of their medical information. It facilitates accurate documentation of medical history while
maintaining compliance with privacy regulations. This form is essential for streamlined patient management and informed
consent verification.

Personal Information
Full Name:

Date of Birth:

Gender:
Select

Phone Number:

Address:

Medical History
Known Allergies:

Existing Medical Conditions:

Current Medications:

Past Surgeries or Hospitalizations:

Family Medical History:

Emergency Contact
Name:

Relationship:

Phone Number:

Consent and Authorization
I hereby authorize [Healthcare Provider/Facility Name] to collect, store, and use my medical information as
documented above. I understand that this information will be kept confidential and will only be used for the purpose of



my diagnosis, treatment, and other healthcare operations or as otherwise permitted by law. I have been informed of
my rights to access, review, and request corrections to my medical records.

I have read and agree to the above consent and authorization.

Patient/Guardian Signature:

Date:

Submit
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