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CONSENT FOR ACCESS TO RECORDS FORM.
It is necessary to have consent for Starfish to access available records. Please complete the form below as appropriate and forward to us at Starfish by E mail, Fax or post if you are happy for us to gain access to this information. 

	Name of client  

 
	DOB
	NHI (if known)



	Name of Parent or Guardian 

 

	Address 

 

	Contact details 

 


	Please tick agency involved below
	Name of service / agency;
	Address of service / agency;

	Mental Health 
	
	

	GP 


	
	

	Paediatrics 


	
	

	CYFs 


	
	

	School

 
	
	

	Legal 


	 
	 


Please make my / my childs  medical, legal or academic records available to;
The Starfish Clinic Ltd, PO BOX 608, Waiheke, Auckland 1840

(Tel 09 3723154/021 577008).
By requesting this information I am not consenting to the closure of my / my child's file with any above agency.
I understand that access my / my child's confidential records is my right under the Privacy Act.
 

Signed.....................................................................................

......................   Date.............................................................

 

The Starfish Clinic Ltd  215 Ponsonby Rd. Ponsonby Auckland   Ph: 09 372 3154


