
To Dr:

Name:

Signed: Date:

Date of birth:

Postcode:

GP Surgery: 

Address:

Montpellier Medical, Calderwood House, First Floor, 7 Montpellier Parade, Cheltenham, GL50 1UA

admin@montpelliermedical.co.uk     www.montpelliermedical.co.uk  

I hereby give my consent for you to provide Montpellier Medical with a copy of 
my summary medical record in order that they can provide safe and informed 
care for me.

Please email a copy of my medical summary to: admin@montpelliermedical.co.uk 
using my name as the email title. 

Thankyou.
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