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The above details are true to the best of my knowledge and permission is hereby given to release medical details to my local
doctor, and other providers that the patient agrees to be referred to such as physiotherapists and podiatrists. | also give Dr
Higgs permission to access any of my medical records that he requires. In addition, | understand that only de-identified
information may be used for medical research, audit and quality improvement processes. We are committed to protecting your
privacy, for a copy of our full privacy policy please ask reception.
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