LEEDS TEACHING HOSPITALS NHS TRUST

FORM OF AUTHORITY

I, (Name)

(Address)

HEREBY AUTHORISE

(Name)

(Address) 

Day time telephone number …………………………………………………..

to make a complaint on my behalf.  I understand that in order to respond to the complaint, the Trust may need to disclose information about me, that may be of a confidential nature and which I consent to. 

Signature ………………………………………………..

Date ……………………………………………………..

Please return to:

Patient Relations Officer

Patient Relations Department

St James’s University Hospital

Beckett Street

LEEDS

LS9 7TF

*please delete if necessary
