
 

 

 

 

Medication History Consent 

 

 

As part of our care, we may need to access your prescription history 

from doctors and facilities outside of our office. Your signature below 

allows our providers of care and our employees to speak with 

pharmacies and other healthcare providers to review all prescriptions 

written for you by other healthcare providers. 

 

 

_____________________________                         __________________ 

Patient’s Name                                                               Date of Birth 

 

_____________________________                         __________________ 

Patient’s Signature                                                         Date 

 


