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. CLALT 5

CLALIT HEALTH SERVICES

»

Disclosure of Privileged Medical Information

A. Personal Details
Name g Sumame . Identity No./Passport No.
b B o 15
Street No. City
Address

I, the undersigned, hereby grant permission to Clalit Health Services and/or to its employees, and/or to any

person acting on its behalf to submit to

all and/or any information and details in any way requested by him pertaininig to my state of health, and
for to any sickness | had in the past, and/or have in the présent and/or will have in the future.

| hereby relinquish my right to confidentiality to you, and/or to your employees, and/or to whoever will act
on your behalf in matters conceming my state of health and/or my sickness, and shall have no claim of
any kind in this regard.

This waiver will be valid until

(Date)

Place of
oDate________~ Signature Signature
NG :
 B. Witness to Signature
§ Name Sumame Employee No. | Identity No.
5 |
£ 1 Lo g by
c Duty Clinic/Hospital
_E
a

Signature
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