Prof Klaus Martin Schulte

The Review Clinic
2 Lower Sloane St, London SW1W 8BJ

Tel 0207 7639161 Fax 0207 9804910

New Patient Regqistration Form

Patient name: .
Date of Birth:  ............ Referredby ...

AdArES S

Al BrgIES

* | consent to Prof KMS and his associates at The Review Clinic carrying out
an examination as required. | also consent, following discussion with him
during the examination/consultation, to treatment(s) he recommends if |
decide to pursue these.

* | authorise release of my clinical notes to other doctors or other parties only
when | have specifically requested it either in writing or by email to Prof KMS

* | consent to receiving results and correspondence from Prof KMS via email.

* Insurance Auth Code ..............

* Insurance Memebership Number ...............

* In signing this agreement | am confirming my responsibility for the settlement
of my fees as outlined in the FAQ section on the website

www.thereviewclinic.com. | have read the FAQ and agree to the terms of
practice as outlined.

Patient /Guardian/Carer Signature .............cccoiiiiiiiiiinnn. Date: ............






