
Men’s Health Boston Consent to Discuss Medical Care 
 
 
I ________________________________, DOB___________________, 
Give permission to my physician and staff members of Men’s Health Boston to 
discuss my medical condition and treatment with the following people. 

 
 
Name:  ___________________________ Relation:  _______________ 
 
 
Name:  ____________________________  Relation:  _______________ 
 
 
Name:  _____________________________  Relation:  _______________ 
 
 
Name: ______________________________  Relation:  ______________ 


