
 
 

 

 

Authorization form for collecting prescriptions or referral letters or for 

requesting results by third parties 

 

 

Undersigned 

 

Name: 

 

Date of birth: 

 

 

I declare that I have no objection to (tick as appropriate): 

 

□    collect a prescription 

 

□    collect a referral letter 

 

□    request results 

 
 
I authorize 
 
Name: 
 
Date of birth: 
 
Phone number: 
 
 
Rotterdam, 
 
Date: 
 
 
Signature: 
 
 


