Hereby consent to you disclosing information from your knowledge of me as a
patient and from my medical records to

CHILDLESSNESS OVERCOME
THROUGH SURROGACY

PRON'IDING ADMICE, HEI.P AND SLIPPGRT

TO SURROGATES AND INTENDED PARENTS

COTS (Childlessness Overcome Through Surrogacy) regarding my general medical and
mental health and my suitability to act as a surrogate mother.



