
 
 
 
 
 

To Dr ..................................................................................................................... 
 
 
Address................................................................................................................. 
 
.............................................................................................................................. 
 
.............................................................................................................................. 
 
 
 
I............................................................................................................................. 
 
Of........................................................................................................................... 
 
............................................................................................................................... 
 
Hereby consent to you disclosing information from your knowledge of me as a 
patient and from my medical records to 
 

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


