[image: image1.png]



(please return signed form to : 

medxchange AG

Augustinergasse 17

CH-8001 Zürich)

     Electronic health record for:  .....................................................................
.....................................................................

.....................................................................

.....................................................................

With my signed permission, physicians at medxchange AG, Augustinergasse 17, CH-8001 Zürich, may read and digitize all medical data and documents sent by myself or any physicians having received my authorization. Moreover, physicians at medxchange may also request medical data and documents from physicians, hospitals or paramedical institutions specifically authorized by myself.  Authorized physicians, hospitals or paramedical institutions are exempted from their duty of secrecy until otherwise notified.   

No third person may have access to my personal medical data and documents. 

Medxchange physicians are obliged to yield to their duty of secrecy.

Final storage and CD-generation of this electronic health record is issued upon my personal permission. 
Date, location.................................


Signature.........................................................

[image: image2.png]



Augustinergasse 17


Tel: +41 (0) 1 212 44 46


www.medxchange.org 

CH-8001 Zürich



Fax: +41 (0) 1 212 44 45i


nfo@medxchange.org
� EMBED MSPhotoEd.3  ���














_1055778228.bin

