Department of Gynecology
Kandijska cesta 4
8000 Novo Mesto

DECLARATION
Name and surname: ____________________________________________
Address: _____________________________________________________
Date of birth: _________________________________________________
I DECLARE
that the medical staff may contact me at the telephone number: _______________________
or may send me an e-mail at: _________________________________________________
for the purpose of communicating personal data related to my health condition.
I also declare that I take full responsibility for personally answering this phone number and for ensuring that no third party has access to the email address stated above.
I undertake that in the event of loss/theft of my phone, change or replacement of my phone number, or in case of suspicion that a third party has gained access to my e-mail account password, I will immediately inform the Novo Mesto Health Center or the person to whom I have submitted this declaration.
If I fail to do so, I take full responsibility should a third party gain access to my personal health data. I also undertake that I will not make any claims for compensation or any other claims against the Novo Mesto Health Center or against the person to whom I have provided my phone number or e-mail address.

Date: _________________________

Signature: ____________________
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Patient Declaration for Forwarding Personal Data to a Third Party
Department of Gynecology
Kandijska cesta 4
8000 Novo Mesto

DECLARATION
Name and surname: ____________________________________________
Address: _____________________________________________________
Date of birth: _________________________________________________
I DECLARE
that the staff of the Novo Mesto Health Center may forward my personal health data to the following third party:

I also declare that I am aware that before releasing personal health data, the staff of the Novo Mesto Health Center will require my date of birth.
I undertake that I will not make any claims for compensation or any other claims against the Novo Mesto Health Center or against the person to whom I have provided my phone number or e-mail address.
Date: _________________________

Signature: ____________________
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