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PARTICIPANT MEDICAL RELEASE FORM 
Please read this Participant Medical Release Form carefully and ask any questions you may 
have before making a decision whether or not to release your (or your child’s) medical 
information. Please keep this form safe, as it contains important information to which you may 
wish to refer at a later date. 
 

DESCRIPTION OF MEDICAL INFORMATION TO BE RELEASED 
NHS Number, name, date of birth, gender 
Biopsy results and where tissue sample is stored 
Disease, genomic variation related details 
Disease related interventions, (e.g. steroids, surgery, physiotherapy) 
 

DESCRIPTION OF PURPOSE 
The medical records will be used by Action Duchenne for the purpose of the UK Duchenne 
Muscular Dystrophy Registry. 
 

CONSENT, SIGNATURES AND DATES 
 

I hereby give permission for my (or my child’s) basic medical data, disease-related interventions 
and genetic variation details to be disclosed to Action Duchenne Ltd for the UK Duchenne 
Muscular Dystrophy Registry [the Registry]. 
 
I confirm that either I am over the age of 12 years, or I have parental responsibility over the child, 
and I have had explained to me and I have understood the purposes for which my or my child’s 
data is to be held by Action Duchenne Ltd. 
 
I have read and agreed the legal information relating to the DMD Registry from the website 
registration pages and have had the opportunity to ask questions. 
 
I confirm that I have had sufficient time to consider whether I want my or my child’s medical 
details released to the Registry. 
 
Participants Name (print full name of person with Duchenne or Becker): 
 
 
Date of Birth:      NHS number (if known): 
 
Parent or Guardians name: 
 
 
 
Signature: 
 
Date: 


