
 

Datum: 14-11-2023 
 
Auteur:     LUX Verloskundigen 

1 

 

Permission declaration client. 
 
 
Undersigned, 
 
 
 
Name and initials:  …………………………………………………………… 
 
 
Date of birth:   …………………………………………………………… 
 
 
 
hereby declares that she gives permission for all means of data exchange mentioned below: 
 

 A secured email will be sent to your family doctor to inform  him/her  you are under our care 
for your pregnancy and we will inform him/her about your due date. If we find it medically 
necessary, we consult  the GP during the pregnancy. After the birth, he/she will be informed 
about the course of the birth with a secured email. 

 After the intake we will present your medical- and obstetric history to the gynecologist at the 
hospital of your choice. We will also transfer your medical data to the gynecologist if there are 
complications during pregnancy, labor or the first week after birth. 

 When we send you mail, the already closed envelope will be stamped by Zorgmed's secretary. 
So she will see your address details. 

 During pregnancy and after delivery, we exchange relevant data with “kraamzorg”. 
 After the postnatal care, we exchange information with the “consultatie bureau”. 
 When you send us a birth announcement after delivery, we display it in the office of our  

assistant and after some time it will be displayed in the waiting room. Your child's first name is 
shared in the monthly overview on our social media. 

 After the delivery, we anonymously share the details about your pregnancy and delivery with 
Peridos, Praeventis and Perined. This is required to have insight in the quality of our care. As 
it is anonymous it is not traceable to you. 

 After the birth, we share your email address with Perined once, so that you receive a 
questionnaire to improve maternity care. 

 You are aware of the fact that our email is not secure. If you ask us a question via this email, it 
is your own choice. 

 I authorize my midwife to make my medical records digitally available for consultation by other 
health care providers or exchange with other health care providers who are also involved in 
my treatment. 

 
 
 
For acquaintance and agreement, 
 
 
  
  
Date:    …………………………………………………………… 
 
 
Signature:   …………………………………………………………… 


