
!!!
WAIVER OF CONFIDENTIALITY FORM 

!
!
I, the undersigned, hereby agree to disclose any of my medical 

records to the representatives of Sheba Medical Center. 

!
By signing this document, I am waiving confidentiality, as 

stipulated by the laws of the State of Israel. 

!
!
!
!
Full Name 

ID 

Date 

Signature 

 TEL: +972-3-5304501
 FAX: +972-3-5307395

e-mail: Polina.Dobshits@sheba.health.gov.il

פיתוח תשתית ושירותי בריאות ,קרן מחקרים רפואיים 
(ע"ר) ליד המרכז הרפואי שיבא 

ישראל ,52621 תל-השומר

 MEDICAL RESEARCH INFRASTRUCTURE DEVELOPMENT

 AND HEALTH SERVICES FUND BY THE

 SHEBA MEDICAL CENTER (R.A)

Tel-Hashomer 52621, Israel

mailto:polina.dobshits@sheba.health.gov.il?subject=
mailto:polina.dobshits@sheba.health.gov.il?subject=

