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[bookmark: _Hlk139555393]CARER’S CONSENT FORM – PART 1
Please note that this part of the form is only to inform us that you are a carer for someone and does not give you any access or right to the patient’s medical records or information to their medical information.
CARER’S DETAILS
	[bookmark: _Hlk137726328]Title    Miss / Mrs / Mr / Ms / Other

	Name

	Date of Birth

	Contact Details:

Landline:                                          Mobile:

Email address:

(please indicate preferred method of contact)

	Address

Postcode:


	Patient at Roundwood Surgery

                  Yes   /   No
	If you are not registered with Roundwood Surgery, please state which GP Practice you are registered with.



[bookmark: _Hlk137728143] PRINT NAME				                    	SIGNATURE                                            			                                            
If the patient (the person you care for) requires you to have access to their medical records, or to be able to discuss your medical treatment please complete part 2 of this form – we can only provide medical records access to carers that are registered at this surgery.
PATIENT’S DETAILS IF AT THIS PRACTICE 
	[bookmark: _Hlk139553694][bookmark: _Hlk139558099]Title    Miss / Mrs / Mr / Ms / Other

	Name

	Date of Birth

	Contact Details: (please indicate preferred method of contact)

Landline:                                          Mobile:

Email address:

	Address

Postcode:

	

	Relationship To Patient

	

	Preferred Emergency Contact
(name, contact number and relationship to you)
	



PRINT NAME			                    		SIGNATURE	                       	  			   
If you (the patient) would like your carer (named above) to discuss or to have access to your medical records, please complete Part 2
CARER’S CONSENT FORM – PART 2
PLEASE TICK BELOW THE INFORMATION THAT YOU (THE PATIENT) WOULD LIKE TO AUTHORISE YOUR CARER (NAMED IN PART 1) TO HAVE ACCESS TO  
Please note that the carer (named in Part 1) will need to be a patient at Roundwood Surgery to gain digital access (NHS APP) to this information

	Confirming /Cancelling Appointments

	
	Discuss Hospital Letter Content
	

	Prescription Ordering / Queries

	
	Discuss GP Consultations
	

	Collect Medical information

	
	Result Information

	



[bookmark: _Hlk139560182]PATIENT AUTHORISATION		
	 Print name 

	Signature

	[bookmark: _Hlk139560178] Type of I.D seen

	Staff Member Signature



CARER WHO REQUIRES AUTHORISATION
	 Print name

	Signature

	 Type of I.D seen

	Staff Member Signature



As a practice, we will contact you (the patient) via telephone to confirm the details of consent
before processing for Data Protection
----------------------------------------------------------------------------------------------------------------------------------------------
FOR OFFICE USE ONLY
Date Patient Contacted __________________________             	 Authorised to Proceed                YES / NO

Actioned on S1       Date__________________________		By_______________________________

Appropriate READ code has been entered onto S1: _____________________________________________
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