
Patient Name: _________________________
Date of Birth: _________________________
Address: ______________________________
Date of Registration: ___________________

Important Information for Out-of-Area Patients
You have requested to register with St Pauls Medical Centre as an out-of-area patient meaning you live outside our normal practice boundary. Under NHS regulations we can accept                out-of-area patients but there are important conditions that apply to your registration.
Please read the following carefully before signing this agreement.
Services Provided
As an out-of-area patient you will receive the same access to GP services at our practice premises as our regular patients. This includes:
· Routine appointments
· Prescriptions and medication management
· Referral to hospital or specialist care when required
However, under Regulation 30 of the NHS General Medical Services (GMS) Regulations 2015, there are important exceptions to the services we provide for out-of-area patients.
Services We Are NOT Obliged to Provide
As an out-of-area patient we do not have an obligation to provide:
Home visits   - If you require a home visit you will need to seek care from a local NHS service near your home.  This includes the District Nursing Team attached to the practice.
Urgent care at home - If you become unwell and require urgent medical assistance while at home you must contact NHS 111 or use local urgent care services.
What This Means for You
If you require medical attention while at home, you must use local services such as NHS 111 or your nearest urgent care centre.
If your health needs change and it is no longer clinically appropriate or practical for us to provide care, we may need to deregister you and advise you to register with a practice closer to home.
If you accept this agreement, you cannot request home visits or urgent care at your home from this practice.



Patient Declaration

I confirm that:
· I have read and understood the terms of this agreement.
· I understand that home visits and urgent care at home will not be provided by this practice.
· I agree to contact NHS 111 or my local urgent care services if I need medical assistance at home.
· I understand that if my health needs change, I may be advised to register with a local GP practice.

Patient Signature: _________________________
Date: _________________________

GP/Practice Representative Signature: _________________________
Date: _________________________




