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[reland Wood & Horsforth

Medical Practice



  Ireland Wood & Horsforth Medical Practice
	The New Croft Surgery

Broadgate Lane

Horsforth, LS18 4SE

Tel: 0113 239 5550
	Ireland Wood Surgery

Iveson Approach

Leeds, LS16 6FR

Tel: 0113 230 3470 



APPLICATION FOR PROXY ACCESS TO ONLINE SERVICES

Please complete this form and return it to the Practice together with two forms of ID (one photographic and one recent proof of address e.g. A utility bill within the past three months). Your PIN number will be sent to you via text (or email if preferred) 10 working days after the application is submitted. In some circumstances the practice may want to discuss your application with you in more detail, you will be informed of this by a letter.
	Patient details:

	Surname
	
	Forename
	

	Date of birth
	
	NHS number
	

	Street
	
	Region
	

	Town or city
	
	Postcode
	

	Telephone
	
	GP details
	

	Nominated individual details:

	Surname
	
	Forename
	

	Date of birth
	
	Relationship to patient
	

	Street
	
	Region
	

	Town or city
	
	Postcode
	

	Telephone
	
	Email Address

 
	


CONSENT TO PROXY ACCESS TO GP ONLINE SERVICES
Note: If the patient does not have capacity to consent to grant proxy access and proxy access is considered by the practice to be in the patient’s best interest section 1 of this form may be omitted.

I,………………………………………………….. (name of patient), give permission to my GP practice to give the following person ….……………………………………… proxy access to online services enabling them to view my test results, make my appointments and manage my prescriptions.

· I reserve the right to reverse any decision I make in granting proxy access at any time.

· I understand the risks of allowing someone else to have access to my health records.

· I understand that my GP may overrule my decision at any time if there are safeguarding concerns.

· I am aware that proxy access is automatically switched off at ages 11 and 16 years, and I will need to reapply if I wish to have online access after this time.

· I have read and understand the information leaflet provided by the practice.

	Signature of patient
	Date













Please turn page

I……………………………………………… (name of representative) wish to have online access to view test results, make appointments and manage prescriptions for ……………………………………….……… (name of patient). 
I understand my responsibility for safeguarding sensitive medical information, and I understand and agree with each of the following statements:

	1. I have read and understood the information leaflet  provided by the practice (this can be found on our website under ‘register for online services’) and agree that I will treat the patient information as confidential
	(

	2. I will be responsible for the security of the information that I see or download
	(

	3. I will contact the practice as soon as possible if I suspect that the account has been accessed by someone without my/our agreement
	(

	4. If I see information in the record that is not about the patient, or is inaccurate, I will contact the practice as soon as possible.  I will treat any information which is not about the patient as being strictly confidential
	(


	Signature of representative
	Date


For practice use only
	Patient NHS number
	Practice computer ID number

	Identity verified by (initials)
	Date
	Method
Photo ID:

Passport  Driving Licence  

Other (please detail) 
Proof of residence:

Utility Bill  Council Tax  

Other (please detail) 

	Authorised by (person granting access)
	Date



Partners: MA Brown, PF Robinson, S Hutchinson, S Boyle, J Walker, K Hutchison,
A Koester, K Watson, RE Jones, N Hulson, Z Alani

