QUAY LANE SURGERY
PATIENT ACCESS – ONLINE SERVICES
CONSENT FORM

I consent to registering with the Patient Access (patients must be 16 years and over to register with our on-line services). This will give you access to book GP appointments, order medication and view your allergies/adverse reactions.  
Name:


……………………………………………………………….…….

Date of Birth:

…………………………….

Address:

……………………………………………………………..…….….




……………………………………………..………………….…….




…………………………………………….…………………..…….

E-Mail Address:
 ……………………………………………………...……………… IMPORTANT: this must be personal to you and cannot be shared as it links with your medical record
Home number:
…………………………  Mobile number: …………………….....

What is your preferred method of contact?  (tick which one applies)

E-Mail…..… House No……. Mob No……

Signed by the patient:
…………………………………………. 

(this must be done in the presence of a member of staff at the surgery)
If you wish to request full access to your medical records then you need to complete a detailed medical record access agreement (ask at reception for details).

FOR OFFICE USE ONLY

PATIENT VERIFICATION

Have you confirmed the identity of the patient? 

YES/NO 

What type of identity was used?
………………………………... 

(i.e. passport, driving licence, utility bill, something else)
Vouch - known by staff member:
………………………….. (name of staff member)

Have you witness the signature by the patient?


YES/NO

Signed:

………………………………..

Date:
…………..………..

Print Name:
………………………………..
Pass form to on-line registration team once signed
_______________________________________________

PATIENT FACING SERVICES REGISTRATION
Verification acknowledged



YES/NO

Date  
……………………...

Account linked 




YES/NO   
Date 
 ………….………….

Patient records coded (~912P)


YES/NO

Date  
………………………

Signed:
………………………………..

Dated:
………………..…..

