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Hathaway Medical Surgery
GP ON-LINE SERVICES APPLICATION FORM

(In registration pack and given to patients attending surgery)

	Full Name



	Date of Birth



	Address:

(including post code)



	Contact Information:
	Tel Home:



	
	Tel Mobile:



	
	Tel Work:



	
	E-mail:




I wish to access on-line services and understand and agree with each statement (please tick)

	1
	I will be responsible for the security of the information that I see or download


	(

	2
	If I choose to share my information with anyone else, this is at my own risk


	(

	3
	I will contact the practice as soon as possible if I suspect that my account has been access by someone without my agreement


	(

	4
	If I see information in my record that is not about me, or is inaccurate, I will log out immediately via “secure messaging” within my Patient Access account and I will contact the practice by telephone
	(

	5
	If I have access to my child’s record I understand that this will be switched off on the child’s 12th birthday


	(


	The following services will be available via your online account:
· Booking and cancelling appointments 

· Requesting repeat prescriptions

· Summary care record

· Full online access for all entries from 1st March 2022 for patients registered before the 1st March 2022, for any new patients full online access will be granted from the day you are registered for online services.



I consent to my username and password being sent to me by text  

I have read and agreed the Patient Access to On-line Services terms and conditions document (available at reception and online on the Porch surgery website).
	Signed:



	Print Name:



	Date:




Please return this form to the surgery:

Reception Team

Hathaway Medical Surgery

Middlefield Road

Chippenham

Wiltshire SN14 6GT.  


FOR HOUSEBOUND PATIENTS ONLY 

I would like to nominate a friend/relative/carer to collect my account details on my behalf. I understand the person collecting my details will have access to my confidential account information and I take full responsibility for any misuse of my account or breaches of confidentially that may occur as a result. The Surgery will contact the housebound patient to confirm the request prior to granting on-line access.

The full name of person I nominate to collect my account details on my behalf is:

Nominated Person: ………………………………………………………………………………………………


For Office Use

	Details of ID: 

	By whom:



	Username & password issued – date:


	By whom:


Hathaway Medical Surgery
Consent to proxy access to GP online services
The patient 

(This is the person whose records are being accessed)
	Surname
	Date of birth

	First name

	Address 

                                                                             Postcode          

	Email address

	Telephone number
	Mobile number


The representative(s) 

(These are the people seeking proxy access to the patient’s online records, appointments or repeat prescription.) 

	Surname
	Surname

	First name
	First name

	Date of birth
	Date of birth

	NHS Number
	NHS Number

	Relationship to patient
	Relationship to patient

	Address

Postcode 
	Address              (tick if both same address ()
Postcode

	Email
	Email

	Telephone
	Telephone

	Mobile
	Mobile


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.
Section 1
I, the patient, give permission to my GP practice to give the representative(s) proxy access to the online services as indicated below in section 2.

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 have read and understand the information leaflet provided by the practice

	Signature of patient
	Date


Section 2

Please select the level of access required 

	1   Online appointment booking
	(

	2   Online prescription management
	(

	3    Full access to medical records for entries from 1st March 2022 – this is for patients registered before 1st March 2022, for any new registrations after 1st March 2022 access will be granted from the date of the registration (please note this access will be turned off when your child reaches the age of 12)
	(


Section 3

	Reason for requesting proxy for patient


I/we understand my/our responsibility for safeguarding sensitive medical information and I/we understand and agree with each of the following statements:

	1. I/we have read and understood the information leaflet  provided by the practice and agree that I will treat the patient information as confidential
	(

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

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

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

	5. I consent to my username and password being sent to me by text
	(


	Signature of representative
	Date

	Signature of representative
	Date


Please return this form to Hathaway Medical Surgery

For Office Use

	Details of ID
	By whom:



	Patient if ages 16 or over:
	Representative:
	


Log-in details collected by 





Signature:     …………………………………………………………………………….





Print Name:   ……………………………………………………………………………









