	SOUTHLANDS  MEDICAL  GROUP:

APPLICATION FOR PROXY ACCESS TO ONLINE SERVICES


Please read Southlands Medical Group Proxy Access information leaflet before completing this form.
PLEASE COMPLETE ALL INFORMATION BELOW:

	NAME OF PATIENT

	DATE OF BIRTH
	AGE

	MOBILE NUMBER


	WHOSE TELEPHONE NUMBER IS IT?

	EMAIL ADDRESS


	WHOSE EMAIL ADDRESS IS IT?



	
	

	NAME OF THE PERSON TO BE GIVEN PROXY ACCESS
	

	RELATIONSHIP TO THE PATIENT


	

	Why do you need proxy access to this patient’s medical record:



	Confidentiality and Young People:

Please note that access granted to a parent / guardian will end once the young person reaches 11 years.  The young person may permit the proxy to continue to have access but MUST sign a new consent form.  They should consider their own need for confidentiality and that they can revoke proxy access at any time.  Young people under the age of 16 years can request to be seen without their parent / guardian and although we always encourage the young person to involve their parent / guardian it is up to the clinician to determine whether they feel the young person is competent to understand the information they are given and make appropriate decisions.

WHAT DO YOU WANT TO ACCESS? (please tick all that apply)

	
1. Online appointment booking
	

	2. Online prescription management
	

	3. Accessing the medical record
	

	4. Do you want us to send any appointment reminder text to the mobile number provided?
	


have read and understood the ‘Patient Information Leaflet for online access’ and adhere to use the system in a responsible manner in accordance with all instructions given to me by my GP practice.  I agree to inform the practice as soon as possible of any problems / errors I see whilst using the system
PATIENT ALLOWING FOR SOMEONE TO HAVE PROXY ACCESS TO THEIR RECORDS PLEASE COMPLETE THIS SECTION:

I, ……………………………………………… (name of patient), give permission to my GP practice to give the following person …………………………………………………………………………… proxy access to the online services as indicated 

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.

	Signature of patient:      


	Date:


PERSON APPLYING FOR PROXY ACCESS TO SOMEONE’S MEDICAL RECORDS PLEASE COMPLETE THIS SECTION:

I ……………………………………………………………….………… (name of representative) wish to have online access to the services ticked in the box above.
for…………………………………………………….. (name of patient).

I understand my responsibility for safeguarding sensitive medical information and I understand and agree with each of the following statements (please tick):

	1. I have read and understood the information leaflet provided by the practice
	

	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 the account has been accessed by someone without my 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
	

	Signature or representative seeking proxy access:       

Date:


If as a parent you are applying for access to your child’s records (the patient), please confirm your parental responsibility. At least one of the following must apply and your parental rights must not have been removed by the courts. Please tick to indicate which apply:

PLEASE TICK ONE OF THE FOLLOWING 4 STATEMENTS:

	1. Your name is on the birth certificate
	

	2. If you are the father, you were married to the mother at the time of birth
	

	3. You have been granted parental rights by the courts
	

	4. If you are the father, you have the agreement of the mother
	

	AND:

I confirm that my parental rights have not been removed by the courts


	


Signature of parent / representative………………………………………  Date ………………………..

THE PRACTICE RESERVES ITS RIGHT TO DENY OR REVOKE ONLINE ACCESS WHEN DEEMED NECESSARY

For practice use only

	The patient’s NHS number:


	The patient’s practice computer ID number:

	Identity verified by 

(initials):


	Date:
	Method (TWO forms of ID needed: Photo & Address):

Vouching with information in record          □

Passport          □

Driving licence          □

Bank statement         □

	Proxy access authorised by:

I have considered the patients individual circumstances and allow proxy access.
	Date:

	Date account created and emailed out:
	

	Date passphrase issued manually (where applicable):
	

	Level of record access enabled

  Appointments     □

Repeat Prescriptions    □

Medication    □

Allergies    □

Other, please specify    □


	Notes / comments on proxy access


