MILE OAK MEDICAL
CENTRE

CHALKY ROAD a PORTSLATL
BN41 2WF
Telephone: (01273) 426200  Fax: (01273)
426230
www.mileoakmedicalcentre.nhs.uk

IMPORTANT INFORMATION FOR NEW PATIENT:

1. YolMUSTSupply us with y?dHS numbexhich can be
obtained from your current/previous GP surgery.

2. You must also bitwugforms of identificatiomperson
wherreturning your completed fanesfrom each category

Photographic:
Passport

Driving license

Bus Rssetc.

Proof of address (dated withé@st 3 months):
Utility bill
Bank statement
Tenancy agreement

Bring forms in
BetweernlCam andl2.30
Or 3pm and 5pm
Monday Thursday

Partner s: D r Dr @hioe Webbet a r3yr aNupur Ver ma
Associates:Dr  Anna Go dbadrarMaygharDa Dr Faye Tarrier

Pagel of 22



m Family doctor services registration GMST —

Patient’s details Please complete in BLOCK CAPITALS and tick [z as appropriate
S
Clme [Omrs [miss [Jms  Umeme
Date of birth I L l I "~ First names
o : e —
No.

- 'fown ahd countny
[] male [] Female of birth g4
Home address » » '

Postcode » Telephone number

Please help us trace your previous medical records by providing the following information
Your previous address in UK Name of previous doctor while at that address

Address of 'pré\'/'ibus doctor

If you are from abroad
Your first UK address where registered with a GP

If previously resident in UK, Date you first came
date of leaving to live in UK

If you are returning from the Armed Forces
Address before enlisting

Service or Enlistment
Personnel number date

If you are registering a child under 5
[] 1 wish the child above to be registered with the doctor named overleaf for Child Health Surveillance

H ici H *
If you need your doctor to dispense medicines and appliances SNt all Foctorsane
[] 1 live more than 1 mile in a straight line from the nearest chemist authorised to
& gz z = . dispense medicines
[] 1 would have serious difficulty in getting them from a chemist

[] signature of Patient  [] Signature on behalf of patient Date / /

NHS Organ Donor registration
| want to register my details on the NHS Organ Donor Register as someone whose organs/tissue may be used for transplantation
after my death. Please tick the boxes that apply.

[] Any of my organs and tissue or
[] kidneys [] Heart [] viver [] corneas  [] Lungs [] pancreas [ ] Any part of my body

Signature confirming my agreement to organ/tissue donation Date R /

www.uktransplant.org.uk, or call 0300 123 23 23.

NHS Blood Donor registration

I would like to join the NHS Blood Donor Register as someone who may be contacted and would be prepared to donate blood.
Tick here if you have given blood in the last 3 years ]

Signature confirming consent to inclusion on the NHS Blood Donor Register Date 7 /

For more information, please ask for the leaflet on joining the NHS Blood Donor Registe:
My preferred address for donation is: (only if different from above, e.g. your place of work)

~ Postcode:

HA use only Patient registered for [[lems []chs [ ] pispensing [ ] Rural Practice

042017 003 Product Code: GMS1



Family doctor services registration

be completed by the doctor

Doctors Name HA Code

1 1 have accepted this patient for general medical services [] For the provision of contraceptive services

[] 1 have accepted this patient for general medical services on behalf of the doctor named below who is a member of this practice
Doctors Name, if different from above HA Code

[] 1 have accepted this patient on behalf of the doctor named below, who is a member of this practice and is on the
HA CHS list and will provide Child Health Surveillance to this patient.
Doctors Name, if different from above HA Code

dispense medicines/appliances to this patient subject to Health Authority’s Approval

|:] | am claiming rural practice payment for this patient.
Distance in miles between my patient’s home address and my main surgery is

I declare to the best of my belief this information is correct and | claim the

appropriate payment as set out in the Statement of Fees and All ances. An audit

trail is available at the practice for inspection by the HA’s authorised officers and

auditors appointed by the Audit Commission

Authorised Signaturgl
Name Date / /

SUPPLEMENTARY QUESTIONS
PATIENT DECLARATION for all patients who are not ordinarily resident in the UK

Anybody in England can register with a GP practice and receive free medical care from that practice.

However, if you are not ‘ordinarily resident’ in the UK you may have to pay for NHS treatment outside of the GP practice. Being
ordinarily resident broadly means living lawfully in the UK on a properly settled basis for the time being. In most cases, nationals
of countries outside the European Economic Area must also have the status of ‘indefinite leave to remain’ in the UK.

Some services, such as diagnostic tests of suspected infectious diseases and any treatment of those diseases are free of charge to
all people, while some groups who are not ordinarily resident here are exempt from all treatment charges.

More information on ordinary residence, exemptions and paying for NHS services can be found in the Visitor and Migrant.
patient leaflet, available from your GP practice.

You may be asked to provide proof of entitlement in order to receive free NHS treatment outside of the GP practice, otherwise
you may be charged for your treatment. Even if you have to pay for a service, you will always be provided with any
immediately necessary or urgent treatment, regardless of advance payment.

The information you give on this form will be used to assist in identifying your chargeable status, and may be shared, including
with NHS secondary care organisations (e.g. hospitals) and NHS Digital, for the purposes of validation, invoicing and cost
recovery. You may be contacted on behalf of the NHS to confirm any details you have provided.

Please tick one of the following boxes:

a) I:] I understand that | may need to pay for NHS treatment outside of the GP practice

b) D I understand | have a valid exemption from paying for NHS treatment outside of the GP practice. This includes for
example, an EHIC, or payment of the Immigration Health Charge (“the Surcharge”), when accompanied by a valid visa. | can
provide documents to support this when requested

<) [:] I do not know my chargeable status

I declare that the information | give on this form is correct and complete. | understand that if it is not correct, appropriate
action may be taken against me.

A parent/guardian should complete the form on behalf of a child under 16.

Practice Stamp

Signed: Date:
Print name: Relationship to
On behalf of: patient:

Complete this section if you live in another EEA country, or have moved to the UK to study or retire, or if you live in
the UK but work in another EEA member state. Do not complete this section if you have an EHIC issued by the UK.
NON-UK EUROPEAN HEALTH INSURANCE CARD (EHIC), PROVISIONAL REPLACEMENT CERTIFICATE (PRC)

DETAILS and S1 FORMS

Do you have a non-UK EHIC or PRC?

_ i If yes, please enter details from your EHIC or
YEs: [] No: ] PRC below:

Country Code: !

3 Name

4: Given Names

5: Date of Birth

6: Personal Identification

If you are visiting from another EEA Number
country and do not hold a current 7: ldentification number
EHIC (or Provisional Replacement of the institution

Certificate (PRC))/S1, you may be billed

for the cost of any treatment received | 8¢ Identification number

outside of the GP practice, including of the card
at a hospital. 9: Expiry Date
PRC validity period (a) From: (b) To: |

Please tick [_]if you have an S1 (e.g. you are retiring to the UK or you have been posted here by your employer for
work or you live in the UK but work in another EEA member state). Please give your S1 form to the practice staff.

How will your EHIC/PRC/S1 data be used? By using your EHIC or PRC for NHS treatment costs your EHIC or PRC data
and GP appointment data will be shared with NHS secondary care (hospitals) and NHS Digital solely for the purposes of
cost recovery. Your clinical data will not be shared in the cost recovery process.

Your EHIC, PRC or S1 information will be shared with The Department for Work and Pensions for the purpose of
recovering your NHS costs from your home country.




PLEASE FILL THIS FORM IN USING BLOCK CAPITALS

It is essential that you complete this form as futgmdtyaill heljs ensure that you receive the best
possible care

7 7

Nameeéeeéeceéeé

(¢»)
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-

Date of Birthéeéeéeéeéeééeeéceéee.

Addresséeéeeéceéeéeéeéceceéeéeéececceecc
éeéeéeéecéececeéeéeéececéeééécecéececcee
éeéeéeéecécececéceéeébecbbecébeéececceecectece

Post ode ééeéeéeéececté

Homephoveé é e é e e éeééecéeééexéetecéecéecceéc
Mobilephoree é é e é é e éeééecéeecéeéeébecécecéeceé.
Workphodeé e ¢ é e éeecéeéecéeééécéécéecéecée
EmailaddreSse é é e éeé éeéeecéecéécéeceéecéecée

Would you like to register for online serviceskang.tblephone appointmentsrdedng repeat
medication? s No[]

In order to comply with our legal requirements of providing you witle di@zihese & contact you

from time to time to discuss your health care, appo@stmesiidts etc. This would include leaving a
message on your answer phone.

From time to time we would like to contact you via SMS (text) to keep you informed of changes to t
practice or to ask for feedback on how you think we are doing #syatsdayaot.wish to be
contacted in this way pleasése one ofir reception staff and they will record this on your records.

1
Do we have permissidkep you informed of changes to the practice or to ask you abc
how we are doing as a surgeBM&Eex})?
Yes. ] N[

If you said yes which telephone number is the best number to centact you on

Do we have permissmemail yGu

Yes. ] N(]
Partner s: Dr Abigail Fry a Damn Chloe Webber a
Associ at es: Dr Anna Godwin & Dr Laura Maythan
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Patient consent for email communication

| consent for Me Oak Medical Centre to use email as a method of communication between
them and myself.

| understand that there is a possibility that my emails and the responses could be intercepted
and read by someone else. | will bear this in mind in deciding hovh imficrmation to seek
and how much information to disclose by email.

| understand that | cannot request medication or request appointments via email and should
dzaS aAfS ht1 aSRAOIE /SyiNBQa 2ytAyS aeadasSy
www.mileoakmedicalcentre.nhs.net

| understand that if | require urgent clinical advice or attention | should contact my GP by
calling the Practice.

9YIFAf FRRNBaad FT2NI O2YYdzyAOIFGA2Y AEAY XXXXXXXX
This is my own personal email address
This is the email address of someone else who | wish to be my nominated person:

Name of nominatedJSNBE 2y O0AF F LILIX AOFof SOY XXXXXXXXXXX;

wSEFUA2YAaKALI 2 LI GASY(d O6AF LW AOFOGESOY XXX

t FOGASY0Qa Y FXYXSKX XXX X X X X X XX XKX /5 Dh P,

t FGASY1Qa &aATYlF GdzNBY XXXXXXXBDHXXHXXXXXXXXXX X

For Mile Oak Use Only:

Actioned by: Date:
Email address updated on patient
record
Consent page updated on patient
record
Email address verified
Partner s: Dr Abigail Fry a Damn Chloe Webber a
Associ at es: Dr Anna Godwin & Dr Laura Maythan
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FamilyHistory

Daesyou familyhave a historyanfy of the following? (Tick the correct boxes)

If you havansweregles to any of the above please give usradtalilsg the year of

Angina [ ] [ ] [ ]
Asthma [ 1| High Cholesterol [ ]| Rheumatoid arthritis [ ]
Cancer [ ]| Hypertension [ ]| Schizophrenia []
COPD [ ]| Ischaemic heatisead || Stroke []
Coronary heart dised }| Kidney disease [ ]| TIA/mirstroke []
Diabetes [ ]| Learning difficulties [ ]| Thyroid disease []
Depression ] [] []
Epilepsy [] []

Please give details

diagnosis.

Now please tell us about any health conditifermijjpavehadthat are not listed

above.

Have you ever had ather major ilinesses, operations or mental health problems?

YesL ] N

Please give details

Partner s:

Dr Abigail Fry a4 Dm Chl oe Webber a

Associ at es: Dr Anna Godwin & Dr Laura Maythan
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Your Medicdtlistory

Do you have a history of any of the following? (Tick the correct boxes)

If you have answered yes to any of the above please give us details including the ye:

diagnosis

Angina [] [] []
Asthma [ ]| High Cholesterol [ ]| Rheumatoid arthritis [ ]
Cancer [ ]| Hypertension [ ]| Schizophrenia []
COPD [ ]| Ischaemic heart dis{_F| Stroke []
Coronary laet diseas{ || Kidney disease [ ]| TIA/minstroke []
Diabetes [ ]| Learning difficulties [ ]| Thyroid disease []
Depression [] [] []
Epilepsy [] []

Please give details

Now please tell us about any health conditr@v&yadthat are not listed above.

Have you ever had any other major illnesses, operations or mental health problems?

Yes. ] N

Please give details

Partner s:

Associ at

Dr
es:

Abi gai |l
Dr Anna
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YOUR HEALTH

Height: Weight:
Your smoking status:

Never smoked []

Ex- smoker L]

Quit dateéeéeééeéecé.
Current smoker [l

Stopping smoking will benefit your health. If you wish to discuss giving up
for a smoking cessation appointment at reception.

Do you use any recreationad?rug| Yes_|  N_]

Your blood pressure Date of blood pressure

Free health checks

Free NHS health chetfkyou are betwettre ages of 40 and 74 and have not had a
NHS hdth cleck in the last 5 yeatsase book in for one with one céalthGdre
Assistardi Please arrange tBIBICE/ou are registered with the pragtmentacting
reception.

Sexual health cheekve offer free sexual health checks for chlamythiaégdHbv as
well as hepatitis/TTHE sycoruebedn ilni gk ef car cohaet
appointment with one of our nurses.

Partner s: Dr Abigail Fry a Damn Chloe Webber a
Associ at es: Dr Anna Godwin & Dr Laura Maythan
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Medications

Please provide a FULL list of your current medidaatingplease attach your repeat
prescriimg slip form your last GP.

| f you dondt have this wakebelevalong withtha me
dosagend how often.

l.e. Simvastatin 40mg tablets Twice daily
Allergies
Any drug allergies or adverse reactio| Please provide date dethils of the
reaction

Yesl] NI
Any food allergres Please provide details
Yes[ ] N

Partner s: Dr Abigail Fry a Damn Chloe Webber a

Associ at es: Dr Anna Godwin & Dr Laura Maythan
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Please complete the following questionnaire

unit of alcohol é

Half pint of T 1 single 1 small W71 single
regular beer, 1 small glass ﬁ measure glass of measure
lager or cider of wine of spirits sherry of aperitifs

éand each of these is more than uni
Pint of Regular Alcopop or Can of Premium Can of Super
Beer/Lage%/C.ider Pint of Premium can/bottle of Lager Strength Glass of Wine Bottle of
Beer/Lager/Cider Regular Lager or Strong Beer Lager (175mi) wWine

Scoring system

uestions
E 0 1 2 3 4
2-4 2-3 4+
How often do you have a drink containing Never Monthly times times times
alcohol? or less per per per
month week week
How many units of alcohol dolyo.u drink on 1-2 3.4 5.6 7.9 10+
a typical day when you are drinking?
o Daily
How often have you had 6 or more units if Less or
female, or 8 or more if male, on a single Never than Monthly Weekly
e almost
occasion in the last year? monthly .
daily
TOTAL:

A score of less than 5 indicates lower risk drinking
Scores of 5+ requires the following 7 questions to be completed:

Scoring system

Quest ions
0 1 2 3 4
How often during the last year have you found Daily or
L Less than
that you were not able to stop drinking once you Never monthl Monthly Weekly almost
had started? Y I:l daily
How often during the last year have you failed to Daily or
Less than
do what was normally expected from you because Never Monthly Weekly almost
. monthly .
of your drinking? daily
How often during the last year have you needed Less than Daily or

an alcoholic drink in the morning to get yourself Never monthly Monthly Weekly almost

going after a heavy d  rinking session? daily

. Daily or
Hovy often dgrlng the last year haye you had a Never Less than Monthly Weekly almost
feeling of guilt or remorse after drinking? monthly daily
How often during the la st year have you been Daily or

unable to remember what happened the night Never L;ii::@ n Monthly Weekly almost

before because you had been drinking? daily
Yes, but Yes,
Have you or somebody else been injured as a No not in during
result of your drinking? the last the last
year year
Has a relative or friend, doctor or other health WG .bUt Ye_s,
- not in during
worker been concerned about your drinking or No
the last the last
suggested that you cut down?
year year
TOTAL:

If you have scored 8 or more on the this questionnaire current medical evidence suggests that

Your
score

Your
score

your

drinking MAY be harmful to your health. We would like to discuss this. Please let us know here if you do

NOT wish to be contacted. | do not wish to be contacted



Social

Are you a cardjiz. Do you look after
someone informally, for example, an ¢
relative or somebody with learning
disabilities)

Yes |No[ |

Whom do you care for?
[ ] Relative

[ Friend

1 Neighbour

[ ] Partner

Is the person you care for registered ¢
practice?
Yed |No[ ]

If no please specify where.

If you would like information about su
forcares, please tick the box and one
our nurses will contact [ ju.

Social and personal information

Occupation: Housing type:

Employed/self employed_] House [l

Unemployed ] Flat ]

Full tim@arent ] Bungalow ]

At school/ college ] Other N

At university L]

Retired ]

Do you live alone? Please list the full names of the occu
Yesl] NO of your home and their relationships |

Name Relationship

Name afiext of kin:

Relationship wext of kin:

Next of kin DOB:

Contact detailsraixt of kin:

Is your ext of kin registered at this sur

Ye{] N]

Any children under the age of 187 N¢
DOB, Addss:

Partner s: Dr Abigail
Associ at es: Dr Anna
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Communicating with you

Do you have visual or hearing diffictié No[]

Please give details

Do you have aothewifficulties communicative®l_1No[]

Please give details

Do you need the services of an interpifeter®hiclangiage?

Yed | N]

We gather the following information so that we can provide the best care for you. If
you do not wish to share this information you are under no obligation to do so.

Gender Mald ] Femd] Cher
Do you@w, or have you ever conside Yes [ ] N]
yourself transgender? [_1 1 do not wish to disclose this
information

Please state which best describes your sexual orientation

[ ] Lesbian [ ] Unsure

[ Gay/homosexual [] Other (please state)

[ ] Bisexal eééeeééeeéeéece
[] Heterosexual/straight [11 do not wish to disclose this

Please indicate your religion or belief

[ ] Other

//////////

eééeeceeééece.
[ 11 have no particular fa

do not wish to disclose t

[_1 Agnostic

[ ] Atheism [ ] Islam

[ 1 Buddhism [1 Jainism

[ Christianity [] Judaism

[1 Hinduism [ ] Pagan

[ Sikhism

Partner s: Dr Abi gai l
Associ at es: Dr Anna
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ETHNIC BACKGROUND

Please complete this form so that we can have a record of your ethdiwhiabkgribbbe helpful in
providing the best medical care for you.

Choos®NEsection frolto Ebelow antick the appropriate baa indicate your ethnic group
(adding written information if necessary).

A White

British
Irish
Any other White background (please write in)

B Mixed

White & Black i@zbean

White & Black African

White & Asian

Any other Mixed background (please)write in

C Asian or Asian British

Indian

Pakistani

Bangladeshi

Any other Asidiackground (please wr)te in

D Black or Black British

Caribbean
African
Any other Black background (please write in)

E Chinese or other ethnic group

Chinese
Any other (please write in)

Partner s: Dr Abigail Fry a Dr Chloe Webber a
Associ at es: Dr Anna Godwin aTdrier Laura Mayt han
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NHS Electronic Prescription Servica new way to get your medicines
and appliances. e

The Electronic Prescription Service (EPS) is an NHS service. It give ﬁ::l:‘::t[fm

the chance to change how your GP sends your prescription to the Searvice

place you choose to get your medicines or appliances from.

What does this mean for you?

1 If you collect your repegtrescriptions from your GP you will not have to visit your GP practice
to pick up your paper prescription. Instead, your GP will send it electronically to the place you
choose, saving you time.

1 You will have more choice about where to get your medicina® because they can be
collected from a pharmacy near to where you live, work or shop.

1 You may not have to wait as long at the pharmacy as there will be time for your repeat
prescriptiongo be ready before you arrive.

Is this service right for you?
Yesjf you have a stable condition and you:
f R2yQil ¢lyd G2 32 G2 @&2dz2NJ Dt LINI OGAOS SOSNE .
1 collect your medicines from the same place most of the time or use a prescrgail@ction
servicenow.
It may not be if you:
T R2y Qi 3ISG LINBaONRLIIA2ya @OSNEB 2FGSyT 2NJ
1 pick up your medicines from different places.

How can you use EPS?
You need to choose a place for your GP practice to electronically send your prescription to. This
is calledhomination.You can choose:

1 apharmacy.

9 adispensing appliance contractor (if you use one).

Ask any pharmacy or dispensing appliance contractor that offers EPS, or your GP practice, to
FRR &2dzNJ y2YAY Ll GA2Yy F2NJ &82dzd , 2dz R2y Qi ySSR

Can | change my nomination or cancel itchget a paper prescription?

. Sa @2dz OFryd LT @2dz R2y Qi 461yl @2dzNJ LINBAONRLIGIA 2y
change or cancel your nomination speak to any pharmacist or dispensing appliance contractor that

offers EPS, or your GP ptige. Tell them before your next prescription is due or your prescription may

be sent to the wrong place.

Is EPS reliable, secure and confidential?
Yes. Your electronic prescription will be seen by the same people in GP practices, pharmacies and NHS
presciption payment and fraud agencies that see your paper prescription now.

Sometimes dispensers may see that you have nominated another dispenser. For example, if you forget
who you have nominated and ask them to check or, if you have nominated more tleadispenser.

Partner s: Dr Abigail Fry a Dr Chloe Webber a
Associ at es: Dr Anna Godwin aTdrer Laura Mayt han
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For more information visitvww.hscic.gov.uk/epspatientsyour pharmacy or GP practice.

Electronic
Prescription Service
Patient Nomination

Request

b Electronic

Prescription
Service

t FGASYd yYIEYS XXXXXXXXXXXXXXXXXXXXXXXXX

NEZEd XXXXXXXXXXXXXXXXXXXXXXXXXXX

puj

I R
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX X
CSESLIK2YS bdzYoSNIPDPPDPOXXXXXXXXXXXXXXXXX
Bh. XXXXXXXOXXXXXXXXXXXXXXXXXXXXXXXXXX

bl { bdzZYdSNI XXXXXXXXXXXXXXXXXXXXXXXXXXX

| am the patient named above/carer of éhpatient named above. Nomination has be
explained to me and | have also been offered a leaflet that explains nomination.

Name and address of nominated dispenser:

t FGASYd {ATYFGANBXXXXXXXXXXXXXXXXXXXXX

5FISXXXXXXXXXXXXXXXXBEXXXXXXXXXXXd

Partner s: Dr Abigail Fry a Dr Chl oe We
Associ at es: Dr Anna Godwin aTdrrer Laur a
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NHS

Digital

Information for new patients: about
vour Summary Care Record

Dear patient,

If you are registered with a GP practice in England, you will already have a Summary
Care Record (SCR), unless you have previously chosen not to have one. It will
contain key information about the medicines you are taking, allergies you suffer from
and any adverse reactions to medicines you have had in the past.

Information about your healthcare may not be routinely shared across different
healthcare organisations and systems. You may need to be treated by health and
care professionals who do not know your medical history. Essential details about
your healthcare can be difficult to remember, particularly when you are unwell or
have complex care needs.

Having a Summary Care Record can help by providing healthcare staff treating you
with vital information from your health record. This will help the staff involved in your
care make better and safer decisions about how best to treat you.

You have a choice

You have the choice of what information you would like to share and with whom.
Authorised healthcare staff can only view your SCR with your permission. The
information shared will solely be used for the benefit of your care.

Your options are outlined below; please indicate your choice on the form overleaf.

Express consent for medication, allergies and adverse reactions only.
You wish to share information about medication, allergies for adverse
reactions only.

Express consent for medication, allergies, adverse reactions and
additional information. You wish to share information about medication,
allergies for adverse reactions and further medical information that includes:
your illnesses and health problems, operations and vaccinations you have had
in the past, how you would like to be treated (such as where you would prefer
to receive care), what support you might need and who should be contacted
for more information about you.

Express dissent for Summary Care Record (opt out). Select this option, if
you DO NOT want any information shared with other healthcare professionals
involved in your care.

If you chose not to complete this consent form, a core Summary Care Record (SCR)
will be created for you, which will contain only medications, allergies and adverse
reactions.

Partner s: Dr Abigail Fry a Dr Chl oe We
Associ at es: Dr Anna Godwin aTdrrer Laur a
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Once you have completed the consent form, please return it to your GP practice.

You are free to change your decision at any time by informing your GP practice.

Partner s: Dr Abigail Fry a Dr Chloe Webber a
Associ at es: Dr Anna Godwin aTdrer Laura Mayt han
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NHS

Summary Care Record patient consent form Digital

Having read the above information regarding your choices, please choose one of the
options below and return the completed form to your GP practice:

Yes 1 lwould like a Summary Care Record
| Express consent for medication, allergies and adverse reactions only.

or

| Express consent for medication, allergies, adverse reactions and additional
information.

No i I would not like a Summary Care Record
| Express dissent for Summary Care Record (opt out).

,,,,,,,,,,,,,,,,,,

,,,,,,,,,,,,,,,,,,

Surgeryname: é é € € é é € é € é € Surgery location (Town) : € é.é...........
NHS number (if known) : EEEEEEEeceeeeel i,
Signature:é é é é é é e e ééé Date:é é ¢ ééééeeeceé

If you are filling out this form on behalf of another person, please ensure that you fill
out their details above; you sign the form above and provide your details below:

NAME: & € € € oo e e e
Please circle one:

Parent Legal Guardian | Lasting power of attorney
for health and welfare

For more information, please visit
https://www.digital.nhs.uk/summary-care-
records/patients, call NHS Digital on 0300 303 5678 or
speak to your GP Practice.

Partner s: Dr Abigail Fry a Dr Chloe Webber a
Associ at es: Dr Anna Godwin aTdrier Laura Mayt han
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YOUR ELECTRONIC PATIENT RECORD & THE SHARING OF
INFORMATION
(A Patideht 6s Gui

Please Read this leafledrefully. It will give you information about the sharing of yoy

electronic patient record and the choiges need to make ese NHS

Care Services can usualy only share information from your records by letter, email, fax or
phone. At times, this can slow down your treatment and mean informathard to access.

Mile Oak Medical Centre uses a computer system called SystmOne that allows the sharing of
full electronic records across different NHS Care Services. We are telling you about this
because as a patient at this practice you have mecio make about how we share
information about your care from your electronic patient record. This form is not about
Summary Care Record (SCR), it is asking your sharing preferences regarding your full
electronic GP record. You can choose whether &wesbr not to share your electronic GP
record with other NHS Care Services. You can change your preferences at any time.

How is my decision recorded”

Our Computer System has two settings to allow you to control how your medical information
is shared:

(SHARING OUT - This controls whether your GP electronic patient record can bD
shared with other NHS Care Services where you are treated. Please record your
preference:

Please tick: SHARING OUT  YES (Sharedl or NO (not shared)

N\ J
4 )

SHARING IN - This controls whether you agree for this practice to view informatior
you have agreed to share at other NHS Care Services. Please record your prefere

Please tick: SHARING IN YES(viewabIe)|:| or NO (notviewable)|:|
\- /

(Patient Name: (PRINT FULL NAME:) \
Date of Birth:
Patient Signature:
Date:

- J
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