Willowbrook Medical Practice
Brook Street, Sutton in Ashfield, Nottinghamshire, NG17 1ES | Tel 01623 440018 | Web willowbrookmp.co.uk

willowbrook

www.nhs.uk/patientonline

Application for Online Access to Medical Records

PLEASE READ FORM CAREFULLY and use BLOCK CAPITALS throughout
SECTION A. MUST BE COMPLETED FOR ALL REQUESTS
1% Please use one form per patient
g Surname Age
() , .
= First Name(s) Date of Birth
2| Home Address
©
o Post Code
< Email address
Mobile Home no.
By giving your mobile and/or email you are consenting to be contacted by SMS and/or email which may include medical information.
1) BASIC ACCESS - Booking appointments, requesting repeat medication, view Summary Care
1 Record, update address and contact details
zZ
O This access can usually be given to you the same day. Please provide two valid forms of
> identification, one must be photo ID.
c
o| OR
—Z‘_) 2) ENHANCED ACCESS - All of the Basic Access rights, plus:
= D Detailed Coded Record, i.e. allergies, medication, immunisations, results, procedure codes
o0 Please provide two valid forms of identification, one must be photo ID.
You will need to return to the surgery in 7 working days to pick up login information.
- I wish to access my medical record online and understand and agree with the statement below:
.© | I confirm | have read the information leaflet provided by the surgery and agree to be responsible for the
© | security of the information that | see or download. | understand that if | choose to share my information
@ | with anyone else, this is at my own risk. | understand that | should contact the practice as soon as possible
‘O | if | suspect my account has been accessed without my permission or unlawfully. | understand | will contact
8 the practice should | see information that is not about me or is incorrect.
O S
Patient Signature Date

o If you are only requesting access to your own medical records you do not
need to complete any further sections of this form.

Please see over for proxy/representative access.
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Willowbrook Medical Practice

Application for Online Access to Medical Records continued

This section is to be completed as appropriate, if a representative wishes to
have proxy record access to the patient named in Section A overleaf.

The patient named in SECTION A, wishes the proxy/representative named below to have access to
the following online services:

o |f proxy/representative IS a registered patient at THIS PRACTICE and NOT registered for
SystmOnline, the proxy/representative must complete a separate online registration form
(Section A-C) and attach it to this form.

o [f the proxy/representative IS NOT a patient at this practice, the proxy/representative will be issued with
a SystmOnline account user name and passphrase to allow access.

Allow appointment booking | Yes/ No Allow medication requesting | Yes/No
Allow completing questionnaires | Yes/No Allow viewing of summary record | Yes/No
Allow viewing of detailed coded record | Yes/ No Is this Temporary Access | *Yes / No
*If you want to grant temporary access only to your records, state the date you wish it to end
Preferred contact method| Home phone / mobile / letter / text message / no communication
Proxy / Representative Information
Surname First name(s)
Phone no. ‘ ‘ ‘ ‘ I ‘ ‘ ‘ ‘ ‘ Date of birth ‘ ‘ I ‘ ‘ ‘
Home Address Post code ‘ ‘ I ‘ ‘
Proxy/Representative relationship to the | Parent / Guardian / Carer / Other (specify):
patient in SECTION A overleaf
The proxy/representative must also be registered to use online services: Tick if
Attached

u

D. Proxy / Representative Access

DISCLAIMER
o |f patient in Section A is aged 11 or over, they must sign this disclaimer below. Please be aware that

from the patient’s 16th Birthday, all proxy access will be automatically revoked.
e If patient in Section A is aged under 11, we do not require their signature, only the representative®.
e If patient in Section A is unable to sign themselves, please sign and print your name below?®.

The patient named in SECTION A, consents to the above named person having proxy access to my
medical records. | understand that | can change my mind about this at any time and if | wish to do so must
contact the surgery and tell them the reason.

PATIENT Signature required for ages over 11 years Date
OR ‘Signature of person representing patient
Date
Print name if representative of the patient

FOR PRACTICE USE ONLY

Patient NHS Number

Identity verified by
(initials)

Date

Photo ID and proof of residence

Vouching with information in record

Vouching

Level of PATIENT
access granted

Basic (appointments/medication/questionnaires/SCR) O

Detailed (appointments/medication/questionnaires/SCR/detailed-coded) O*

*Detailed Name of GP Authorised

‘ Date ‘

PROXY ONLY
Basis for granting
access

Relationship to Patient

Patient consent (verbal) O  Patient consent (written) O

Parental responsibility O  Patient lacks capacity (court

order) O Ppatient lacks capacity (power of attorney) O  Patient lacks capacity (patient’s best interests) O

PROXY ONLY
Access Granted

Appointments O  Medication (1 Questionnaires O
NOT GRANTED [

scR [0 Detailed Coded [

Date account created & passphrase sent

Authorised by (admin) ’
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