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Title_______________

Full name ________________________________________________________

Address__________________________________________________________

________________________________________________________________

Date of Birth _____________________________________________			
										 
[bookmark: PpWaraHwmcnKZDC1FhHT]Email: ____________________________________________________
	
[bookmark: PiCkEgsdyqyrkcFCG74j]Home Tel No: ____________________________________________

[bookmark: PFa9RZ4lhPfktlZOt1UE]Mobile Tel No: _________________________________

I ____________________________________ request access to my medical records via Patient Access.  I give Catshill Village Surgery   consent to provide this service to me and I would like access to the online services as indicated below:
Name: 
Problems 
Appointments	
Medication
Documents
Investigations
Immunisations 	
	

I understand the risks of having access to my health records. I understand my responsibility for safeguarding sensitive medical information.  I will be responsible for the information that I see or download.  I will contact the practice as soon as possible if I suspect that the account has been accessed by someone without agreement.






If I see information in the record that is inaccurate, I will contact the practice as soon as possible.  I understand that setting up my access can take up to 14 days to complete although may be provided to me sooner. 

Signature of patient:___________________________________
                                                                     
Date: _______________________________________________

For practice use only

Identity verified by:____________________________________

ID:	Photo ID & proof of residence	

Passport number if provided: _____________________________________

Driving licence number if provided: ________________________________

Utility bill with proof of address: ___________________________________


Patient access to be authorised by: Susan Zaleska 

Date account created:……………………………………………

Patient provided with Linkage key and password?  Y/N 
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