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Registration form for Patients
We accept registrations at any time. Please allow at least 5 working days for your application to be processed.

Requirements for Registering a  BABY/CHILD:
In order to register your child with our Practice, we require the following where possible:
· Red Book (Child Health Record)
· Birth Certificate

· One or Both parents should be registered at the surgery

· If born outside the UK then a record of immunisations is required 
· If the Child is adopted please provide all adoption documents
· For children 5 years and under you must produce details of all vaccinations before registration can proceed.

PLEASE NOTE:

Registration with an NHS doctor’s surgery (Primary Care) does not entitle the patient to free treatment at any hospital (secondary care).

For Office Use Only:
	ID verified (which items)
	Initials of staff
	Date handed in
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NEW PATIENT REGISTRATION & HEALTH QUESTIONNAIRE
To register with the Practice please complete and sign this questionnaire as fully as possible 
Please note your registration will take 5 working days to process. Your registration may be delayed if all the information is not completed and relevant documents have not been produced. 
For children 5 years and under you must produce details of all vaccinations before registration can proceed.
Please note that a copy of the documents used to verify the patient’s identity & address will be kept on their medical records.
Have your child ever been registered at Roxbourne Medical Centre before, even as a temporary, immediate necessary or private patient? Yes ⃞ No ⃞
Section 1 - About Your  child:
	Title: 
	Miss / Master 

	First Name:
	

	Middle Name (if any):
	

	Last Name:
	

	Date of Birth:
	


	Gender:
	Male / Female

	Address:
	                                                      Postcode:


Section 2 – Next of Kin Details:

We require the details of the next of kin (someone you wish us to contact in relation to the child):

	Name:
	

	Relationship to the child:
	

	Telephone Number(s):
	

	NHS No. (if known):
	


We would like to contact you (in relation to your baby) from time to time for administrative purposes only. 

Please confirm if you consent to text messages   
     YES / NO

Please confirm if you consent to emails

   
     YES / NO

Please confirm if you consent to postal correspondence       YES / NO
Section 3 – Family History:
Is there any of the following in the family (father, mother, brother, sister) under the age of 65?
	Heart Disease (heart attacks, angina)
	YES / NO
	Family member:

	Stroke
	YES / NO
	Family member:

	Cancer (which type/ site?)
	YES / NO
	Family member:

	Diabetes
	YES / NO
	Family member:


Section 4 – Information for Processing Only
ETHNICITY 

Please complete this section

	 White
	( British                                    (  Irish

	
	(  Any other White background, please state________________________

	Black or Black British
	(  Caribbean                          (  African

	
	(  Any other Black background, please state________________________

	Mixed
	( White & Black African         (  White & Black Caribbean

	
	(  White & Asian

	
	( Any other mixed background, please state________________________

	Asian or Asian British
	(  Indian      (  Pakistani     (  Bangladeshi

	
	(  other Asian background, please state____________________________

	Other Ethnic group
	state____________________________


Section 5 – Summary Care Record

The NHS Summary Care Record (SCR) is an electronic summary of key clinical information (including medicines, allergies and adverse reactions) about a patient, sourced from the GP record. It is used by authorised healthcare professionals, with the patient’s consent, to support their care and treatment. Where a patient and their doctor wish to add additional information to the patient’s Summary Care Record, this may be added with the explicit consent of the patient.

More than 96% of the population have an SCR and it is already being successfully used in many settings across the NHS, such as A&E departments, hospital pharmacies, NHS 111 and GP out of hours services and walk in centres.
Please note that your baby will automatically opt in unless you opt out for them.
If you do not want a Summary Care Record for your baby, please tick here (
Patient Declaration

Please delete as appropriate

I, the parent/ guardian agree that the information provided above is correct to my knowledge. 

By signing here, you are completing your registration request with Roxbourne Medical Centre.
	Print Name:


	

	Sign:


	

	Date:
	


If you would like any letters or information leaflets in an alternative format (for example, large print or easy read), or if you need help communicating with us (for example, because you use British Sign Language), please let us know. You can call us on 0208 422 5602 or email haroccg.e84022@nhs.net
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Patient Consent Form (UNDER 16 YEAR OLDS)
For another person to access/ discuss their medical records
Consent for children under 16 (Gillick Competence)
Everyone aged 16 or more is presumed to be competent to give consent for themselves, unless the opposite is demonstrated.
If a child under the age of 16 has “sufficient understanding and intelligence to enable him/her to understand fully what is proposed” (known as Gillick Competence), then s/he will be competent to give consent for him/herself.
Young people aged 16 and 17, and legally ‘competent’ younger children, may therefore sign this Consent Form for themselves, but may wish a parent to countersign as well.
If the child is not able to give consent for him/herself, someone with parental responsibility should do so on his/her behalf by signing this form below.
Patient’s Details:
(The person whose records another individual(s) is to be given access to)
	Title:
	Mr / Mrs / Miss / Master / Ms / Dr/ Mx

	
	

	First Name:
	

	
	

	Middle Name (if any):
	

	
	

	Last Name:
	

	
	

	Previous Surname:
	

	
	

	Date of Birth:
	

	
	

	Gender:
	Male / Female

	
	

	Address:
	

	
	Postcode:

	
	

	Home Number:
	

	
	

	Mobile Number:
	

	
	

	Email address:
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Patient consent form – under 16
July 2019
Details of the person to be given access to the Patient’s information:

	Title:
	Mr / Mrs / Miss / Master / Ms / Dr/ Mx

	
	

	First Name:
	

	
	

	Last Name:
	

	
	

	Relationship to Patient:
	

	
	

	Home Number:
	

	
	

	Mobile Number:
	

	
	

	Email address:
	

	
	


Declaration:
I confirm that I give permission for the Practice to communicate with the person(s) identified above in regards to my medical records.
	Relationship to patient:
	Patient / Parent / Guardian

	(delete as appropriate)
	

	
	

	Print Name:
	

	
	

	Sign:
	

	
	

	Date:
	

	
	


This document will be saved on the patient’s medical record.
The patient may ask for the consent to be removed at any time.
If you would like this letter or information in an alternative format (for example, large print or easy read), or if you need help communicating with us (for example, because you use British Sign Language), please let us know. You can call us on 0208 422 5602 or email haroccg.e84022@nhs.net
Patient consent form – under 16
July 2019
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PROXY ACCESS Online Registration Form

THIS FORM MUST BE COMPLETED BY THE PATIENT REPRESENTATIVE
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 the form may be omitted.
Section 1 (to be completed by the patient)
I …………………………………………….. (name of patient), give permission to my GP Practice to give the
following person …………………………………………….. Proxy Access to the online service as indicated in

section 2.

	I reserve the right to reverse this decision 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 (to be completed by the representative)
I wish to have access to the following online services (tick all that apply):
	1.
	Booking appointments
	☐

	
	
	

	2.
	Requesting repeat prescriptions
	☐

	
	
	

	3.
	Accessing to the medical record
	☐

	
	
	


To use our messaging facility please visit: https://access.klinik.co.uk/contact/roxbourne-medical-centre and
select the ‘General Enquiries’ tab.

Section 3 (to be completed by the representative)
I ………………………………………… (name of representative) wish to have online access to the services
ticked in section 2 for …………………………………………………….. (name of patient).

I understand my responsibility to safeguard 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 (and
	☐

	
	the information contained with this form) and agree that I will treat the patient
	

	
	information as confidential
	
	

	2.
	I will be responsible for the security of the information that I can see
	☐

	
	
	
	

	3.
	I will contact the practice as soon as possible if I suspect that the account has been
	☐

	
	accessed by someone without my agreement
	
	

	4.
	If I use a shared email address, I am aware others will be able to see the records/
	☐

	
	appointments and medications. This is at my own risk
	

	5.
	If I can see information in the record that is not about the patient or is inaccurate, I
	☐

	
	will contact the Practice as soon as possible. I will treat any information which is
	

	
	not about the patient as being strictly confidential
	

	6.
	I have provided the verification (ID) details as requested by the Practice
	☐

	
	
	

	Signature of the Representative:
	Date:
	

	
	
	
	



PLEASE TURN THE PAGE FOR MORE

Section 4
Patient Details (this is the person whose records are being accessed)
	Title:
	Mr/ Mrs/ Miss/ Ms/ Master

	First Name:
	

	Last Name:
	

	Date of Birth:
	

	Address:
	

	
	Postcode:

	
	

	Contact Number(s):
	

	Email Address:
	


Representative Details (this is the person seeking proxy access to the record)

	Title:
	Mr/ Mrs/ Miss/ Ms/ Master
	
	

	First Name:
	
	
	
	

	Last Name:
	
	
	
	

	Date of Birth:
	
	
	
	

	Address:
	
	
	
	

	
	
	Postcode:
	

	Contact Number(s):
	
	
	
	

	Email Address:
	
	
	
	

	Relationship to patient:
	Carer
	☐
	Friend
	☐

	
	
	
	
	

	
	Child
	☐
	Mother
	☐

	
	
	
	
	

	
	Family member
	☐
	Father
	☐

	
	
	
	
	


PLEASE ENSURE A CONSENT FORM HAS BEEN PROVIDED ALONG WITH THIS FORM IF THE PATIENT IS OVER 11 YEARS OF AGE AND IS BELIEVED TO HAVE CAPACITY TO CONSENT

For practice use only
	The patient’s NHS number
	The patient’s EMIS number
	

	
	
	

	Identity verified by (initials)
	Method of verification:
	Date

	
	Vouching 
	

	
	Vouching with information in record 
	

	
	Photo ID 
	

	
	
	

	Proxy Access authorised by GP
	Additional Notes about Access
	Date


	Principal:
	
	

	
	
	

	Date account created
	Level of record access enabled:
	

	
	Appointments 
	

	
	Repeat prescriptions 
	

	
	Messaging 
	

	
	Medical record 
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