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Proxy Access Request Form
Consent for representative/s to access online medical information on patient behalf

PATIENT 
Full Name ___________________________________
Date of Birth ____ / ____ / ______
NHS Number (if known) _______________________
Address _____________________________________
Telephone __________________________________
Email 							

PROXY APPLICANT DETAILS (PERSON REQUESTING ACCESS)
Full Name: ___________________________________
Relationship to Patient: ______________________
Date of Birth: ____ / ____ / ______
Address (if different): ________________________
Telephone: ___________________________________
Email (optional): _____________________________


TYPE OF ACCESS REQUESTED
Please tick (✓) the level of access being requested:
☐ Appointment booking
☐ Prescription ordering
☐ Access to medical record (summary)
☐ Access to detailed medical record (including test results, letters, and consultations)
☐ Other (please specify): _______________________

PATIENT CONSENT
To be completed by the patient (if they have capacity):
I confirm that I give permission for the above-named person to have proxy access to my GP record as indicated above.
Patient Signature ______________________________
Date ____ / ____ / ______

LEGAL AUTHORITY (IF PATIENT LACKS CAPACITY)
Please tick and provide evidence:
☐ Lasting Power of Attorney (Health & Welfare)
☐ Court Appointed Deputy
☐ Parent/Guardian of a child under 13
☐ Other (please specify) _______________________
Document seen by practice ☐ Yes ☐ No
Staff initials __________ Date ____ / ____ / ______

IDENTITY VERIFICATION (FOR PRACTICE USE)
Proof of identity provided:
Proxy:
☐ Passport ☐ Driving Licence ☐ Utility bill ☐ Other ____________
Verified by ______________________ Date ____ / ____ / ______

PRACTICE USE ONLY
· Request received on ____ / ____ / ______
· Access granted ☐ Yes ☐ No
· Date access enabled ____ / ____ / ______
· Staff name & signature _______________________





Important Notice:
Petersfield Medical Practice cannot take responsibility for any changes in individual circumstances. It is the patient’s responsibility to inform the surgery if consent is to be withdrawn.
By signing this consent form, your rights under the new DPA and GDPR are not affected. You have the right to access any information we hold and the right to withdraw this consent should you feel your Privacy is compromised.
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