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Patient Consent Form for Text & Email Correspondence & Online Repeat Ordering
NOT AVAILABLE TO UNDER 16’s
We now offer a text & email correspondence and online repeats service to our patient’s. Text and E-Mail messages are generated by an NHS secure service; however, they are transmitted over a public network to a personal phone. The practice will never transmit any information that would enable an individual patient to be identified, or specifically which tests they have had.
Our online repeat services allow you to order your medication direct with the practice.
Please note for online repeat service an e-mail address can only be registered once

	Patient Details
	Please complete in BLOCK CAPITALS

	Patient Forename
	

	Patient Surname
	

	Date of Birth
	
	/
	
	/
	
	

	Email address
	

	
	

	Mobile
	
	

	Which service would you like to opt in to?

	Text Messaging
	     Yes      FORMCHECKBOX 

	No      FORMCHECKBOX 


	(It is the responsibility of the patient to ensure mobile numbers provided to the practice are kept up to date)

	Email Correspondence
	     Yes      FORMCHECKBOX 

	No      FORMCHECKBOX 


	(It is the responsibility of the patient to ensure email addresses provided to the practice are kept up to date)

	Online Repeat Prescriptions   
	     Yes      FORMCHECKBOX 

	 No      FORMCHECKBOX 


	(It is the responsibility of the patient to ensure email addresses provided to the practice are kept up to date)

	Signature
	
	Date
	
	/
	
	/
	

	Completing the form on behalf of the patient?

	Print Forename
	

	Print Surname
	

	Relationship to Patient
	

	Signature
	
	Date
	
	/
	
	/
	

	If using a family members contact information? (mobile number or email address)
Do you give permission for family member to receive information on your behalf through text or email message as well as be able to order your medication
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	For Practice Use

Identification Provided
	
	Staff Initials
	



