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Patient Consent for Relative / Carer Access to Medical Records
1. Patient Details
Full Name: _______________________________________________
Date of Birth: ____ / ____ / ______
NHS Number (if known): _________________________________
2. Relative / Carer Details (Person Being Given Access)
Full Name: _______________________________________________
Relationship to Patient: _________________________________
Address: ________________________________________________
Telephone: ______________________
3. Access Being Granted (tick all that apply)
A. General Access
☐ Discuss my medical care with GP practice staff
☐ Make appointments on my behalf
☐ Order and collect prescriptions
B. Medical Records Access
☐ Access to my full medical record
☐ Access to specific information only (please specify):
4. Online Access / NHS App Proxy Access
I give permission for the above-named person to have online proxy access to my GP medical record via the NHS App or other approved online services, as selected below:
☐ Appointment booking
☐ Repeat prescription ordering
☐ Access to coded medical record information
☐ Access to test results and clinic letters
I understand that:
· Online access may include historical and future information
· Sensitive information may be visible unless restricted
· Proxy access will only be granted once identity checks are completed
· Access may be restricted or removed if there are safeguarding concerns


5. Duration of Consent
This consent is valid (standard duration = 12 months):
From: ____ / ____ / ______
Until (expiry date): ____ / ____ / ______
☐ This consent will automatically expire on the above date
☐ I understand I can withdraw consent at any time in writing
6. Patient Declaration
I confirm that:
· I have the mental capacity to give this consent
· I understand what information will be shared and how it will be accessed
· I understand my rights under the UK GDPR and Data Protection Act 2018
· This consent applies only to the access described above
Patient Signature: _______________________________
Date: ____ / ____ / ______

7. If the Patient Is Unable to Sign (Clinician Use Only)
☐ Patient lacks physical ability to sign
☐ Consent given verbally in patient’s best interests
Reason: ___________________________________________________
Clinician Name: __________________________________________
Clinician Signature: _____________________________________
Date: ____ / ____ / ______

8. Practice Use Only
ID verified (patient): ☐ Yes ☐ No
ID verified (proxy): ☐ Yes ☐ No
Type of ID seen: ________________________________________
Staff Name: ____________________________________________
Date recorded on clinical system: ____ / ____ / ______
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