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Proxy Access Consent – Child / Young Person
Child / Young Person Details
Full Name: ______________________________________
Date of Birth: ____ / ____ / ______
NHS Number (if known): ___________________________

Parent / Carer / Proxy Details
Full Name: ______________________________________
Relationship to Child: __________________________
Address: _______________________________________
Telephone: ______________________

Type of Access Requested (tick all that apply)
☐ Appointment booking
☐ Ordering repeat prescriptions
☐ Access to medical record (coded information)
☐ Access to test results and clinic letters

Consent & Capacity (tick one)
☐ Child under 11 years – parental responsibility applies
☐ Child aged 11–15 years – access subject to GP review and ongoing assessment of Gillick competence
☐ Young person aged 16–17 years – treated as an adult for consent unless assessed otherwise

I understand that:
· Proxy access may be reviewed or withdrawn if it is no longer in the child’s best interests
· Certain sensitive information may be restricted or hidden
· Access may change as the child becomes competent to manage their own care
Duration of Proxy Access
Start date: ____ / ____ / ______
Expiry date: ____ / ____ / ______

Standard Duration (Children / Young People)
· <11 years: Parental responsibility usually indefinite until child moves into a different care arrangement, but annual review recommended
· 11–15 years (Gillick competence): Proxy access usually 1 year, reviewed at least annually, or sooner if child requests partial withdrawal
· 16–17 years: Treated as an adult for consent purposes; same guidance as adults
Access will automatically end on this date unless reviewed

Declaration
I confirm that I have parental responsibility or appropriate authority and that the information provided is correct.
Name: _________________________________________
Signature: _____________________________________
Date: ____ / ____ / ______

Practice Use Only
☐ Parental responsibility verified
☐ ID verified
☐ GP review completed (if required)
Staff Name: _______________________
Date: ____ / ____ / ______
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