MEDICAL INFORMATION SHARING: 
PATIENT/ DATA SUBJECT CONSENT FORM


Purpose of the form: 

· We take care to ensure your personal information is only accessible to authorised people. Our staff have a legal and contractual duty to keep personal health information secure and confidential. 
· To protect your confidentiality, we will not normally disclose any medical information about you over the telephone, or by fax, unless we are sure that we are talking to you.  
· This means that we will not disclose information to your family, friends, and colleagues about any medical matters at all, unless we know that we have your consent to do so.

· Should you wish to give consent to share your medical information with relatives, friends or other next of kin, please complete the form below. Please note, there are three different categories of consent to choose from. 

REMEMBER: Your consent to share personal medical information is entirely voluntary and you may withdraw, update or amend your consent at any time. Should you have any questions about this process, or wish to withdraw or amend your consent please contact the practice on 0131 334 5000 or visit our reception desk for assistance. 
One time only consent: 

I hereby give consent for clinicians and staff at Ladywell Medical Centre East to share my medical information as undernoted. I give ONE TIME ONLY consent for my information including (tick as relevant): 
	Appointment information (GP practice appointments)
	

	Results from standard tests taken at GP practice (blood, urine and stool) 
	

	Results from hospital tests e.g. x-rays, scans
	

	All information from hospital letters e.g. complex test results and outpatient/ clinic consultation reports
	


I hereby give consent for the above selected information to be shared with: 
	Name 
	

	Date of Birth 
	

	Relationship (e.g. husband, wife, partner, sibling, son, daughter, cousin, carer or friend)
	

	Contact telephone number 
	

	Would you like this person to be added as an emergency contact on your file? (Yes/ No) 
	


Statement of Consent: I understand that as I am only giving consent for my information to be shared on this one occasion, any future information that I wish to be shared with the above noted person will require me to complete and submit a further consent form to the practice. 
Name of patient consenting:

Date of Birth:

Signature of data subject: 

Date:
Partial consent: 

I hereby give consent for clinicians and staff at Ladywell Medical Centre East to partially share my medical information as undernoted. I give PARTIAL consent for my information including (tick as relevant):

	Appointment information (GP practice appointments)
	

	Results from standard tests taken at GP practice (blood, urine and stool) 
	

	Results from hospital tests e.g. x-rays, scans
	

	All information from hospital letters e.g. complex test results and outpatient/ clinic consultation reports
	


I hereby give consent for the above selected information to be shared with: 
	Name 
	

	Date of Birth 
	

	Relationship (e.g. husband, wife, partner, sibling, son, daughter, cousin, carer or friend)
	

	Contact telephone number 
	

	Would you like this person to be added as an emergency contact on your file? (Yes/ No) 
	


Name of patient consenting:

Date of Birth:
Signature of data subject: 

Date:

Full consent: 

I hereby give consent for clinicians and staff at Ladywell Medical Centre East to fully share my medical information as undernoted. I give FULL consent for my information including (tick as relevant): 

	Appointment information (GP practice appointments)
	

	Results from standard tests taken at GP practice (blood, urine and stool) 
	

	Results from hospital tests e.g. x-rays, scans
	

	All information from hospital letters e.g. complex test results and outpatient/ clinic consultation reports
	


I hereby give consent for the above selected information to be shared with: 
	Name 
	

	Date of Birth 
	

	Relationship (e.g. husband, wife, partner, sibling, son, daughter, cousin, carer or friend)
	

	Contact telephone number 
	

	Would you like this person to be added as an emergency contact on your file? (Yes/ No) 
	


Name of patient consenting:

Date of Birth:
Signature of data subject: 

Date:
