Patient Authorisation for a Relative, Carer or Representative
(Patient‑to‑representative consent for appointments, prescriptions and related admin tasks)
Practice name:  The Grange, Greenview and Kinsley  Medical Centres _
Telephone:01977 610009 

Patient (person giving consent)
· Full name: __________________________________
· Date of birth: ________________________________
· NHS number (if known): _______________________
· Address: ____________________________________
 Authorised person (relative / carer / representative)
· Full name: __________________________________
· Relationship to patient (e.g., spouse, adult child, friend, paid carer, care‑home staff): ______________________
· Date of birth (if known): _____________________
· Contact number: _____________________________
· Email (for online proxy if applicable): ______________________
Note: The authorised person does not need to be a registered patient at this practice. Where proxy online access is enabled, they will use their own login, not the patient’s, in line with NHS England proxy access guidance. 
Scope of authorisation — select each item you agree consent to
A. Appointments
☐ Book appointments for me
☐ Cancel or rearrange appointments for me
☐ Discuss routine scheduling/availability with the practice on my behalf


B. Prescriptions
Requesting
☐ Request my repeat prescriptions
☐ Discuss the status of my prescription requests
Collecting
☐ Collect my paper prescription (where issued)
☐ Collect dispensed medication from a pharmacy (where permitted)
☐ I understand ID may be requested on collection
 Electronic Prescription Service (EPS) nomination (optional)
☐ I authorise the named person to set, change or remove my EPS nomination on my instruction. I understand nomination reflects my choice and can be changed at any time via the practice, a pharmacy, or the NHS App. 
(Optional) My current nominated pharmacy / DAC: __________________________________________
 Communication with the practice (admin only)
☐ The practice may discuss routine administrative matters relating to the items ticked above with my authorised person (e.g., appointment times, prescription ready/queries).
☐ I understand that clinical information is shared only where necessary and proportionate to carry out the authorised task(s), and full record access is not granted unless proxy access is explicitly set up (Section E). [
 Online services / Proxy access (optional)
(Appointments / repeat prescriptions only, unless otherwise agreed)
☐ Enable proxy access for the authorised person with their own account to:
· ☐ Book/manage appointments
· ☐ Request repeat prescriptions
I understand proxy access levels are tailored to my wishes, can be withdrawn at any time, and an audit trail is retained. Safeguarding, coercion and capacity are considered before access is granted. 
ANY other specific consent – please write below 

Duration
☐ Ongoing until I withdraw it or
☐ Time‑limited until: ____ / ____ / ______
I understand I can withdraw or change this authorisation at any time by contacting the practice. 

Capacity, safeguarding and coercion
☐ I have capacity to give this consent and I am doing so voluntarily without pressure.
☐ If I later lack capacity, the practice may review access in my best interests and/or with regard to any Lasting Power of Attorney (Health & Welfare) or Court of Protection order. 

How the practice uses my information (UK GDPR / confidentiality)
· My information is processed for direct care under UK GDPR Article 6(1)(e) (public task) and Article 9(2)(h) (health or social care).
· This form records my consent to share information with my authorised person for the limited purposes ticked above, to satisfy the Common Law Duty of Confidentiality.
· I can withdraw this sharing at any time; this does not affect care already provided.
· For EPS nomination, staff will follow NHS England guidance and respect my free choice of dispenser. 
Declarations
Patient (person giving consent)
I confirm the details above are correct; I have had the opportunity to ask questions; and I authorise the named person to act only within the permissions I have selected.
Name: ____________________________ Signature: ____________________________ Date: ____ / ____ / ______
Authorised person (relative / carer / representative)
I understand I must act only within the permissions granted, respect confidentiality, and that this authorisation may be withdrawn at any time.
Name: ____________________________ Signature: ____________________________ Date: ____ / ____ / ______

