
Online Services for Patients- Photo ID is required 
Please bring ID 
To: The Health Centre, School Road, Kingskerswell, TQ12 5DJ OR Silver Street, Ipplepen, TQ12 5QA 
 

Forename and Surname       

Date of Birth 
          

Address & postcode  

 

Email - (please enter each character / symbol in a separate box) 

                       

                      

Mobile Phone Number:  
               

It is important that we have your email address recorded and verified by you as in the event of a password 
reset we can email it to you. 

I am an existing patient & wish to have access to the following online services (please tick all that apply): 

1. Booking Appointments  

2. Requesting repeat prescriptions  

3. Accessing my detailed coded record (N.B New patients will only be granted DCR once the paper health 

records have been summarised).         
 

4. Access to full online record to new patients only; this is prospective data only which will 
start from the date of registration at the practice 

 

 

I wish to access to the services ticked in the box above and understand and agree with each of 
the following statements: 

1. I have read and understood the information leaflet provided by the practice  
2. I will be responsible for the security of the information that I see or download  
3. If I choose to share my information with anyone else, this is at my own risk  
4. If I suspect that my account has been accessed by someone without my agreement, I will contact the 

practice as soon as possible 
 

5. If I see information in my record that is not about me or is inaccurate, I will contact the practice as soon 
as possible 

 

6. If I think that I may come under pressure to give access to someone else unwillingly I will contact the 
practice as soon as possible 

 

7. I will not order prescriptions or send messages regarding other people using this account  
8. I understand the importance of keeping my login and password details safe  

 
 
 

 

Proxy- can be granted to any third party (i.e. a carer or spouse) with the patient’s consent.  
Please note that if you are requesting a password and login for a young person under the age of 13 years (this 
will also make you a “Proxy” user). Once this young person reaches 13 years, for the purpose of patient 
confidentiality, your access to their online account will automatically be disabled. If you are registering as a 
“proxy” user you will need to supply photographic ID and proof that you have parental responsibility for the 
young person (i.e. their birth certificate) Please ask for a proxy form for children.  
 
 

Office use only 

ID Seen   Type   If relevant has proof of parental responsibility been seen        

ID Vouched for (initials)  DCR given                                                                                

Password details emailed                                       Check details correct on S1                                                      

Email address checked                                                       Date Completed 

Email pharmacist with repeat meds                                      
 

Patient Signature  Date  

Please note by signing this form you are also consenting to receiving texts and emails from the practice. (if you do  not wish to receive any practice 

communications please advise a member of staff) 

 


