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Stokewood Surgery

ONLINE PATIENT ACCESS CHILD’S DETAILS AGED 0-10 YEARS OLD
	Childs Full Name:
	


	DOB:
	

	Address:
	

	Tel. No:
	

	
	

	
	

	Please choose which online services you require (please tick all the apply)
	Booking Appointments (
Requesting Repeat Medication (
Accessing Medical Records (

	Relationship to child:
	


	Parent/Guardian Full Name:
	


	DOB:
	

	Address:
	

	Tel. No:
	

	Email address:
	

	I understand my responsibility for safeguarding sensitive medical information and I understand and agree with each of the following statements:
I will be responsible for the security of the information that I/we see or download

(
I will contact the practice as soon as possible if I suspect that the account has been accessed by someone without my/our agreement
(
If I see information in the record that is not about the patient, or is inaccurate, I will contact the practice as soon as possible.  I will treat any information which is not about the patient as being strictly confidential

(

	

	Signature:
	



	Date:
	

	ID will need to be shown when submitting this form

Parent /Guardian: Proof of address & photo ID

Child: Birth certificate
	





FOR RECEPTION USE:  ID FOR ALL PARTIES REQUIRED
If the child is older than 10 yrs. do not use this form

	Parent / Guardian name:

	EMIS ID number
	

	Identity verified by

(staff FULL NAME):

Sign: 


Date:

	Parent / Guardian ID:  Tick all that apply:

Personal vouching (                                           

Vouching with information in record (
Birth Certificate/Passport/Photo Driving Licence (
Proof of residence ( 



	
	

	Child’s name
	EMIS ID number

	Identity verified by

(staff FULL NAME):

Sign: 


Date:

	Childs ID:  Tick all that apply:                                                           

Personal vouching (                                                                     

Vouching with information in record (
Birth Certificate/Passport/Photo Driving Licence ( 

Proof of residence (
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