
PATIENT CARER AND CONSENT FORM 
Oak Vale Medical Centre 

 

DECLARATION BY THE PATIENT BEING CARED FOR 
 
 

First Names …….……………………………………………..      Surname …………………………………………………… 
 

Please circle:     Mr     Mrs     Miss     Ms      Other (please specify)……………………… 
 

Address……………………………………………………………………………………………………………………………………….  
 
…………………………………………………………………………………………………………………………………………………… 
 

Date of birth ……………………………………………Telephone number …………………………..……………………… 
 

Mobile telephone number …………………………………………………………….…………………………………………… 
 
I consent to 
 

First Names …….…………………….………………………… Surname …………………………………….………………. 
 

on request, being kept informed of my medical condition, treatment and care needs. 
 
I understand that I can withdraw my consent at any time by contacting a member of the 
administration team at the surgery. 
 
Signed ……………………..…………………………………….. Date ………………………………………………………….. 
 
 

DECLARATION BY THE CARER 
 
 

I consent to the following information being held on the practice’s computer system. 
 

First Names ………………….…….…………………………… Surname ………………………………..………………… 
 

Please circle:     Mr     Mrs     Miss     Ms      Other (please specify)……………………… 
 

Address……………………………………………………………………………………………………………………..…………….  
 
………………..……………………………………………………………………………………………………………………………… 
 
Date of birth …………………………………..……………Telephone number ……………..…………………………… 
 

Mobile telephone number ……………………………………………………………………………………………………… 
 

Are you a patient of this practice?  Yes/No 
 

Please give details of your relationship to the person you care for  
 
………………………………………………………………………………………………………………………………………………. 
 
Signed ……………………………….……………………………….. Date ……………………………………………………….. 
 
 
 


