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PATIENT CONSENT FORM – Enhanced Sharing Model 
Please read the leaflet entitled “Your electronic patient record & the sharing of information – a patient’s guide” and then complete this form
Part 1

Please tick the appropriate box to record your preferences

I understand and consent to my Medical Information “sharing out” from Old Leake Medical Centre. This means that your medical information will be shared with other NHS services 
I understand and DO NOT consent to my Medical Information “sharing out” from Old Leake Medical Centre. This means that your medical information will NOT be shared with other NHS services 

Patient:………………………………………………………………………………………………..Date of birth…………………………………..
Signature …………………………………………………………………………Date…………………………………………………..……………….
Address:…………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………

Telephone Number(s)…………………………………………………………………………………………………………………………………..


Part 2 

I understand and consent to my Medical Information “sharing in” to Old Leake Medical Centre. This means that your medical information from other NHS services will be shared with Old Leake medical Centre. 

I understand and DO NOT consent to my Medical Information “sharing in” to Old Leake Medical Centre. This means that your medical information from other NHS services will NOT be shared with Old Leake medical Centre. 

Signature …………………………………………………………………………Date…………………………………………………..……………….




























