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Patient Agreement to Patient Access Policy 
Please note for security and data protection, all sections must be completed 
When completed, please pass into any of our surgeries along with proof of identification.
	First Name: 
	


	Date of birth: 
	     

	Surname:    
	     
	Health Insurance No: 
	



	Address:      
	



	Email:           
	



	Mobile:        
	



	Date:
	



	I wish to use the Patient Access service which will allow me to book / cancel my appointments / view / request my repeat medications and view / edit my personal details from my records




By completing and returning this form to Cleveland Clinic I have understood that I will adhere to the practice policy and terms and conditions for the use of online Patient Access. I understand that failure on my part to adhere to the policy and terms and conditions may result in my Patient Access registration being terminated. I understand that at this point there will be no affect my registration with the practice unless there is a breach of information.
Confirmation of your registration will be sent to you via the post from our clinical system EMIS. 
When you receive your email with your PIN and ID, you will be required to register online with Patient Access, even if you have already registered in the past. The PIN digits have no spaces in between and should be aligned to the left hand side. Please leave the NHS field blank.

Thank you.
Admin:

Please scan on records as “Patient requested online access”


