
 

Please complete this application form to apply to become an Out of Area patient at Westbourne Medical Centre. As 
an out of area patient be aware we will NOT provide home visits and will assess if it is clinically appropriate and 
practical in each individual case to accept the registration. 

It may take 30 working days from the date we receive your paperwork to make a decision. We will confirm whether 
your application has been accepted to become an Out of Area Patient. However, if your health needs change, we 
may review your registration at any point to see if it would be more appropriate for you to be registered with a GP 
Practice closer to your home address. 

If your application is not successful, we advise that it’s in your best interests to register with a practice closer to 
your home. You can use the following link to find a GP near you: https://www.nhs.uk/service-search/find-a-gp 

 
  PLEASE SIGN BELOW TO CONFIRM YOU AGREE TO THESE CONDITIONS 
  Message to GP supporting your application (optional): 

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

……………………………………………………………………………………………………………………………………………………………………………………………………. 
 

 

 
 

1 Child’s 
Full Name 

 

………………………………………………………………………………………………………….. 

Date of 

Birth 

 

……………………………... 

2 Child’s 
Full Name 

 
………………………………………………………………………………………………………….. 

Date of 
Birth 

 
……………………………... 

3 Child’s 
Full Name 

 

………………………………………………………………………………………………………….. 
Date of 
Birth 

 

……………………………... 

4 Child’s 

Full Name 
 
………………………………………………………………………………………………………….. 

Date of 

Birth 

 
……………………………... 

I have read and agree to the conditions of Out of Area Registration and confirm that all 
above information is correct. 

 

THIS FORM IS FOR 
EXISTING PATIENTS WHO HAVE 
NOW MOVED OUT OF THE 
PRACTICE CATCHMENT AREA. 

IF YOU ARE UNSURE, PLEASE 
CHECK THE WEBSITE BEFORE 
COMPLETING THIS FORM. 

OUT OF AREA– Change of Address Form 

………………..... GP’s DECISION 

DATE- ENQUIRED WITH GP .……………….… 

………………..… 

.……….……….. DATE -FORM ACCEPTED 

 

REGISTERED GP 

..………….……… FORM ACCEPTED BY 

Change of Details for Children 

Current Details 

Full 
Name 

 
………………………………………………………… 

NHS 
Number 

 
………………………………………………………… 

Date of 
Birth 

 
………………………………………………………… 

Previous 
Address 

 
……………………………………………………… 
 
……………………………………………………… 
 
Postcode:…………………………………….……. 

 

New Details 

New 
Address 

 

……………………………………………………………………… 

………………………………………………………… 

Postcode…………………………………………….. 

Home Phone 
Number 

 
…………………………………………………………… 

Mobile 
Number 

 
…………………………………………………………… 

Email 
Address 

 
…………………………………………………………… 

 

 

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

https://www.nhs.uk/service-search/find-a-gp


 

 

 
 

Alcohol Questionnaire: 

How often do you drink alcohol?  
 

      Never                   Monthly or less                  2 to 4 times a month  
 
      2 to 3 times a week                  4 or more times a week              Prefer not to say  
 

How many units of alcohol do you drink on a typical day when you are drinking?  
 

1 pint of 4% beer is 2.5% units. A small 125ml glass of wine is 1.5 units and a 25ml shot of spirits is 1 unit. 
 
……………………………………………………………………. 

How often have you had six or more units of alcohol on a single occasion in the last year? 
 

       Never                   Less than monthly                  Monthly                         Weekly  
 
       Daily or almost daily                  Prefer not to say 

Smoking Status: Next of Kin / Emergency Contact: 

Are you a current smoker?                               
 

YES / NO 

Full Name: 

If YES, how many per day?                                                    
                                                                     
……………                                          

Relation to you: 
 

Would you like advice on giving up smoking?     
 

YES / NO           

Contact Phone Number: 

If you no longer smoke, when did you stop?                        
 
                                                                     
……………………………………….…… 

Email Address: 

Height: Help and Support: 
You can speak to reception for more information about the carers 
register and support services. 

Weight: Are you a carer or cared for?  

Please nominate a Pharmacy for us to send your electronic prescriptions to electronically:  

 

Tick NO if you do not wish to use EPS:              NO  

Text Messaging Preferences: 

I acknowledge that appointment reminders by text are an additional service, not under the control 
of the practice and that the practice cannot guarantee that a message will always be sent. I 
understand that practice does not respond to replies on its SMS text service.  
I agree to advise the practice if my mobile number changes or if this is no longer in my 
possession. 
 
I consent to the practice contacting me by text message for the purpose of reviews and 
appointments reminders:            YES                         NO  

 
 

Signature: …………………………………………………………………………………… Date: ………………… 

            OUT OF AREA - Patient Information   

 

 

   

  

   

  

Electronic Prescription Service (EPS) 

 

  



Sharing NHS Data Form 

Sharing information can improve both the quality and safety of the care you receive - in some cases this 
information is vital in making decisions about your treatment. Information sharing in the NHS is subject to 
regulations and governance to ensure your full identifiable and medical data is kept confidential and only 
seen by clinicians and administrative staff responsible for overseeing your care. The NHS will be sharing key 
information from your GP medical notes with services such as Out of Hours Services, Hospitals and 
Community Teams where necessary. 

Research and Planning 

Your health records contain a type of data called confidential patient information. This data can be used to 
help with research and planning. You can decide to opt-out by visiting www.nhs.uk/your-nhs-data-matters or 
by phoning 0300 303 5678.  
You will need:  
• NHS number or postcode (as registered with your GP practice)  
• Mobile number or email address 

Summary Care Record (SCR) 

GP Practices share your important healthcare information with other healthcare professionals in England 
when they provide you with direct care, such as emergency care or referral to a specialist service. This is 
called a Summary Care Record (SCR). Your SCR is shared with healthcare professionals to ensure the 
quality and safety of your care. This reduces the risk of things like adverse medical reactions or delays in 
urgent care. 
 
SCR Choices: 
▫ CORE- contains information about medication, allergies and adverse reactions only.  
▪ ADDITIONAL- contains information about medication, allergies, adverse reactions and further medical 

information that includes: illnesses, health problems, past operations and vaccinations. 
* DISSENT - if you do not want any information shared with other healthcare professionals involved in your 

care, including in an emergency. This can only be amended by your GP Practice. 
 
All patients registered here will have an ADDITIONAL SCR unless stated otherwise. More information is 
available here: https://digital.nhs.uk/services/summary-care-records-scr/additional-information-in-scr 

My SCR Choice 

    By signing this form, I confirm that I have read and understood the information above and overleaf.  

    This form will be scanned into your medical record. 
 

PLEASE COMPLETE IN BLOCK CAPITALS 

    SCR - SUMMARY CARE RECORD 
    Please tick one box only. 
 

              ▫ CORE- for medication, allergies and adverse reactions only 
 
              ▪ ADDITIONAL- for medication, allergies, adverse reactions and additional information  
 
              *  DISSENT- Patient does not want SCR and understands the risks involved 
 

          

 
 

  

Patient’s 
Full Name 

  Patient’s 
Date of 
Birth 

  

Email  
Address 

  Phone 
Number 

  

If you are signing this on behalf of the patient, please complete the section below: 

Your  
Full Name 

  Date of 
Birth 

  

Relation to  
Patient  

  Phone 
Number 

  

  

  

  

  

  

  

  

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

 Signed by patient                                         Signed on behalf of patient  

  

 

 

 

https://digital.nhs.uk/services/summary-care-records-scr/summary-care-records-scr-information-for-patients
https://digital.nhs.uk/services/summary-care-records-scr/additional-information-in-scr


Dorset Care Record (DCR) 

The Dorset Care Record (DCR) is your confidential health and social care record held on a secure platform and 
shared by the health and social care organisations in Dorset to help improve the care you receive. If you are 
registered with a GP practice in Dorset, your DCR is created automatically, unless you choose to opt out by 
emailing dorsetcarerecord@dorsetcouncil.gov.uk or phoning 0345 200 0026.  
However, by not sharing information your treatment may be slower and vital information may be missed in an 
emergency situation. More information here: https://news.dorsetcouncil.gov.uk/dorset-care-record/ 

Enhanced Data Sharing Model (EDSM) 

The electronic record system used to store your GP health record is called SystmOne. This is a national 
system used by some GP Practices, out of hours services, community services and hospitals etc. This allows 
your GP Practice to share your record with other providers that use SystmOne and are involved in your care. 
Giving consent to share your record in the SystmOne database helps deliver better and safer care for you. As 
the scheme has been designed to enhance patient care, you have been automatically opted in. You can amend 
your choices by completing this form. 
  
EDSM Choices 
Sharing OUT- Controls whether data recorded at your GP practice can be shared with other health care 
providers.  
 
Sharing IN- Determines whether your GP practice can view data in your record that has been entered by other 
health care providers or who may provide care for you in the future. 
 

If you choose not to share data out or in there may be delay in your treatment as the data will not be available 
to the health care provider. This can be overruled in an emergency. 

My EDSM Choice 

  By signing this form, I confirm that I have read and understood the information above and overleaf.  
   This form will be scanned into your medical record. 
 

PLEASE COMPLETE IN BLOCK CAPITALS 

 EDSM - ENHANCED DATA SHARING MODEL 
 

  
 Sharing OUT  
 Do you consent to the sharing of data recorded by your GP Practice with other organisations that may care for you?                                      
 Please tick one box only  
      YES - share data with other organisations 
 

      NO - do not allow data to be shared with other organisations and I understand the risks involved. 
 

 

 Sharing IN 
 Do you consent to your GP Practice viewing data that is recorded at other organisations that may care for you? 
 Please tick one box only 
      Consent Given - Allow other organisations to share data with your GP Practice 
 

      Consent Refused - do not allow GP Practice to view data from other organisations and I 
 understand the risks involved. 
  

 

 

Patient’s 
Full Name 

  Patient’s 
Date of 
Birth 

  

Email  
Address 

  Phone  
Number 

  

If you are signing this on behalf of the patient, please complete the section below: 

Your  
Full Name 

  Date of 
Birth 

  

Relation to  
Patient  

  Phone  
Number 

  

  

  

  

  

  

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

Signed by patient                                         Signed on behalf of patient                        
  

mailto:dorsetcarerecord@dorsetcouncil.gov.uk
https://news.dorsetcouncil.gov.uk/dorset-care-record/

