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Your Electronic Patient Record & the Sharing Of Information

Your care service uses a unique computer SystmOne called SystmOne that allows the sharing of full electronic records across different healthcare care services.

We are telling you about this as you register with a new NHS care service so that you can think about you choices before you see your clinician today:

· You can choose to share your electronic record with NHS other care services.

· You can choose not to share your electronic record with NHS other care services.

1.  Consent Sharing OUT
This controls whether your information entered at this surgery can be shared with other NHS services (i.e. made shareable).

2.  Consent Sharing IN 
This controls whether information that has been made shareable at other NHS care service can be viewed by this care service or not (i.e. Shared IN).

For Example:
In some serious situations, if you are unconscious, clinicians will be able to access your electronic record without first asking your permission. Use of this is monitored.

Why is this necessary?
Allows joined up care across different NHS setting which gives the best care and service to you.

Don’t’ forget: you can also change your sharing preferences at any time. Just speak to a member of staff at this practice.

Please complete BEFORE seeing the clinician.

Name: _______________________________________           D.O.B: ____________________

Consent IN:                    YES                                        NO

Consent OUT:                YES                                        NO

Sign: __________________________________Date: __________________________
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