
BEECHWOOD MEDICAL PRACTICE 

CONSENT FORM FOR CARER 

 

 
DETAILS ABOUT A PERSON WHO IS A CARER 
 
Name of Carer: ............................................................................................................... 
 
Address: ......................................................................................................................... 
 
 ........................................................................................................................................ 
 
Date of Birth of Carer: .................................................................................................... 
 
Carer Contact Telephone Number: ............................................................................... 
 

Are you registered with Beechwood Medical Practice – Yes  No   

 
About The Person Being Cared For 
 
For whom are you caring? 
 
Name: ............................................................................................................................. 
 
Address: ......................................................................................................................... 
 
 ........................................................................................................................................ 
 
Contact Telephone Number:.......................................................................................... 
 
What is your relationship with the person you care for? ............................................... 
 
Do you give your consent for this information to be held in the practice register? 
 

Yes  No  

 
Signed ............................................................................................................................ 
 
Date of consent .............................................................................................................. 
 
 
Consent of Person Being Cared For 
 
I, the named patient above give my consent to share medical information with the named 
carer above?  Yes  No  
 
Signed ............................................................................................................................ 
 
Dated .............................................................................................................................. 
 

I am a patient at Beechwood Medical Practice Yes  No  
 
 


