Hounsfield Surgery
Care Data
Withholding of Consent Form

Request for my Clinical Information to be withhétdm the Care Data Extraction
Service

If you do not want your data to be shared pledkett the form and send it to the
Practice as soon as possible.

Please complete in BLOCK CAPITALS

Title oo Surname / Family name ............ccooiiiiieien v
[0 =] =T 0= () I
AAOIESS et e e e e e
Postcode .................. Phone No ................... Dateofbirth.................
NHS Number (if known) ...................cocevennL Signature oo e

If you are filling out this form on behalf of an@hperson or a child, please ensure
you fill out their details above and your detarighis section.

YOUr NAME ..o e YOur Signature ........ccoeveeveineennennnen.

Relationship to patient ............ccooeiiiiiiiinn . Date ....coovii i

Please indicate by ticking the boxes below at vidal you are withholding consent
(For detailed information regarding your choiced #me implications of withholding
consent see http://www.england.nhs.uk/wp-contetdags/2014/01/cd-patient-

fags.pdf):-

[J xazs9-1do not consent to my data leaving my GP Practice

O xaavi-1 do not consent to my data leaving the HSCIC s=eavironment.



