
Colne Medical Centre 

CONSENT TO LEAVE TELEPHONE MESSAGES 

In accordance with the data Protection Act, the practice requires written consent from any patient who is happy for 

us to leave a message on their answer phone in the event that we need to contact them. If we do not have written 

consent, we are unable to leave a message on any answerphone or with a third party. 

PLEASE COMPLETE THE FOLLOWING: 

I ………………………………………………….give consent for Colne Medical Centre to leave messages on my answerphone at:- 

Home……………………………………………………………..Mobile………………………………………………………………. 

I give consent for the practice to leave a message about any aspect of my medical treatment with (please print third 

party name): 

Name:………………………………………………………………………………………………………………………………………….. 

The consent is to remain in force from today / / until further notice of cancellation by me. 

Signed…………………………………………………………………..D.O.B  / / 

 

TEXT MESSAGING  
 
We can send messages to you to remind you of appointment times and send health related reminders to 
you via text messages. We understand that people often give their mobile phones to other people to use 
so it is your responsibility to let us know when you change your phone number so that we can ensure your 
confidentiality.  
If you are happy to proceed on this basis please sign the declaration. 
 

❖ I consent to the practice contacting me by text message for the purpose of health promotions and 
appointment reminders. 

 
❖ I acknowledge that appointment reminders by text are an additional service and may not take 

place on all occasions and that the responsibility of attending appointments or cancelling them 
still rests with me.  

 
❖ The messages are generated using a secure facility.  I understand that they are transmitted over a 

public network onto a personal telephone and as such may not be secure. The practice will not 
transmit any information which would enable an individual to be identified. 

 
❖ I agree to take responsibility to inform the surgery if my phone number changes or if it is no 

longer in my possession. 
I can cancel the text message facility at anytime 
 
NAME:…………………………………………………………Mobile Number……………………………………………………………….   
 
 
Signed…………………………………………………………………..D.O.B  / /       PTO 



 

EMAIL ADDRESSES 

We are looking to extend the use of email addresses for our patients, so that we can use an email address in place of 

a paper letter whenever feasible. Please would you indicate, by completing the attached form, if you are happy for 

us to contact you by email, bearing in mind that this may contain confidential information about yourself. Please also 

be aware that the integrity and security of emails cannot be guaranteed on the internet and if you are asking us to 

use an email address at your place of work that this may be seen by other colleagues and in the case of non-delivery 

be forwarded to a general postmaster. 

You will also need to inform us of any change to your email address. 

 

 

 

 

 

 

 

 

When your details have been added to the system an acknowledgement email will be sent to you. 

Please return this form by hand to a receptionist, by email to colne.medicalcentref81116@nhs.net, or by 

post to Colne Medical Centre, 40 Station Road, Brightlingsea, Colchester, Essex. CO7 0DT 

WE DO NOT SHARE ANY DETAILS WITH COMMERCIAL EXTERNAL ORGANISATIONS 
 

 

I (full name)……………………………………………………………………….. (date of birth)……………………………………………… 

Confirm that I am happy for Colne Medical Centre, Brightlingsea to contact me by the following email address 

and I understand that the content of the emails may contain confidential information. I understand that the 

integrity and security of emails cannot be guaranteed on the Internet and an email address at my place of work 

may be seen by colleagues. 

Signed………………………………………………………………………………date:…………………………………………………………………. 

 

My email address is:………………………………………………………………………………………………………………………………………….. 

(please write clearly) 
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