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Name (please print clearly): _________________________________
Date of Birth: __________________ Daytime phone number: __________________
Introduction
You have been invited to a group consultation to discuss your health needs in more detail. This session allows you to have a one‑to‑one consultation with a clinician while also benefiting from shared learning and support from other patients with similar experiences.
Some key clinical information (such as blood pressure, blood test results, medication history, or relevant care information) may be shared within the group to support your care.
What You Need to Do Next
Please confirm by text/email link that you have read and understood this information leaflet and the confidentiality agreement below. If you cannot submit this beforehand, you may sign it on the day. Please note: you cannot attend the session unless this form is signed.
Confidentiality Agreement
By signing/submitting this agreement, I confirm that:
- I agree to share my medical information with the group today. I understand this is voluntary.
- I will respect the confidentiality of all members of the group and will not share any medical, personal, or identifying information about anyone outside this group.
- This includes not sharing or recording information verbally, in writing, on social media, or on any public forum.
- My information belongs to me, and I may discuss my own details with my family or carers if I choose.
- If attending virtually, I will ensure no one else can see or hear the session unless they are my registered carer who has also signed this form. I will not record the session.
- If I have concerns of a sensitive nature, I may request a private discussion during or after the session or arrange an individual appointment.
- I am under no obligation to share personal information with other patients or staff unless I choose to do so.
- By signing this form, I agree to voluntarily share relevant test results or information within the group. I may withdraw my consent at any time.
- If the clinician feels they need to discuss concerns about my health with another professional outside this group, this will only be done to ensure I receive appropriate care.

Consent
I confirm that my consent extends to all group consultations I attend as part of my care.

Signed (patient): ____________________________
Name (print): ________________________________
Date: ________________

Signed (carer/support person, if applicable): __________________________
Date: ________________
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