
Opt-out from secondary use of patient identifiable data (Care.Data)

Please could you add the relevant “electronic flags” to my medical records, in order to 
ensure that personal confidential information is not uploaded from the GP records to the 
Health and Social Care Information Centre (HSCIC) via the General Practice Extraction 
Service (GPES) or other means and that personal confidential information gathered from 
any health and social care setting is prevented from leaving the HSCIC.

I understand this request will not affect the medical care that I receive either from the GP 
surgery or from anywhere within the NHS or the private sector.  It does not in any way 
prohibit my GP from sharing my medical information with other NHS and private services, 
where necessary, to provide effective clinical care.  I understand  I can change my mind at 
any time about this refusal and can inform you if I subsequently decide to opt back in.

FULL NAME : . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Date of Birth: . . . . . . . . . . . . . 
(please print)

SIGNATURE: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Date completed: . . . . . . . . . . . . . . . . . . . . . . .
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