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MEMBER AGREEMENT FORM
For legal reasons being associated to a GP surgery, to protect yourself as a Patient and the Practice would you please read in full, complete and sign at the bottom and return to Mrs K Clemes, Practice Manager, Patient Services THANK YOU

Name …………………………………………………………………………………………………………………….

Address ………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………..

Contact details ……………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………..

1). I would like my name added to the Core group of patients as members of the Patient Participation Group for Polkyth Surgery but my level of involvement will be at my personal discretion  

2). I understand that my name can be removed from the PPG at any time of my choice without reason or at the Surgery’s request 

3). I agree/do not agree to allow my name and contact details of either telephone or email to be included on any literature created by the PPG, which may be on display in the surgery and /or on the website

4). I have read and agree to abide by the group’s Terms of Reference, including when necessary, signing a confidentiality agreement, at any PPG meeting within or outside of the Surgery and at any event or when representing the Practice outside of surgery premises

SIGNED BY PATIENT ………………………………………………………………………………………….

PRINT NAME …………………………………………………………………….Date ……………………….                

PATIENT PARTICIPATION GROUP


FOR   Polkyth Surgery, 14 Carlyon Road,  St Austell











