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Patient’s consent form for video-recording of consultations.

This consultation recording shall be used for assessment purposes of Doctors involved in GP Training and Doctors currently being trained. 

Place of recording…Harbourside Family Practice, Room ....             Date: ……………………………
Patient’s Name……………………………………………………………………………………………………..

Consent to Video Recording for Assessment Purposes

· We are hoping to make video recordings of some of the consultations between patients and 

Dr…………………………………..………., whom you are seeing today.

· The video is ONLY of you and the doctor talking together. No intimate examination will be done in front of the camera. All video recordings are carried out according to guidelines issued by the General Medical Council.

· The video will be seen only by doctors involved in the assessment of doctors as part of their training for General Practice. The tape will be stored securely and treated as confidentially as any other medical record. The tape will be erased as soon as practicable and in any event within one year.

· Dr……………………………….. is responsible for the security and confidentiality of the video recording. 

· You do not have to agree to your consultation with the doctor being recorded. If you want the camera turned off, please tell Reception - this is not a problem, and will not affect your consultation in any way.

· Even if you give permission now, you may change your mind later. You may ask for the camera to be switched off at any time. If, after leaving the building, you would prefer that the tape is not used, please contact the receptionist or doctor who will ensure that your consultation is erased from the tape.

· But if you do not mind your consultation being recorded, we are grateful to you. Improving the assessment of GPs should lead to a better service to patients.

· If you wish you may view the tape recording.

· If you consent to this consultation being recorded, please sign below. Thank you very much for your help.
Signed………………………………………………………………………….                  
Date………………………

Signature(s) of any accompanying person(s)     ……….………………
· After you have finished seeing the doctor, please sign below to confirm that you are still happy to have the recording used.

Signed………………………………………………………………………..           

