
 
BEACONSFIELD MEDICAL PRACTICE 

 

PRIVACY SLIP 
 
 
 

Patient Name:  ________________________________________________________________________ 
 
Date of Birth:  _________________________________________________________________________ 
 
Address:  _____________________________________________________________________________ 
 
Brief description for appointment/visit: ____________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Please hand slip to receptionist to log the reason. The receptionist will dispose of the slip in the locked 
confidential waste after use or you can dispose of it.  
 


