
BEACONSFIELD ROAD SURGERY 

TEXT MESSAGING OPT-OUT FORM 

 

Patient name: …………………………………………………………. 

 

Date of Birth: ………………………………………………………….. 

Address: …………………………………………………………………. 

……………………………………………………………………………….. 

……………………………………………………………………………….. 

 

Mobile number: …………………………………………………….. 

 

I do not consent to receiving text messages from the 

Practice. 

I understand my mobile number may be used to contact me 

for other purposes. 

 

 

Signed: ………………………………………….  Date: ……………………….. 


