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PATIENT PARTICIPATION GROUP (PPG)
Expression of Interest Form
Practice Name: __________________________________________
Practice Code (if known): ________________________________
Date: ____ / ____ / ______

About the Patient Participation Group (PPG)
Patient Participation Groups are supported by the NHS England and enable patients to work in partnership with their GP practice to influence local services, improve patient experience, and support service development.

Section 1: Patient Details
Full Name: ___________________________________________
Date of Birth: ____ / ____ / ______
NHS Number (if known): ________________________________
Address:


Postcode: __________________
Telephone Number: __________________
Email Address: _________________________________________
Preferred Method of Contact:
☐ Telephone ☐ Email ☐ Post

Section 2: Equality & Diversity Monitoring (optional)
This information helps ensure the PPG is representative of the practice population.
Gender:
☐ Male ☐ Female ☐ Non-binary ☐ Prefer not to say ☐ Other: __________
Ethnic Group:
☐ White ☐ Mixed ☐ Asian or Asian British ☐ Black or Black British
☐ Other ethnic group ☐ Prefer not to say
Do you consider yourself to have a disability?
☐ Yes ☐ No ☐ Prefer not to say
If yes, please specify (optional):


Section 3: Your Interest in the PPG
Why are you interested in joining the PPG?


Skills, experience or interests you could bring:
(e.g. healthcare, administration, IT, community engagement)



Section 4: How You Would Like to Be Involved
☐ Attend meetings at the practice
☐ Attend virtual/online meetings
☐ Participate in surveys or questionnaires
☐ Provide feedback via email
Availability:
☐ Weekdays ☐ Evenings ☐ Weekends ☐ Flexible

Section 5: Confidentiality & Data Protection
Your personal information will be processed in accordance with the UK General Data Protection Regulation and the Data Protection Act 2018.
Your data will be used solely for the purpose of administering and communicating with the Patient Participation Group and will not be shared outside the practice without your consent unless required by law.

Section 6: Consent
Please tick to confirm:
☐ I consent to being contacted about Patient Participation Group activities
☐ I understand my involvement is voluntary and I can withdraw at any time
☐ I agree to my information being stored for PPG administration purposes

Section 7: Declaration
I confirm that the information provided is accurate to the best of my knowledge.
Signature: _______________________________
Print Name: ______________________________
Date: ____ / ____ / ______

For Practice Use Only
Date Received: ____ / ____ / ______
Recorded on System: ☐ Yes ☐ No
Added to PPG Contact List: ☐ Yes ☐ No
Staff Initials: _________
Notes:
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