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PHB payment agreement A
In this section you will confirm and agree the PHB payment plan. The PCN manager will process your payment by completing the payments or purchases on you behalf, your agreement will be required in order to process the PHB referral. 
For Social Prescriber: Please save a copy to the patient record, a handwritten signature is not required.










Full name: Click or tap here to enter text.

Address: Click or tap here to enter text.

Payment plan A
The item, activity or service will be purchased by the PCN on my behalf and delivered to my home address, if necessary. 
1. ☐ I understand the PCN will purchase the item or service on my behalf and send it to my address. 
1. ☐ I understand relevant personal information will be shared with the finance team at the PCN and deleted once the transaction has been made. 

Information and Evaluation 
☐ I agree for my demographic information to be shared anonymously for monitoring and evaluating purposes. 
☐ I am happy to be contacted about my experience of this project in the future, to help with evaluation and to improve the service for future users, my social prescriber will update me who this will be.  

Name: 
Signed: 								Date:


PHB payment agreement plan B
In this section you will confirm and agree the PHB payment plan. The PCN manager will send a payment request to Lewisham council to transfer the funds to you. Your agreement is required in order to process the PHB payment.




Prescriber: Please save a copy to the patient record, a handwritten signature is not required.






Full name: Click or tap here to enter text.

Address: Click or tap here to enter text. 
Is the person receiving the direct PHB payment the same as the person receiving the support plan? 
	☐ Yes

	☐ No

	


If no, please state the relation of the person receiving the payment to the person receiving the support plan:  Click or tap here to enter text.

Payment plan B 
I will receive the money direct to my bank account and proof of address will be required in order to make the payment.
1. ☐ I give permission for my bank details, date of birth and address to be shared with Lewisham Council to make the direct payment to my account. 
2. ☐ I understand this information will be deleted once the transaction has been made. 
3. ☐ I can accept the money directly into my bank account. 
4. ☐ I agree to spend the PHB amount on the item agreed in my PHB plan. 
5. ☐ I understand I will be asked to provide proof of purchase two weeks after the money has been paid into my account.
6.  ☐ I understand I will be asked to return the money if I do not purchase the item agreed in my care plan.
All items must be agreed and ticked before continuing. 
Information and Evaluation 
☐ I agree for my demographic information to be shared anonymously for monitoring and evaluating purposes. 
☐ I am happy to be contacted about my experience of this project in the future, to help with evaluation and to improve the service for future users, my social prescriber will update me who this will be.  
Name: 
Signed: 								Date:
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