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If you are registered for Patient Services, please click here.
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							Update your Details

							
						

						
							
                

                        	Name*
                            
                            
                                                    
                                                    First
                                                
                            
                            
                                                    
                                                    Last
                                                
                            
                        

	Date of Birth*Day
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31


Month
1
2
3
4
5
6
7
8
9
10
11
12


Year
2025
2024
2023
2022
2021
2020
2019
2018
2017
2016
2015
2014
2013
2012
2011
2010
2009
2008
2007
2006
2005
2004
2003
2002
2001
2000
1999
1998
1997
1996
1995
1994
1993
1992
1991
1990
1989
1988
1987
1986
1985
1984
1983
1982
1981
1980
1979
1978
1977
1976
1975
1974
1973
1972
1971
1970
1969
1968
1967
1966
1965
1964
1963
1962
1961
1960
1959
1958
1957
1956
1955
1954
1953
1952
1951
1950
1949
1948
1947
1946
1945
1944
1943
1942
1941
1940
1939
1938
1937
1936
1935
1934
1933
1932
1931
1930
1929
1928
1927
1926
1925
1924
1923
1922
1921
1920





	Address*

	Phone* 

	Email*
                            
                        

	Smoking Status*Please select...
Smoker
Ex-smoker
Non-smoker



	How many per day?* 

	Name
This field is for validation purposes and should be left unchanged.
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							Request for Medical Certificates

							
						

						
							
                

                        	Name (to be completed by person requesting certificate) 

	Please tick to indicate which certificate/form you require:*	
				
				Sick Note (Med 3)
			
	
				
				Vaccination Records
			
	
				
				Copy of Medical Records
			
	
				
				
			



	If you are requesting a copy of your Medical Records please specify whether complete or partial records are needed.  (Please indicate specific time frame).

	Name*
                            
                            
                                                    
                                                    First
                                                
                            
                            
                                                    
                                                    Last
                                                
                            
                        

	Date of Birth* 

	Contact Telephone Number (including mobile number if available)* 

	Email 

	SICK NOTE
Please complete this part of the form if you wish the GP to consider processing a Sick Note (Med 3).

	Do you require an extension of your current sicknote?	
				
				Yes
			
	
				
				No
			



	Have you seen a GP during this illness?	
				
				Yes
			
	
				
				No
			



	Name of GP you have seen about this illness 

	On what date did you last see a GP about this illness? 

	What do you understand to be the diagnosis?

	What symptoms are you currently suffering from?

	Date from which certification is required: 

	Date expected to return to work? 

	Any other relevant information?

	Consent*	
								
								I agree to the privacy policy
							



	Signature 

	VACCINATION RECORDS
Please complete this part of the form if you want a copy of your vaccination records.

	Please indicate whether you require all or part of the vaccination records	
				
				Full
			
	
				
				Part
			



	Any other information (eg dates from and to, or any specific vaccinations)



	Declaration and Signature

	Consent I agree to the privacy policy.

	Signature


	Phone
This field is for validation purposes and should be left unchanged.
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							Request Medication "not on repeat"

							
						

						
							
                

                        	Name*
                            
                            
                                                    
                                                    First
                                                
                            
                            
                                                    
                                                    Last
                                                
                            
                        

	Date of Birth*
                            
                            DD dash MM dash YYYY
                        

                        
	Address    
                    
                         
                                        
                                        Street Address
                                    
                                        
                                        Address Line 2
                                    
                                    
                                    City
                                 
                                        
                                        County / State / Region
                                      
                                    
                                    Postcode
                                
                                        
Afghanistan
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bonaire, Sint Eustatius and Saba
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Chile
China
Christmas Island
Cocos Islands
Colombia
Comoros
Congo
Congo, Democratic Republic of the
Cook Islands
Costa Rica
Croatia
Cuba
Curaçao
Cyprus
Czechia
Côte d'Ivoire
Denmark
Djibouti
Dominica
Dominican Republic
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Eswatini
Ethiopia
Falkland Islands
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-Bissau
Guyana
Haiti
Heard Island and McDonald Islands
Holy See
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran
Iraq
Ireland
Isle of Man
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libya
Liechtenstein
Lithuania
Luxembourg
Macao
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia
Moldova
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
North Macedonia
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestine, State of
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Romania
Russian Federation
Rwanda
Réunion
Saint Barthélemy
Saint Helena, Ascension and Tristan da Cunha
Saint Kitts and Nevis
Saint Lucia
Saint Martin
Saint Pierre and Miquelon
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Sint Maarten
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
South Sudan
Spain
Sri Lanka
Sudan
Suriname
Svalbard and Jan Mayen
Sweden
Switzerland
Syria Arab Republic
Taiwan
Tajikistan
Tanzania, the United Republic of
Thailand
Timor-Leste
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Turkmenistan
Turks and Caicos Islands
Tuvalu
Türkiye
US Minor Outlying Islands
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
Uruguay
Uzbekistan
Vanuatu
Venezuela
Viet Nam
Virgin Islands, British
Virgin Islands, U.S.
Wallis and Futuna
Western Sahara
Yemen
Zambia
Zimbabwe
Åland Islands


                                        Country
                                    
                    

                

	Email*
                                
                                    
                                    Enter Email
                                
                                
                                    
                                    Confirm Email
                                
                                

                            

	Telephone Number (including mobile number if available*

	Name of medication required*Please copy the name from the original packaging
 

	Dosage*How much of the medication do you take at a time?
 

	Regularity*How often do you take the medication?
 

	Prescriber*Who prescribed the medication, and when?


	Reason*Reason for taking this medication
 

	Date on which medication was last prescribed*
                            
                            DD slash MM slash YYYY
                        

                        
	Date on which your medication runs out* 

	Additional Information*Please provide any additional information which will help the Pharmacist, GP or Prescribing Nurse with your request.


	Consent* I agree to the privacy policy.

	Signature*


	Name
This field is for validation purposes and should be left unchanged.
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							Patient Participation Group

							
						

						
							
                

                        	Name*
                            
                            
                                                    
                                                    First
                                                
                            
                            
                                                    
                                                    Last
                                                
                            
                        

	Date of Birth*Day
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31


Month
1
2
3
4
5
6
7
8
9
10
11
12


Year
2025
2024
2023
2022
2021
2020
2019
2018
2017
2016
2015
2014
2013
2012
2011
2010
2009
2008
2007
2006
2005
2004
2003
2002
2001
2000
1999
1998
1997
1996
1995
1994
1993
1992
1991
1990
1989
1988
1987
1986
1985
1984
1983
1982
1981
1980
1979
1978
1977
1976
1975
1974
1973
1972
1971
1970
1969
1968
1967
1966
1965
1964
1963
1962
1961
1960
1959
1958
1957
1956
1955
1954
1953
1952
1951
1950
1949
1948
1947
1946
1945
1944
1943
1942
1941
1940
1939
1938
1937
1936
1935
1934
1933
1932
1931
1930
1929
1928
1927
1926
1925
1924
1923
1922
1921
1920





	Address*

	Telephone (home) 

	Telephone (mobile) 

	Email
                            
                        

	Phone
This field is for validation purposes and should be left unchanged.
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							Send your Photos to your GP

							
						

						
							
                

                        	If you have been asked to send a clinical photo or document, please use the upload form below. It is very simple to use.

This will then be sent to our secure NHS mailbox and any photos or documents may be added to your clinical record. Please do not upload documents or images unless you have spoken to our team first.

	Name* 

	Date of Birth*
                            
                            DD slash MM slash YYYY
                        

                        
	Telephone* 

	Email*
                            
                        

	File*
										
											Drop files here or 
											Select files
										

									
Accepted file types: jpg, png, gif, tif, bmp, jpeg, Max. file size: 5 MB.
 


	Email
This field is for validation purposes and should be left unchanged.




          
            
            
            
            
            
            
            
            
            
        

                        53376

                        

		                
		                
						

					

				

			

													
				
					
						
							Contraceptive Pill Check Questionnaire

							
						

						
							
                

                        	Name
                            
                            
                                                    
                                                    First
                                                
                            
                            
                                                    
                                                    Last
                                                
                            
                        

	Date of BirthDay
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31


Month
1
2
3
4
5
6
7
8
9
10
11
12


Year
2025
2024
2023
2022
2021
2020
2019
2018
2017
2016
2015
2014
2013
2012
2011
2010
2009
2008
2007
2006
2005
2004
2003
2002
2001
2000
1999
1998
1997
1996
1995
1994
1993
1992
1991
1990
1989
1988
1987
1986
1985
1984
1983
1982
1981
1980
1979
1978
1977
1976
1975
1974
1973
1972
1971
1970
1969
1968
1967
1966
1965
1964
1963
1962
1961
1960
1959
1958
1957
1956
1955
1954
1953
1952
1951
1950
1949
1948
1947
1946
1945
1944
1943
1942
1941
1940
1939
1938
1937
1936
1935
1934
1933
1932
1931
1930
1929
1928
1927
1926
1925
1924
1923
1922
1921
1920





	Phone

	Today's Date
                            
                            DD dash MM dash YYYY
                        

                        
	1.  Do you need emergency contraception?	
				
				Yes  (Please contact your local community pharmacy for advice and treatment)
			
	
				
				No
			



	2.  Is there a chance that you may be pregnant?	
				
				Yes (Please book an appointment with the doctor)
			
	
				
				No
			



	3.  Please tick any of the following that apply to you?	
								
								I have given birth in the last 6 weeks
							
	
								
								I have given birth in the last 6 weeks and am breastfeeding
							
	
								
								I have had a miscarriage in the last 6 weeks
							
	
								
								I have had a termination in the last 6 weeks
							



	4.  What is the name of the oral contraceptive pill that you are currently taking ? Please answer in the space below. 

	5.  How do you use your pill?	
								
								A I am on the progesterone only Mini-Pill (POP) and take it every day continuously
							
	
								
								B Take for 21 days, then 4 days off before restarting
							
	
								
								C Take 1 pill daily for 3 packets (9 weeks), then 4 days off
							
	
								
								D Take 1 pill every day with no break
							
	
								
								E Other (please describe in the space below)
							


Please tick the appropriate answer.

	For option E (above) please write your answer here 

	6.  Please provide your current weight in the space below (in Kgs) 

	7.  Please provide your height (in metres) 

	8.  Blood Pressure Reading- Please sit for 10 minutes prior to taking the reading. Apply the cuff with the tube placed on the inside of your elbow and press the start button 
Please record the reading with the systolic pressure first (top number) and the diastolic pressure second (bottom number) - eg 120/80

	9.  Are you a smoker? Tick as appropriate	
								
								Never Smoked
							
	
								
								Current Smoker
							
	
								
								Ex-Smoker
							



	10.  How many cigarettes do you smoke in a day?	
								
								1-10
							
	
								
								11-20
							
	
								
								21-30
							
	
								
								31-40
							
	
								
								41-60
							



	11.  Are you interested in stopping smoking?	
				
				Yes
			
	
				
				No
			


Please note: Smoking cessation support, treatment and advice is available from your local community pharmacy without the need for an appointment.

	12.  How much exercise do you do in a week? Please tick appropriate boxes	
				
				0-1hrs
			
	
				
				1-5hrs
			
	
				
				More than 5 hours
			



	13.  What level of exercise is this?	
				
				Light
			
	
				
				Moderate
			
	
				
				Vigorous
			



	14.  Alcohol Consumption - How many units of alcohol do you drink in a week? 

	15.  Do you have a healthy diet?  Please add a comment if appropriate. 

	16a.  ONLY ANSWER THIS QUESTION IF YOU ARE ON THE COMBINED PILL - Do you know what to do if you miss a dose of your pill by accident, are late in taking it, or if you have diarrhoea or vomiting?	
				
				Yes
			
	
				
				No
			
	
				
				Unsure
			


Please note that you can find advice about this and lots of other contraceptive queries on www.sexwise.org.uk 

	16b.  ONLY ANSWER THIS QUESTION IF YOU ARE ON THE MINI-PILL  - Are you aware of what to do if you miss a tablet? Do you understand the 12 hour rule?	
				
				Yes
			
	
				
				No
			
	
				
				Unsure
			



	17.  Do you have any unexplained irregular or breakthrough bleeding?	
				
				Yes
			
	
				
				No
			


If you answered "YES" to the above question, we would advise you to book a routine appointment to discuss this with your doctor.

	18.  Would you like to consider long-acting contraception eg the coil or an implant?	
				
				Yes
			
	
				
				No
			


If the answer to the above question is "YES," you can find further information on www.sexwise.org.  We would advise you to book a GP appointment at your convenience to discuss this further.  In the meantime, you can continue with your combined pill.

	19.  Side-effects-Do you suffer any side-effects with the pill? eg headaches? Please explain:-

	20.  If you suffer from headaches with sensory disturbances eg visual changes, weakness or tingling of the face or limbs, or migraines, please tick any of the options below that affect you:-	
								
								I have always had migraines without aura- they are unchanged since I started the combined pill.
							
	
								
								I have or have had migraine with aura
							
	
								
								I have had a blood clot in the past
							
	
								
								A relative or first degree relative has been diagnosed with breast cancer since I first started on the combined pll.
							



	From which pharmacy would you like to collect your prescription?	
				
				Clarks
			
	
				
				Baird's
			



	Thank you for completing this Contraceptive Pill Questionnaire.  Your answers will be passed on to a clinician in the surgery.  We may contact you to clarify your answers or if you have requested further information .  Otherwise, your prescription will be reviewed and updated for you to order in the usual manner. 

	Email
This field is for validation purposes and should be left unchanged.




          
            
            
            
            
            
            
            
            
            
        

                        46870

                        

		                
		                
						

					

				

			

									
				
					
						
							Asthma Control Test (ACT)

							
						

						
							
                

                        	For patients:  This test is suitable for patients of 12 years of age or over.
Take the test.  Find out your score.  Share the results with your doctor.

Step 1:  Choose the appropriate answer for each question (from 1 to 5).

Step 2:  Add your scores to find your total and write this in the SCORE box.

Step 3:  Submit the form to share the results with your GP/Nurse. 




	Name
                            
                            
                                                    
                                                    First
                                                
                            
                            
                                                    
                                                    Last
                                                
                            
                        

	Address    
                    
                         
                                        
                                        Street Address
                                    
                                        
                                        Address Line 2
                                    
                                    
                                    City
                                 
                                        
                                        County / State / Region
                                      
                                    
                                    Postcode
                                
                                        
Afghanistan
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bonaire, Sint Eustatius and Saba
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Chile
China
Christmas Island
Cocos Islands
Colombia
Comoros
Congo
Congo, Democratic Republic of the
Cook Islands
Costa Rica
Croatia
Cuba
Curaçao
Cyprus
Czechia
Côte d'Ivoire
Denmark
Djibouti
Dominica
Dominican Republic
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Eswatini
Ethiopia
Falkland Islands
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-Bissau
Guyana
Haiti
Heard Island and McDonald Islands
Holy See
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran
Iraq
Ireland
Isle of Man
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libya
Liechtenstein
Lithuania
Luxembourg
Macao
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia
Moldova
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
North Macedonia
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestine, State of
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Romania
Russian Federation
Rwanda
Réunion
Saint Barthélemy
Saint Helena, Ascension and Tristan da Cunha
Saint Kitts and Nevis
Saint Lucia
Saint Martin
Saint Pierre and Miquelon
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Sint Maarten
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
South Sudan
Spain
Sri Lanka
Sudan
Suriname
Svalbard and Jan Mayen
Sweden
Switzerland
Syria Arab Republic
Taiwan
Tajikistan
Tanzania, the United Republic of
Thailand
Timor-Leste
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Turkmenistan
Turks and Caicos Islands
Tuvalu
Türkiye
US Minor Outlying Islands
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
Uruguay
Uzbekistan
Vanuatu
Venezuela
Viet Nam
Virgin Islands, British
Virgin Islands, U.S.
Wallis and Futuna
Western Sahara
Yemen
Zambia
Zimbabwe
Åland Islands


                                        Country
                                    
                    

                

	Phone

	Date
                            
                            MM slash DD slash YYYY
                        

                        
	Question 1 - In the past 4 weeks, how much of the time did your asthma keep you from getting as much done at work, school or at home?	
				
				All of the time   1
			
	
				
				Most of the time   2
			
	
				
				Some of the time   3
			
	
				
				A little of the time   4
			
	
				
				None of the time   5
			



	Question 2 - During the past 4 weeks, how often have you had shortness of breath?	
				
				More than once a day   1
			
	
				
				Once a day   2
			
	
				
				3 to 6 times per week   3
			
	
				
				Once or twice a week   4
			
	
				
				Not at all   5
			



	Question 3 - During the past 4 weeks, how often did your asthma symptoms (wheezing, coughing, shortness of breath, chest tightness or pain) wake you up at night or earlier than usual in the morning?	
				
				4 or more nights a week
			
	
				
				2 or 3 nights a week
			
	
				
				Once a week
			
	
				
				Once or twice
			
	
				
				Not at all
			



	Question 4 - During the past 4 weeks, how often have your used your rescue inhaler or nebulizer medication (such as albuterol)?	
				
				3 or more times per day   1
			
	
				
				1 or 2 times per day   2
			
	
				
				2 or 3 times per week   3
			
	
				
				Once a week or less   4
			
	
				
				Not at all   5
			



	Question 5 - How would you rate your asthma control during the past 4 weeks?	
				
				Not controlled at all   1
			
	
				
				Poorly controlled
			
	
				
				Somewhat controlled
			
	
				
				Well controlled
			
	
				
				Completely controlled
			



	Total Score 
Please add your score in the box above.  If your score is 19 or less, your asthma may not be controlled as well as it could be.  Talk to your nurse/doctor.

	Email
This field is for validation purposes and should be left unchanged.
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Please ensure Javascript is enabled for purposes of 
website accessibility
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To make this site work properly, we sometimes place small data files called cookies on your device. Most big websites do this too.		    
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Decide which cookies you want to allow.

You can change these settings at any time. However, this can result in some functions no longer being available. For information on deleting the cookies, please consult your browser’s help function.

Learn more about the cookies we use.



With the slider, you can enable or disable different types of cookies:
 


			            
                

                	
                            
                                [image: Block all]
                            

                            
                            
								Block all                            
                        
	
                            
                                [image: Essential]
                            

                            
                            
								Essentials                            
                        
	
                            
                                [image: Functionality]
                            

                            
                            
								Functionality                            
                        
	
                            
                                [image: Analytics]
                            

                            
                            
								Analytics                            
                        
	
                            
                                [image: Advertising]
                            

                            
                            
								Advertising                            
                        



            

			            
				
                
                    
                        
                            This website will:

                            	Essential: Remember your cookie permission setting
	Essential: Allow session cookies
	Essential: Gather information you input into a contact forms, newsletter and other forms across all pages
	Essential: Keep track of what you input in a shopping cart
	Essential: Authenticate that you are logged into your user account
	Essential: Remember language version you selected


                        

                        
                            This website won't:

                            	Remember your login details
	Functionality: Remember social media settings
	Functionality: Remember selected region and country
	Analytics: Keep track of your visited pages and interaction taken
	Analytics: Keep track about your location and region based on your IP number
	Analytics: Keep track of the time spent on each page
	Analytics: Increase the data quality of the statistics functions
	Advertising: Tailor information and advertising to your interests based on e.g. the content you have visited before. (Currently we do not use targeting or targeting cookies.
	Advertising: Gather personally identifiable information such as name and location


                        

                        

                    


                    
                        
                            This website will:

                            	Essential: Remember your cookie permission setting
	Essential: Allow session cookies
	Essential: Gather information you input into a contact forms, newsletter and other forms across all pages
	Essential: Keep track of what you input in a shopping cart
	Essential: Authenticate that you are logged into your user account
	Essential: Remember language version you selected
	Functionality: Remember social media settings
	Functionality: Remember selected region and country


                        

                        
                            This website won't:

                            	Remember your login details
	Analytics: Keep track of your visited pages and interaction taken
	Analytics: Keep track about your location and region based on your IP number
	Analytics: Keep track of the time spent on each page
	Analytics: Increase the data quality of the statistics functions
	Advertising: Tailor information and advertising to your interests based on e.g. the content you have visited before. (Currently we do not use targeting or targeting cookies.
	Advertising: Gather personally identifiable information such as name and location


                        

                        

                    


                    
                        
                            This website will:

                            	Essential: Remember your cookie permission setting
	Essential: Allow session cookies
	Essential: Gather information you input into a contact forms, newsletter and other forms across all pages
	Essential: Keep track of what you input in a shopping cart
	Essential: Authenticate that you are logged into your user account
	Essential: Remember language version you selected
	Functionality: Remember social media settings
	Functionality: Remember selected region and country
	Analytics: Keep track of your visited pages and interaction taken
	Analytics: Keep track about your location and region based on your IP number
	Analytics: Keep track of the time spent on each page
	Analytics: Increase the data quality of the statistics functions


                        

                        
                            This website won't:

                            	Remember your login details
	Advertising: Use information for tailored advertising with third parties
	Advertising: Allow you to connect to social sites
	Advertising: Identify device you are using
	Advertising: Gather personally identifiable information such as name and location


                        

                        

                    

                    
                        
                            This website will:

                            	Essential: Remember your cookie permission setting
	Essential: Allow session cookies
	Essential: Gather information you input into a contact forms, newsletter and other forms across all pages
	Essential: Keep track of what you input in a shopping cart
	Essential: Authenticate that you are logged into your user account
	Essential: Remember language version you selected
	Functionality: Remember social media settings
	Functionality: Remember selected region and country
	Analytics: Keep track of your visited pages and interaction taken
	Analytics: Keep track about your location and region based on your IP number
	Analytics: Keep track of the time spent on each page
	Analytics: Increase the data quality of the statistics functions
	Advertising: Use information for tailored advertising with third parties
	Advertising: Allow you to connect to social sitesl Advertising: Identify device you are using
	Advertising: Gather personally identifiable information such as name and location


                        

                        
                            This website won't:

                            	Remember your login details


                        

                        

                    

                

				            

            
                Save & Close
            

        

    
































































