CHANGE OF PERSONAL DETAILS FORM

Please be advised you will need to re-register with a new doctor’s surgery if you move outside of our practice area – if you need to check this please call reception
	
Name of Patient:……………………………..……..

DOB: ………………………………………….……

Ethnicity: White, Black, Asian, Chinese, Mixed or Other
Main Spoken Language:……… ………………....
Smoking:  Never smoked, Current smoker, Ex smoker
Next of Kin & Relationship:……….…………..…
………………………………………………………
	
New Address:………………………………..……..
…………………………………………….………..
……………………………………………..……….

……………………………………………..……….

………………Post Code:………………………….

New Home Tel No:………………………………...
New Mobile No:……………………………………



	
Previous Name:……………………………………..




	
Previous Address:…………………………………..
………………………………………………………

………………………………………………………

………………………………………………………

…………………Post Code:………………………..


	Other patients whose details have altered:

Name of Patient:……………………………………


DOB:…………………………………………….….

Ethnicity: White, Black, Asian, Chinese, Mixed or Other
Main Spoken Language:...................…………..….
Smoking:  Never smoked, Current smoker, Ex smoker
Next of Kin & Relationship:…………… ……………

……………………………………………………….
	Other patients whose details have altered:

Name of Patient:……………………………………


DOB:…………………………………………….….

Ethnicity: White, Black, Asian, Chinese, Mixed or Other
Main Spoken Language:...................…………..….
Smoking:  Never smoked, Current smoker, Ex smoker
Next of Kin & Relationship:…………… ……………
……………………………………………………….

	Other patients whose details have altered:

Name of Patient:……………………………………


DOB:…………………………………………….….

Ethnicity: White, Black, Asian, Chinese, Mixed or Other
Main Spoken Language:...................…………..….
Smoking:  Never smoked, Current smoker, Ex smoker
Next of Kin & Relationship:…………… ……………

……………………………………………………….
	Other patients whose details have altered:

Name of Patient:……………………………………


DOB:…………………………………………….….

Ethnicity: White, Black, Asian, Chinese, Mixed or Other
Main Spoken Language:...................…………..….
Smoking:  Never smoked, Current smoker, Ex smoker
Next of Kin & Relationship:…………… ……………

……………………………………………………….


Please be advised that it is your responsibility, as the patient, to inform any other Healthcare Provider and/or Hospital you are currently being seen at, of your change of address or personal details.

Please sign below to acknowledge that you have understood the above.

Patient Name: ........................................................ Patient Signature: ...................................

FOR OFFICE USE ONLY
IF CROSS BORDER TRANSFER/PREVIOUS TR OR PREVIOUS PATIENT

1.
Re-Enter Postcode Even If Same As On Records
(

2.
Check Miles, Dispensing Etc
(
3.
From registrations mark as Medical Record Received
(


4.
From care history add code 9135 Patient Moved In Area – not a problem
(

5.
From care history add code 9344 Notes Summary On Computer – significant active problem
(

6.
Amend Paper Records With New Info
(

7.
Computer altered, Paper Records to do
(


8.
For cross border transfers send alcohol consumption FAST form
(
to all patients over the age of 16 years.  Enclose 
FAST form.  Bredon Hill Documents, Common Clinical Folders, 
Bredon Forms, Alcohol Forms, FAST Alcohol Consumption Form. 
N:\Bredon Hill Documents\ADMIN RECEPTION\forms, letter templates\New Change of Address Form Nov 2014.doc

