Glen Mor Medical Practice
Change of details

Patient Name_______________________  Date of Birth_______
Change of Name
	New name:___________________________
 (Documentary evidence must be shown, e.g. marriage / divorce certificate or Deed Poll.  Copy of Deed Poll must be taken for Practitioner Services).  

Change of address:
	New Address:	______________________________
						______________________________
				   		______________________________
				   		______________________________
	Postcode:	   	_______________
	
	Please provide proof of address if possible.

  	

Change of phone number:
	Home:____________________ 	Mobile:___________________
	Business:_________________ 		Other:____________________

Signed:___________________  Date:________________

I hereby declare that the information provided is now my/our usual name(s) / place of residence / contact number and all correspondence  /visits / phone calls should be directed there.

Other family members / dependents affected by these changes.  All family members over 12yrs of age must sign and provide mobile number if they have one.  
Name:_______________          DoB:________
Signature:_______________    Mob:_________
Name:_______________          DoB:________
Signature:_______________    Mob:_________



Other family members / dependents affected by these changes.  All family members over 12yrs of age must sign and provide mobile number if they have one.  
Name:_______________          DoB:________
Signature:_______________    Mob:_________
Name:_______________          DoB:________
Signature:_______________    Mob:_________



I hereby declare that the information provided is now my/our usual name(s) / place of residence / contact number and all correspondence  /visits / phone calls should be directed there.

Signed:___________________  Date:________________


