GUILDHALL SURGERY 


PATIENT AMENDMENT & CONSENT FORM

	Old Address
	                                              Post Code:


	New Address
	                                              Post Code:


	Surname
	

	First Name
	

	Date of Birth
	

	Home Telephone No
	

	Mobile Telephone No.
	

	E-Mail Address
	


Please confirm your consent to one or more of the following:
	I consent to receiving information from the practice or being contacted by:
(Please tick)
	Home No

(inc. SMS)
	Mobile No (inc. SMS)


	E-mail


By giving us consent to use your contact telephone numbers, you are agreeing to receive SMS and voice messages (this includes appointment confirmations, health related invitations, updating personal details)
	SIGNATURE     

 
	DATE


Where a patient does not grant consent then the Practice will not be able to use their personal data, except in certain limited situations, e.g. where required to do so by law, or to protect the public from serious harm
IF YOU HAVE ANY CHILDREN, PLEASE COMPLETE THE BACK OF THE FORM
CHILD 1

	Surname
	

	First Name
	

	Date of Birth
	


CHILD 2

	Surname
	

	First Name
	

	Date of Birth
	


CHILD 3

	Surname
	

	First Name
	

	Date of Birth
	


CHILD 4

	Surname
	

	First Name
	

	Date of Birth
	


CHILD 5

	Surname
	

	First Name
	

	Date of Birth
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