Millcroft Medical Centre
Change of Address Notification

e Complete a separate form for each person changing this address who is over 16

years old.
e Please complete all sections, including your telephone number if you have one.

If you are under the care of the hospital as an outpatient, or are awaiting an appointment, please also
let the hospital have your new address.

e Please tick this box if anyone who has moved with you is diabetic so that we can let the
Diabetic Retinopathy (Eye) Screening Service know their new address too.

PLEASE PRINT CLEARLY

YOUr FUll Name: IMIF/IVIFS/IVIISS ....ucvvieeeeeereessessersnsssesssssssssssssssssssssssessasssssssssasssssssassssssessseseessessasanssns

Date of Birth: ... eenaeees Today’s date: ......cccceeverereenreensneesseeseneesenesennesens

Your New Home Telephone NUMDBEI .....oiiece ettt e st et et
Your Mobile NO (if YOU NaVE ONE) ...uivcereieeecteeeeetete ettt et ee e aeve b ese s aesaesseaes

When did you move to this address? ... iiieveceen et e e

Please list any other patients UNDER 16 years old at this new address below

[\ V=T (=1 Date of Birth:  weceveeieieeeeieeeeeee

We also require the following information. Please complete the following :

1.1 have never smoked ..,
2. | gave up smoking in (state year approx) ......ccoceeeeveveeveereesvennen.
3. I currently smoke (please state number of cigarettes smoked per day) ......cceeevervenennne.

Please note that we can help you to give up smoking. If you would like help and support, please ask the
receptionist for details. PLEASE LEAVE FORM AT RECEPTION. THANK YOU.



