THE APPLES MEDICAL CENTRE

CHANGE OF NAME/ADDRESS FORM
NEW NAME / ADDRESS……………………………………………………………………………………..

………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………

POST CODE…………………………….             TELEPHONE NO…..………………………………

E-Mail Address:……………………………………          Mobile:………………………………………..

OLD NAME  / ADDRESS………………………………………………………………………………….

………………………………………………………………………………………………………………………………

…………………………………………………………………………
NAME…………………………………………………         DOB………………….. ETHNIC ORIGIN  …..  

E-Mail Address:……………………………………          Mobile:………………………………………..

            Smoker  Yes / Ex / Never                alcohol units / week  ……….

NAME………………………………...................     DOB…………………..   ETHNIC ORIGIN     …… 

E-Mail Address:……………………………………          Mobile:………………………………………..

            Smoker  Yes / Ex / Never               alcohol units / week  ……….

NAME…………………………………………………    DOB…………………..    ETHNIC ORIGIN     ……

         Smoker  Yes / Ex / Never               alcohol units / week  ……….

NAME…………………………………………………..    DOB…………………..    ETHNIC ORIGIN     ……

        Smoker  Yes / Ex / Never                alcohol units / week  ……….

NAME……………………………………………………   DOB…………………..    ETHNIC ORIGIN     ……                                          

     Smoker  Yes / Ex / Never               alcohol units / week  ……….

ETHNIC ORIGIN 

	White
	
	
	
	
	

	British Group       
	A
	Irish
	B
	Other White
	C

	Mixed
	
	
	
	
	

	White & Black Caribbean
	D
	White & Black African
	E
	White & Asian
	F

	Asian or Asian British
	
	
	
	
	

	Indian
	G
	Pakistani
	H
	Bangladeshi
	I

	Black or Black British
	
	
	
	
	

	Caribbean
	J
	African
	K
	
	

	Chinese or other ethnic Group 
	
	
	
	
	

	Chinese
	L
	Any other
	M
	
	


I consent to text messaging and emailing    yes / no 

Signature……………………………………………              Date…………………………………………..
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