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CHANGE OF ADDRESS

Title:   Mr / Mrs / Ms / Miss    (Please circle)   
Name: ....................................................................
Date of Birth: ............................................................................
New Address:.............................................................................
....................................................Post Code..............................
Contact No:............................. With effect from:............................
Email: .....................................................................................
	Please provide the Name & Date of Birth of any other person(s) who will be moving to the above address with you:

	
	

	
	

	
	


Your Old Address:........................................................................
If you have been referred to or are currently under care of the hospital please remember to inform them of your new address.

Do you consent to the Practice contacting 

you by Text Message  (Over 18’s only)..........................No  (     Yes  (
If you do not speak ENGLISH please tell us your preferred language:  
Welsh   (    BSL   (      Other- please specify:.....................................
Are you a Military Veteran:.........................................No  (     Yes  (
	Weight:


	Height:



	Alcohol:                 

………………………………Units/wk


	Smoking Status:

(    Never

(    Ex-Smoker / Date Stopped………………

(    Currently Smokes ………………… per day

	The Doctors in this practice DO NOT recommend smoking.  If you would like assistance to stop smoking or for further information please contact the 

ALL WALES SMOKING CESSATION HELPLINE on 0800 085 2219

	Do you look after anyone as an unpaid carer?            No  (     Yes  (
If yes, their name…………………………….. Relationship …………………………………….




FOR OFFICE USE ONLY 
IF COA FOR A CHILD UNDER 5 PLEASE PASS FORM TO HEALTH VISITOR
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