
HOLLOW WAY MEDICAL CENTRE 
 

NOTIFICATION OF CHANGE OF ADDRESS 
 

 
Have you changed your  (a) Name YES/NO 
      
     (b) Address YES/NO 
 
 
Surname   ………………………………………………………………………. 
 
Previous surname ……………………………………………………………… 
 
Forename ………………………………………………………………………. 
 
Date of Birth ……………………………………………………………………. 
 
House/flat name ………………………………………………………………... 
 
House/flat number ……………………………………………………………… 
 
Name of street ………………………………………………………………….. 
 
Village ……………………………………………………………………………. 
 
Town ……………………………………………………………………………… 
 
POSTCODE ……………………………………………………………………… 
 
TELEPHONE NUMBER ………………………………………………………… 
 
Do you or any other members of the household named below have any 
hospital appointments pending? YES/NO      
 
If yes, please state which hospital and department: 
 
Please write below other members of your household if registered with 
this practice at the same address 
 
SURNAME    FORENAME    DOB 
 
………………………………………………………………………………………. 
 
………………………………………………………………………………………. 
 
………………………………………………………………………………………. 


