Full name:
Previous name(s):

Date of birth:

NHS number (if known):

Previous address:

Present address:

Telephone number:

ST. THOMAS
o) & WEST CROSS

MEDICAL CENTRE

Notification of
change of name and/or address
under the
Data Protection Act 1998

Post code:

Post code:

| understand that completing this notification of change of name and/or address complies
with the recommendations of the Data Protection Act 1998.

Signature:

(if under 16 years of age, the form must be signed by authorised parent/guardian)

Date:
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