WELLBROOK MEDICAL CENTRE

CARERS QUESTIONNAIRE

	DETAILS OF CARER

	NAME
	

	ADDRESS
	

	
	

	
	

	DATE OF BIRTH
	

	TELEPHONE
	Home:
	Work:
	Mobile:

	

	ARE YOU REGISTERED WITH THIS PRACTICE?
	YES / NO

	

	DETAILS OF PERSON CARED FOR

	NAME
	

	ADDRESS
	

	
	

	
	

	DATE OF BIRTH
	

	TELEPHONE
	Home:
	Work:
	Mobile:

	

	ARE THEY REGSITERED WITH THIS PRACTICE?
	YES * / NO

	

	IF YES, DO YOU NEED ACCESS TO THEIR MEDICAL RECORDS I.E. TO TELEPHONE FOR RESULTS OR DISCUSS ANY MEDICAL CONDITIONS WITH THE SURGERY?
	YES * / NO

	

	* If you have answered yes to the above questions, please ask the person you care for to fill in the form attached to give their consent.
If the person you care for is physically or mentally unable to give consent, please let us know and we will forward this on to a GP who can give choose to give consent in a 'best interests' decision.


