 The Cole House Surgery
Consent to be Registered as a Carer

I……………………………………………… hereby give consent for my name to be

registered with Leicester Road Surgery as a carer.
Carer's Details                                                        

Name:………………………………………………………………………………………                           

D.O.B………………………………………………………………………………………...…                           

Address……………………………………………………………………………………….                         

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

………………………………………………………..Postcode……………………………

Telephone…………………………………………………………………………………..                        

Cared For’s Details (Optional)

Name…………………………………………………………………………………………

D.O.B……………………………………………………….…………………………………

Address..………………………………………………………………………………………

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

………………………………………………Postcode……………………………………….

Telephone……………………………………………………………………………………...

Carer’s Signature……………………………………………..Date…………………………

Please tell us what illness / disability the patient you care for suffers with
…………………………………………………………………………………………………..

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

I do / do not wish for my details as a carer to be passed to local carers support groups (please circle as appropriate)
Carers signature…………………………..

Date……………………………..
