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Change of Details 
 

 

 
 

 
 
Are you the patient/service user who is changing the details? 
 
  
 Yes I am the Patient/service user. Please continue to Patient / Service user details
    
 
 No I am the Patient/service user’s representative. Please enter your details below: 
 
 
Your Name: ………………………………………………………………………………………………………………… 
 
Do you have authority to change the details …………………………………………………… Yes / No 
 
What is your relationship to the Patient/Service User; e.g. parent/guardian; Power of 
Attorney; other  
 
…………………………………………………………………………………………………………………………………… 
 
If joint parental responsibility is the other party is aware of this change? …………… Yes / No 
 
 

PATIENT/SERVICE USER DETAILS 
 
Surname: …………………………………………  Forenames: ……………………………………………………… 
 
 
Date of Birth: ………………………………… 
 
 

 
DATE CHANGE(S) ARE EFFECTIVE FROM: …………………………………………… 
 

 

 

Please use this form to us notify of any changes to your personal details, for instance a change of 
mobile phone number, a change of address or GP. This will help us keep our records up to date and 
enable us to contact you directly should we need to do so. 
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CHANGE OF ADDRESS 

 

Previous Address (including Postcode): ………………………………………………………………………… 

 
………………………………………………………………………… 

 
………………………………………………………………………… 

 

New Address (including Postcode): ………………………………………………………………………… 

 
………………………………………………………………………… 

 
………………………………………………………………………… 

Home Telephone no: (if changed): ………………………………………………………………………… 

Mobile no: (if changed): ………………………………………………………………………… 

 
 

GP CHANGE 
Previous GP details 
 

GP Practice: …………………………………………………………………………………………………………… 

Named GP …………………………………………………………………………………………………………… 

 
New GP details 
 

GP Practice: ………………………………………………………………………………………………………… 

Named GP ………………………………………………………………………………………………………… 

 
 

OTHER HOUSEHOLD MEMBERS 
 
Are there any other persons for whom these changes also apply: 
 

Name: …………………………………………………………………… Date of Birth …………………… 

Name: …………………………………………………………………… Date of Birth …………………… 

Name: …………………………………………………………………… Date of Birth …………………… 

Name: …………………………………………………………………… Date of Birth …………………… 

Name: …………………………………………………………………… Date of Birth …………………… 



 

  
Page 3 

 
  

 
   

CONFIRMATION 
 
I confirm that the details I have given are true and accurate and that I have the authority to 
request that these details are updated where my details are not related directly to myself 
 

Signed: ……………………………………………………………………… Date: ………………………… 

 
 
 
 
 
 
 
 
 
For Office use only: 
 
System Date Updated Name of Staff Member System Date Updated Name of Staff Member 

RiO   Protocol   

Medway 
  

eOPAS (Occ Health) 
  

EMIS 
  

FHSA 
  

MEDS EMIS 
     

 
 

PLEASE RETURN COMPLETED FORM TO: PRIMARY CARE SERVICES , CROOKALL HOUSE, 
DEMESNE ROAD,DOUGLAS, IM1 3QA OR VIA EMAIL: PrimaryCareServices@gov.im 
 

mailto:PrimaryCareServices@gov.im

