
RIVERSIDE	SURGERY	CHANGE	OF	DETAILS	FORM	
 

Please complete this form to notify us of your change of details.  Please give this 
completed form to one of our Patient Advisors, together with proof of your new address, 

so that your details can be updated. 
 

If your change of name is due to marriage please provide the original marriage certificate 
 
 
Full Name: ______________________________________________________________________________ 
 
 
Old Surname: ______________________________________________________________________________ 
 
 
Date of birth: ______________________________________________________________________________ 
 
 
Old address: ______________________________________________________________________________ 
 
 
                          ______________________________________________    Postcode:   _____________________ 
 
 
New address: ______________________________________________________________________________ 
 
 
                      ______________________________________________   Postcode: ______________________ 
 
 
Tel Number:      Home _________________________________ Mobile __________________________________ 
 
 
Email Address: ______________________________________________________________________________ 
 
 
Date of Change: ______________________________________________________________________________ 
 
 
Other members of the family who have changed address: 
 
Full Name:  ________________________________________________      DOB: ______________________ 
 
 
Full Name:  ________________________________________________      DOB: ______________________ 
 
 
Full Name:  ________________________________________________      DOB: ______________________ 
 
 
Full Name:  ________________________________________________      DOB: ______________________ 
 

 
If you have any outstanding appointments at the hospital please let them know that you have changed 

your address 
 
 
 


