Dr S P Thompson & Partners
Ringwood Medical Centre
Hampshire. BH24 1JY
Tel: 01425 478901

OUT OF AREA 
PATIENT TREATMENT FORM

Please complete this form so details of your treatment can be forwarded to your registered practice.

Full Name: …………………………………………………..
Date of Birth: …………………………
Home Address:	…………………………………………
			…………………………………………
			…………………………………………
*Telephone Number: ……………………………………….	|_|
*Mobile Number: …………………………………………… 	|_|
*E Mail: ………………………………………………………. 	|_|
* Preferred means for us to contact you – please tick. 
You agree that we can contact you using the above method, should the need arise.	
[bookmark: Check2]	Yes |_|	No |_| 
Ethnicity: ……………………………………………………

Registered Practice Details:
Name of Practice: …………………………………………
Location: …...................................................................
Address of Practice:.. …………………………………….
				…………………………………
				…………………………………
Telephone Number:	…………………………………
Fax Number: 	…………………………………………
Signature: ………………………					Date: …………………

Consultation Details










Medication Prescribed:



Treatment Plan/Comments






Doctor: ……………………….

Signed: ………………………					Date: ……………
Created January 2015
