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                 IDENTIFICATION OF CARERS
Do you look after someone who is ill, frail, disabled or has mental health problems.   If so you are a Carer and we would like to support you.  Please complete this form and hand it in to reception.  

PART  A
YOUR DETAILS:

NAME:          _________________________________________  DOB: _____________________

ADDRESS:
____________________________________________________________________
_________________________________________  POST CODE:  _________________________
TEL NO: ____________________________  MOBILE: _______________________________
Any other relevant information: ____________________________________​________________
Details of the person you look after:
Name:
______________________________________ DOB:  ________________________

Address:
____________________________________________________________________
__________________________________________  Post Code:  _________________________

Telephone No: ____________________________Mobile: ______________________________ 
*GP Details: ____________________________________________________________________
( *  if person you care for is not registered at Woodlands Surgery – see below )
* I agree for this information to be shared between the surgeries                            named   above:        
Yes  /  No
Please sign to give consent for us to hold all of the above information:

Signed: ______________________________________  Date: ___________________________
PART  B
Please sign below to give your consent for Woodlands Surgery to pass the above details directly to Bridgend Carers Centre, who will contact you directly.

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

Would you like a Carers Assessment by Social Services:    Yes / No  


05/14 CD


