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BILTON MEDICAL CENTRE 
PATIENT CARED FOR REGISTRATION FORM 
 

Please complete this confidential form for the person you care for. 

Please complete in BLOCK CAPITALS and tick the boxes as appropriate. 

Please complete a separate form for each family member that you care for. 
 

Full Name: Telephone Number: 

Mr / Mrs / Miss / Ms / Other…….. Work Number 

Address and Postcode Mobile Number: 

E-mail Address: 

Next of Kin: 

Next of Kin Contact Number: 

Date of Birth: Previous / Mother’s surname if 
different: 

Town & Country of Birth 

Marital 
Status: 

 

Gender: 

Male: Female:  

Occupation: 

NHS Number (If Known) 

 
 

Today’s Date: 

_______________________ 


