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NHS Fife Registration Form for Communication Support

*Please complete in BLACK BLOCK capitals letter
Personal Information
Mr

Miss

Mrs

Ms             Mx                 Other     

	First Name:
	

	Second Name
	

	Preferred Name
	

	Date of Birth
	

	CHI number if known
	


Address Information:
	House Number/Name
	

	Street
	

	Town
	

	Postcode
	


Contact Information:
	Email Address
	

	Home Phone Number
	

	Mobile Number 
	



Are you registered with ContactSCOTLAND BSL       yes          no
GP Contact information: 
	GP Practice Name
	

	Phone number
	


Dental Contact information: 
	Dental Practice Name
	

	Phone number
	


General Information

Are you:- 
Please tick

	Deaf
	

	Hard of Hearing 
	

	Deafblind
	

	Had a Laryngectomy
	

	Have communication difficulties after stroke/neurological illness
	

	or other communication difficulties - please state:


Communication Support
Do you use:
Please tick

	Sign Language Interpreter
	

	Lipspeaker Interpreter 
	

	Electronic Note Taker
	

	Hands on Interpreter
	

	Deafblind  Guide/communicator
	

	Other – please state:


	Sharing Information

NHS Fife would like to help make services accessible for all people and improve the support we offer. 

Are you happy for us to share your information in order to help you to access the NHS Fife services?  Yes
 No

If you chose yes - before we share your information we will let you know. 
A NHS Fife employee may wish to contact you by this text service to remind you about a forthcoming appointment.

We will use the information you provide to update your medical records.


To be completed by patient

To be completed by the Equality and Human Rights Team

Patient CHI number:  				Date received:





Staff name:                                                          Signature:





Review date due: 





I agree to the service communicating with me by this SMS Text service. 


I confirm that the mobile number the service holds on my record is correct and I will notify them of any changes.


I agree to the service communicating with my with regards to my hospital and clinic appointments.  


Signature:							Date: 
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