
 

CHANGE OF NAME OR ADDRESS NOTIFICATION 

UNIVERSITY 
 

HEALTH 
SERVICE  

 
Please complete this form in FULL using BLOCK CAPITALS 

 

 OLD DETAILS NEW DETAILS 
Surname or 
family name   

Forename(s)   

Date of birth  

Address   

Post code   

Mobile number 
(including code)   

Home number 
(including code)   

Date of change � With immediate effect 
� From (please give date) : ………………………………. 

Do we need to inform anyone else 
(e.g. the hospital) of your move? 

� No 
� Yes, please give details: ……………………………. 

 
Are there any other patients whose address needs to be update because of your move? 
If so, please give their details below: 
 

 Forename(s) Surname Date of birth 

1. 
   

2. 
   

3. 
   

4. 
   

5. 
   

 
 
Please return this form by either: 

Fax (023) 8067 8170 

Post 

University Health Service 
Building 48 
University of Southampton 
Highfield 
Southampton SO17 1BJ 

 


