
                                                                                                   High Mill Medical Practice 
                                                                                      Carluke Health Centre 

                                                                                      14 Market Place 
                                                                                      Carluke ML8 4AZ. 

 

TEMPORARY RESIDENT 
 

      Date: ……………………………………..    
 

      Name:  …………………………………………............................................................. 
 
      Date of Birth: ………………………… 

 
      Home Address :   ………………………………………………………………………………..      

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

                             …………………………………………………………………………………... 
 
     Contact Telephone Number:   …………………………………………… 

 
     Home GP or Practice Name:   ………………………………………………………………… 

 
     Address:  …………………………………………………………………………………………..   
 

     Holiday Address:   ………………………………………………………………………………..   
 

                              .................................................................................................... 
                        
                               …………………………………………………………………………………... 

 
     Post Code:   ………………………………   Telephone Number:  …………………………… 
 

     If at a Nursing Home, is it for respite care?  YES/NO  If yes, for how long? …………… 
 

 
        CLINICAL NOTES 
 

DATE SEEN CLINICAL NOTES DIAGNOSIS 

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  



 


