
Temporary Resident Registration Form 
 
 

Have you been seen at Leith Mount Surgery before?       Y / N 
 
 

SEX (M / F)    ________ 
 

NAME    ________________________________________________ 
 

DATE OF BIRTH   _________________________ 

 

TEMPORARY ADDRESS  ________________________________________________ 

 

    ________________________________________________ 

 

POSTCODE   ____________________ 

 

 

TEMPORARY TELEPHONE NUMBER __________________________________ 

 

 

 
HOME ADDRESS  ________________________________________________ 

 
    ________________________________________________ 

 
 

HOME DOCTOR’S NAME   __________________________________________________ 
 

HOME DOCTOR’S ADDRESS  __________________________________________________ 

 

     __________________________________________________ 

 

 

 

ARE YOU STAYING HERE FOR MORE THAN 15 DAYS  (Y / N)  ______ 

 

 

 

 

**For office use only** 

 

Time & Date of appointment  ______________________________________ 
 

 
Session holder   ____________________ 


