
OLD LEAKE MEDICAL CENTRE

MEDICINES DELIVERY SERVICE

I would like to sign up to Old Leake Medical Centre’s home delivery service 

Name(s): ​​​​​​​​​​​​​​​​____________________________________________________________

Home address
_________________________________________________________

_____________________________________________________________________


Post Code ______________________

Contact telephone number(s) ___________________
_____________________

I am aged over 65  / housebound (delete as appropriate).

Please tick ONE of the following choices:

□
Please deliver the medicines to my home address as above, or

□
Please deliver the medicines to the person(s) and address below:


Name

____________________________________________


Address
____________________________________________




____________________________________________

Please tick ONE OR BOTH of the following delivery times:

□  Tuesday 


  □  Thursday 


I understand that medication cannot be left if I am not at home and I must collect it from the surgery after 6pm if an attempt to deliver has been made.

Signed _________________________


Date  __________________

