
New Carer Form March 21 – Shared (S:)Reception Forms 

Are you a Carer?  

A carer is “Those who are eligible for a carer’s allowance, or those who are the sole or 
primary carer of an elderly or disabled person whose welfare may be at risk if the carer 
falls ill"  

IT IS IMPORTANT THAT  ALL SECTIONS OF THIS FORM ARE COMPLETED 

CARER DETAILS 

Title:              Mr              Mrs               Miss                  Ms 

Name: Date of Birth: 

Full Address: 
 

Tel: :               Mobile:  

Email:  

Are you the Main Carer of the person you care for?        Yes                       No 

Your GP Surgery Address:  
 

Relationship to person cared for?  

Spouse                   Partner                  Relative               Friend                  Neighbour 

Is the person you care for a patient at The Limes?      Yes                  No 

 

DETAILS OF PERSON BEING CARED FOR 

Title:              Mr              Mrs               Miss                  Ms 

Name: Date of Birth: 

Full Address: 
 

Tel: Mobile: 

Email: 

GP Surgery Address: 
 

Medical Condition: 
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 Capacity 

Do you believe that the person that you care for has capacity to make their own decisions?

      Yes   No 

Next of Kin 
 
Are you the patient’s Next of Kin?         

      Yes   No 

 
Lasting Power of Attorney (LPA) 
 
Are you registered to hold Lasting Power of Attorney (LPA) on behalf of the patient? 

      Yes   No 

Please attach a copy of your LPA document to your registration form. 

Carer’s Declaration 

I confirm that I am the sole or primary carer for…………………………………………….……. 

I confirm that I have answered the above questions to the best of my knowledge 

 

Signed by Carer: ……………………………………………  Date: …………………………… 

 

Patient’s Consent 

TO BE COMPLETED IF THE PATIENT YOU CARE FOR IS ABLE TO MAKE THEIR OWN 

DECISIONS 

o I consent to the named individual to be recorded as being my Carer on my 

medical record.       Yes            No 

o I consent to the named individual to order/collect my   

medications.        Yes            No 

 

 

Signed:  ………………………………..……………..  Date: …………………………….. 

(Person being cared for) 
 

 

 

 

  

 

 

 

 

 

 


