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CHURCH LANE MEDICAL CENTRE

Patient Participation Group

Membership Application Form

Name:  
_____________________________________________________________
Date of Birth:
_____________________________________________________________
Address:
_____________________________________________________________
  
_____________________________________________________________
Tel Number:
 _______________________________________________
Email Address: ______________________________________________
How would you prefer to receive communications regarding meetings:


Post


Email

Patient Participation Group Ground Rules

· Participation Group meetings are not forums for individual complaints or issues

· All members will be expected to respect rules of confidentiality

· The Group advocates open and honest communication

· All views are valid and will be listened to

· The Group will respect one another and behave accordingly

· No phones or other disruptions will be permitted

· Minutes of each Group meeting will be kept and published

I have read and agree to the above Ground Rules:
Signed: 

_____________________________________________

Date:


____________________________________________
