
   

Dr William O’Connor 
CONSULTANT DERMATOLOGIST 

Dr Gillian Gibson
CONSULTANT DERMATOLOGIST

Dear Patient, 

Please complete this form [in block capitals], and return to secretary in office. 

Many thanks. 

NAME  ________________________________________________________ 

ADDRESS: _________________________________________________________ 
     
  _________________________________________________________ 

  _________________________________________________________ 

  _________________________________________________________ 

DATE OF BIRTH:  ___ / ___ / ___ AGE:    ________________________________ 

PARENT/GUARDIAN NAME (If under 18 yrs)  ___________________________ 

TELEPHONE: Home:   ____________________________________________ 

   Work:   ____________________________________________ 

   Mobile: ____________________________________________ 
(We use a texting service to remind patients of appointments)

REFERRING GP’s NAME & ADDRESS  

_____________________________________________________________________

_____________________________________________________________________

Please CIRCLE one of the following: I have  

VHI, LAYA, ESB, GMA, AVIVA, GLO HEALTH or NO MEDICAL INSURANCE  

Name of Plan: ___________________________________________________ 

Policy No:  ___________________________________________________ 

For how long have you been a member? ______________________________ 


