	Hearing Voices Self Support Group
Membership form

	Please fill in these details so that we can contact you if needed, for example, in the event of a cancellation or to send you information.

	Contact Information



	SURNAME:
	ADDRESS:

	FORENAME:
	

	DATE OF BIRTH:
	

	MALE/FEMALE:
	POSTCODE:

	ETHNIC ORIGIN:
	TEL NO:

	DO YOU HAVE SPECIAL NEEDS OR NEED HELP TO ACCESS THE GROUP?

	PROFESSIONAL CONTACT DETAILS (E.G CARE COORDINATOR, GP)

	SURNAME:
	ADDRESS:

	FORENAME:
	

	JOB TITLE:
	

	TEL NO:
	

	EMERGENCY CONTACT DETAILS (if different from above. E.G FRIEND)

	SURNAME:
	ADDRESS:

	FORENAME:
	

	RELATIONSHIP:
	

	TEL NO:
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	1. WHAT IMPACT DO YOUR VOICES HAVE ON YOU AND YOUR WAY OF LIFE?

	

	

	

	

	

	

	

	

	2. WHAT HAS HELPED YOU IN THE PAST?

	

	

	

	

	

	

	

	

	3. HOW WOULD YOU LIKE TO USE THE GROUP TO HELP?

	

	

	

	

	

	

	

	


