A%s: ACCOUNT ADDRESS/NAME CHANGE
NSW APPROVAL FORM
Health

GOVERNMENT

Email to: SESLHD-PublicHealthUnit-IMMTeam @health.nsw.gov.au
Please note that ALL FIELDS are mandatory.

Existing practice name: New practice name (if applicable):

Existing practice address: New practice address (if applicable):

Existing delivery address: New delivery address (if different from above):
Current principal GP: New principal GP (if applicable):

AHPRA Number: AHPRA Number:

Current phone and fax: New phone and fax (if applicable):

Practice Type: Fridge type:

Email:

Is there a desighated person responsible for vaccine storage vyes O ~o [

and implementation of protocols?

Has the practice maintained cold chain throughout their move? YES [ NO []
Is the fridge temperature stable in the new location? YES [] NO []
Does the practice have access to a digital copy of the Australian Immunisation Handbook (current)
and Strive for Five? YES [1 nNo L[]
Is the practice yellow fever accredited? YES [ NO O

If yes, please list the name and provider number of all new doctors to the practice:

Application for address/name change
approved by PHU ]
Sighature

Name (print)

Date Approved by PHU:  / / PHU
Scannedon [/ |/ Scanned by:

NSW Ministry of Health Use:
Provider
Name:

Provider Type: LHD:

Approved by: Signature:

Date: [ [/

[Updated May 2013
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