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Please return this form to: Occupational hand therapy service, Admin office level 3, St. Bartholomew’s
Hospital, New Road, Rochester, Kent, ME1 1DS
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Medway Community Healthcare CIC providing services on behalf of the NHS
Registered office: MCH House, Bailey Drive, Gillingham, Kent ME8 0PZ
Tel: 01634 337593 —_—

Registered in England and Wales, Company number: 07275637 / }\—”"'M\"i : * [ ' \
) ™S SN Y




