Community Practice of the Year – Application Form
Practice Information
Practice Name: __________________________________________
Main Contact Name: ______________________________________
Email: _________________________________________________
Phone Number: ___________________________________________
Are you a SightCare member? ☐ Yes   ☐ No
Brief description of your practice (Max 100 words):
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

Award Category Questions
1. How is your practice involved with your local community?
Describe your partnerships or contributions to local groups, schools, charities, or causes.
(Max 200 words)


2. What campaigns or community initiatives has your practice run or supported?
Explain the purpose and outcomes of your initiatives — how they made a difference in your community.
(Max 200 words)


3. What impact have your community efforts had on your practice?
Share how these activities have influenced patient loyalty, increased footfall, or enhanced your local reputation.
(Max 200 words)


4. Have your community efforts gained recognition through media, video, or social media?
Describe any PR exposure, social media campaigns, or community storytelling that amplified your message.
(Max 200 words)


5. What feedback have you received from the public about your community work?
Include testimonials, patient stories, or other forms of recognition that highlight your positive impact.
Max 200 words)


Supporting Materials
[bookmark: _Hlk203046813]You may upload up to 3 supporting files (e.g. images, testimonials, videos). Please include at least one video showcasing your practice. 
Please list filenames or describe what you are including:
1. _________________________________________________________________
2. _________________________________________________________________
3. _________________________________________________________________
Declaration & Consent
☐ I confirm that all the information provided is true and complete.
☐ I consent to SightCare using this information for marketing or promotional purposes.
Signature (typed name): __________________________________________
Date: ___________________________
