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Form Complete

ID Seen

Photocopy of passport/ID card/UK residents permit, if the patient was born 

outside of the UK

Proof of Address

Medication List Attached

Photocopy of medication list, if patient is on regular medication


Dr Paul Evans MBBS MRCGP DRCOG DFFP

Dr Duncan Wells MB ChB

Dr Rafia Hamid MB BS MRCGP DFFP DRCOG MCPS

Dr Rikin Amin MBChB MRCGP
Note to Patients

Before submitting this registration form, please take notice of the following:

1. All relevant sections have been completed to the best of your knowledge and the NHS GMS1 form has been signed.

2. If you are on regular medication, you have:

A. At least one months’ worth of medication  from your present surgery

B.     You have supplied a summary/repeats list or recent hospital discharge letter, detailing repeat medication (We will photocopy and return the original to you)

Failure to supply evidence of your medication will result in a delay in issuing prescriptions. All prescription requests must be put in writing, allowing three working days for processing.

3. You have brought in one of the following  types of Photographic ID:

A. Passport

B.     Drivers licence

C.     Bus Pass

D. Work place ID

E.     If you do not have photo ID, then we will accept your birth certificate.

4. You have brought in official proof of your address dated within the last two months:

A. Bank Statement
B.     Council Bill
C.     Utility’s Bill
D. Tenancy Agreement
Office Use Only 

Staff will ensure that the form is complete and that if application, that the medications list is attached.

[image: image4.png]wish park
surgery




All complete

Date Handed In................





Staff Members Initial’s………….
NEW PATIENT QUESTIONNAIRE – CONFIDENTIAL

Please complete the questionnaire in FULL.  The information will be important to us providing you with good medical care.  
PATIENT DETAILS:

Surname: …………………………………………  

First names: ………………………….
Date of Birth: …………………………………………………………………………………………….
Address: ………………………………………………………………………………………………….
…………………………………………………….

Post Code: ……………………………
Telephone No: …………………………………..

Mobile: ………………………………..
Email Address: ………………………………………………………………………………………….
ETHNICITY: 
Please tick:

A
British/Mixed



 I
Pakistan/British

B
Irish




J
Bangladesh/British Bangladesh

C
Other White



K
Other Asian

D
W & B Caribbean                                    
L
Caribbean

E
W & B African                                         
M
African

F
White & Asian


 
N
Other black

G
Other Mixed



O
Chinese

H
Indian/British

Main Spoken Language: …………………………………………………………………………….....
Do you require an interpreter?

Yes/No
MARITAL STATUS:

A
Single




E
Married

B
Divorced



F
Separated

C
Widowed



G
Co-Habiting

D
Civil Partnership


H
Other
PERSONAL DETAILS:

Height: ………………..
 
Weight: ………………..

 Blood Pressure: ……………
SMOKING STATUS:  
Please indicate by ticking the appropriate box your current smoking status:
	Never smoked tobacco
	

	Smoker – Light / 10 or more
	

	Smoker – Moderate / 20 or more
	

	Smoker – Heavy / 30 or more
	

	Smoker - Very Heavy / 40 or more
	

	Ex-Smoker 
	


Would you like smoking cessation advice? 


Yes/No

Would you like to see our smoking cessation advisor?

Yes/No

Alcohol Consumption:

Average Units per Week: ……………………….
Beer: ½ Pint = 1 Unit
Spirits: Single Pub Measure = 1 Unit
Wine: 250mls = 3 Units

DRUGS/MEDICINES:

Are you taking any medication:  

Yes/No

Please attach a copy of your repeat prescription.

PHARMACY:

Do you have a nominated pharmacy?
Yes/No
Which pharmacy? …………………………………

FEMALE PATIENTS: 
Please list problems in pregnancy, any miscarriages and dates of birth of children:

YEAR (If Known)                         


DETAILS
	
	

	
	

	
	


EPILEPSY:
If you are Epileptic, please let us have the date of your last known fit: …………………………...
ALLERGIES:
Do you have any allergies or know of any medicines that upset you?  
Yes/No

Details: …………………………………………………………………………………………………...
FEMALE PATIENTS ONLY

Have you ever had a cervical smear? 

Yes/No

If ‘Yes’ please give date and result if known …………………………………………………………
Do you know if you are immune to German measles (Rubella)?  

Yes/No

If ‘Yes’ please give result ………………………………………………………………………………
FAMILY HISTORY:  
State present health and any serious illnesses suffered by:

Father: …………………………………………………………………………. 
Age: ……………….
If deceased, state cause if known: ……………………………………………………………………
Mother: ………………………………………………………………………… 

Age: ……..
If deceased state cause if known: …………………………………………………………………….
Is there any history of serious disease in your family?  

Yes/No

If ‘Yes’ please give details: …………………………………………………………………………….
PROOF OF ID
When the Third Party Consent form is brought back to us, we MUST see the Named Patient in person with current Photo ID

CONSENT TO SPEAK WITH:
There may be occasions when you ask someone else to get in touch with us on your behalf when you are unable to do so. This could be for booking you an appointment, calling for test results or inquiring about medication.

However, without written consent we cannot give out ANY information, due to the Data Protection Act 1998. 

We do not need the patients consent if the patient is under 16 years of age, but it is essential to know who is entailed to the patients’ medical history and care. When registering a child or infant, please lets us know who the Mother and Father are. Thank you.

Do you give consent to leave an answer phone message?

Yes/No 
I Give Consent for the Surgery to Speak With: ………………………………………
Relationship to Patient: ……………………

Phone Number: ……………….
Are they your Emergency Contact? 

Yes/No

Are they your next of kin?



Yes/No

Signature: ……………………………………………………………………………………
Date: …………………......
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Your emergency care summary

Summary Care Record – your emergency care summary 

The NHS in England is introducing the Summary Care Record, which will be used in emergency care. 

The record will contain information about any medicines you are taking, allergies you suffer from and any bad reactions to medicines you have had to ensure those caring for you have enough information to treat you safely. 

Your Summary Care Record will be available to authorised healthcare staff providing your care anywhere in England, but they will ask your permission before they look at it. This means that if you have an accident or become ill, the doctors treating you will have immediate access to important information about your health. 

Your GP practice is supporting Summary Care Records and as a patient you have a choice: 

· Yes I would like a Summary Care Record – you do not need to do anything and a Summary Care Record will be created for you. 

· No I do not want a Summary Care Record – enclosed is an opt out form. Please complete the form and hand it to a member of the GP practice staff. 

If you need more time to make your choice you should let your GP Practice know.

For more information talk to GP practice staff, visit the website www.nhscarerecords.nhs.uk or telephone the dedicated NHS Summary Care Record Information Line on 0300 123 3020.

Additional copies of the opt-out form can be collected from the GP practice, printed from the website www.nhscarerecords.nhs.uk or requested from the dedicated NHS Summary Care Record Information Line on 0300 123 3020. 

You can choose not to have a Summary Care Record and you can change your mind at any time by informing your GP practice. 

If you do nothing we will assume that you are happy with these changes and create a Summary Care Record for you. Children under 16 will automatically have a Summary Care Record created for them unless their parent or guardian chooses to opt them out. If you are the parent or guardian of a child under 16 and feel that they are old enough to understand, then you should make this information available to them. 

Your emergency care summary 


Confidential
OPT-OUT FORM 
Request for my clinical information to be withheld from the Summary Care Record
If you DO NOT want a Summary Care Record please fill out the form and send it to your GP practice
Section A

Please complete in BLOCK CAPITALS 
Title…………………………..            Surname / Family Name………………………………………………………………….
Forename(s)…………………………………………………………………………………………………………………………
Address............................................................................................................................................................................. 
Postcode   ............................................ Phone No: ................................................ Date of Birth…………………………

NHS Number (if known)…………………………………………………………………………………………… ………………
If you are filling out this form on behalf of another person or a child, their GP practice will consider this request. Please ensure you fill out their details in section A and your details in section B.

Section B
Your name....................................................................... ……. Your signature…………………………..………………….
Relationship to Patient: ...........................................................  Date   .............................................................................

What does it mean if I DO NOT have a Summary Care Record? 
NHS healthcare staff caring for you may not be aware of your current medications, allergies you suffer from and any bad reactions to medicines you have had, in order to treat you safely in an emergency. 
Your records will stay as they are now with information being shared by letter, email, fax or phone. 
If you have any questions, or if you want to discuss your choices, please: 
· Phone the Summary Care Record Information Line on 0300 123 3020; 
· Contact your local Patient Advice Liaison Service (PALS); or 
· Contact your GP practice. 

FOR NHS USE ONLY

Actioned by practice:  yes/no




         Date………………………. 
Ref: 4705
1

