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NHS Family Doctor Services Registration

Patient details
Please complete in BLOCK CAPITALS      ALL FIELDS IN BOLD ARE MANDATORY
Circle as appropriate⁫
 Mr
 Mrs⁫ Miss
 Ms
   Other (Please specify)……….

Surname           __________________________________________________
First Names      _________________________________________________

Previous Surname(s):___________________________________________

Date of Birth :
_______/_________/________


NHS No:_____________________         
Gender (Circle as appropriate):

   Male ⁫    Female
Non gender specific
Town, County & Country of Birth:______________________________________________

Home Address:_________________________________________________________________________________
Postcode  _________________________
E-mail Address:        ____________________________________  (or please state none if applicable)
Home Tel No:
_____________________
Mobile Number _______________________​​​_____
I confirm you may contact me by e-mail and send SMS text messages to my mobile phone number
⁫

I confirm I do NOT wish to be contacted by e-mail or SMS text messages to my mobile phone number
⁫

(Please delete as appropriate)     

Are you an English Speaker?

Yes/No  (please circle as appropriate)

Preferred Language                                      _______________________________

Preferred method of contact

SMS   
Email  Letter  (circle as appropriate)


Nominated Chemist :  __________________________________________________  

Preferred Surgery    


Maidenbower/Cross Keys  (circle as appropriate)

Please help us to trace your previous medical records by providing the following information

Have you previously been registered with a GP in England or Wales?          Yes/No  (circle as appropriate)

If yes:

Name of previous registered Surgery  _____________________________________________________________________

Address of previous registered Surgery  ____________________________________________________________________

Your previous address while registered at the above Surgery 
_______________________________________________




If you are from outside England or Wales
Date of most recent entry into England or Wales    ___/_____/____
Your address when living in England or Wales on the above date
Your previous address if living in Scotland or Ireland
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​______________________________________________________________________________________________

Your previous surgery name and address if previously living in Scotland or Ireland
______________________________________________________________________________________________

If previously resident in England or Wales




 

Date of Leaving: ___/___/____







If you are returning from the Armed Forces

Address before enlisting





Enlistment Date: ___/___/____

__________________________________________

__________________________________________

Service or Personnel Number:__________________

Leaving Date: ___/___/_____ 




Data Sharing

Summary Care Record (SCR) – Your emergency care summary
Your summary care record is a core summary of your medical information, for example your major medical history and allergies, which is accessible by the emergency services should you choose to allow it. This means that if you have an accident or become ill, the healthcare staff treating you will have immediate access to important medical information. You have the right to either consent or dissent to this with the following options:
Yes, I would like a summary care record
.⁫
No, I do not want to have a summary care record.


Enhanced data sharing model (eDSM) – Sharing of your medical records between health professionals
It is possible for clinicians caring for you to view medical information recorded by other healthcare services, should you choose to allow it. For example, it may be useful for your GP to be able to read information recorded by a district nurse to monitor your care and make a more informed decision over how best to treat you. For children, the same is true of health visitors and school nurses. Only health professionals currently involved in your care and you have given consent for can see information in the shared record. 
For more information on how this works, please read the ‘Your Electronic Patient Record and the Sharing of Information’ leaflet in your new patient pack. 
Should there be any information which you do not wish to be shared, you have the right to have this marked as ‘private’ whilst sharing your other medical information. 


Yes, I would like to be included in the Enhanced Data Sharing 

No, I do not want to be included in the Enhanced Data Sharing 


Additonial Information
Marital status: (Circle as appropriate)       Single

Married

Civil Partnership
Divorced






  Separated
Widowed

Employment status: (Circle as appropriate)
 Employed
Self-employed

Retired








Unemployed

Student

What is your ethnic group?: (Circle as appropriate)
British/Mixed British
Other White
Indian/British Indian

Pakistani/British Pakistani

Bangladeshi/British Bangladeshi
African

Caribbean

Chinese

Other (please state _______________________________
Prefer not to say

You may nominate someone to discuss your details with us, if you wish to, please discuss with a member of our team.

We request evidence of identity and address from all our patients when they register.  A list of acceptable documents is enclosed
If you will be resident in our practice area for less than 3 months you will need to register as a temporary patient, please ask for the correct form.

Patient declaration
I confirm that I have completed this form to the best of my knowledge
I confirm I have provided the necessary documentation requested to complete my registration

If this registration is for a child under 5 years old, I confirm I have provided vaccination records for this child

Patient Signature   _____________________________________________________

Date of signature  ______________________________________________________
To enable us to provide you with the best medical care we would like to ask a few questions.  Please complete the questionnaire below

Patient Name  ​​​​​​​​​​​​​​​​​​​​​___________________________________________

Date of Birth ____________________________________________

Do you smoke?

I have never smoked

I am an ex-smoker
I am a smoker  (how many daily?) ________________
How often do you have a drink containing alcohol?


Never

Monthly or less
2-4 times a month
2-3 times a week
4 or more times a week

How many units containing alcohol do you have on a typical day when you are drinking?

n/a
1-2
3-4
5-6
7-9
10 or more

How often have you had 6 or more units (if female) or 8 or more units (if male) on a single occasion in the past 12 months?
n/a
Never
Less than monthly
Monthly
Weekly

More than once a week

Have you or a member of your family been diagnosed with any of the following?
Asthma


Me

Family member

No

Diabetes

Me

Family member

No

Heart Disease

Me

Family member

No

Stroke


Me

Family member

No

Cancer


Me

Family member

No

Epilepsy

Me

Family member

No
