
 
	SURNAME…………………………………………………………………………………………
FIRST NAME……………………………………………………………………………………….
PREVIOUS SURNAME……………………………………………………………………………

	HOME ADDRESS………………………………………………………………

………………………………………………………………………………….

………………………………………………………………………………….

Post Code………………………………………………………………………

	TELEPHONE NUMBER

Home………………………………………..      Mobile………………………………………….

Email ………………………………………..

	DATE OF BIRTH

	OCCUPATION

	DO YOU HAVE ANY ALLERGIES?

Please state which type:



	PLEASE STATE YOUR  HEIGHT and WEIGHT

Height…………………………………………   Weight………………………………………..

	HAVE YOU BEEN IMMUNISED FOR ANY OF 
THE FOLLOWING?

	Diphtheria
	Date given:-

	Whooping Cough
	Date given:-

	Tetanus
	Date given:-

	Polio
	Date given:-

	Meningitis C
	Date given:-

	MMR
	Date given:-

	HIB
	Date given:-

	Pneumonia
	Date given:-

	Cervarix –HPV 
	Dates given:- 

	Other (Please specify)
	Date given:-

	Past Medical History

If you have previously lived abroad or were registered with the armed forces please let us know any significant medical conditions you may have. Please give details and dates below or continue on a separate piece of paper if necessary.



	PLEASE INDICATE YOUR SMOKING STATUS:

Never smoked (please tick)
Ex-smoker 
(give date stopped) ………………………..…….
If smoker, please state how many 
per day: ……………………………………….……..



	Name:
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New Patient Registration Form

	Please complete the following alcohol questionnaire
F.A.S.T.

For the following questions please circle the answer which best applies to you

.

1 drink = 1/2 pint of beer or 1 glass of wine or 1 single spirits

1. MEN: How often do you have EIGHT or more drinks on one occasion?

WOMEN: How often do you have SIX or more drinks on one occasion?

Never    Monthly    Less than Monthly    Weekly     Daily or almost daily

2. How often during the last year have you been unable to remember what

happened the night before because you had been drinking?

Never    Monthly  Less than Monthly     Weekly     Daily or almost daily

3. How often during the last year have you failed to do what was normally

expected of you because of drinking?

Never    Monthly   Less than Monthly     Weekly Daily or almost daily

4. In the last year has a relative or friend, or a doctor or other health

worker been concerned about your drinking or suggested you cut down?

No             Yes, on one occasion             Yes, on more than one occasion

Score questions one to three: 0, 1, 2, 3, 4. Score question four: 0, 2, 4


	Family History

Please indicate below if any of your immediate family have any of the following conditions or illnesses

	Condition
	Family Member
	Age
	Detail

	Diabetes
	
	
	

	High Blood Pressure
	
	
	

	Angina
	
	
	

	Heart Attack
	
	
	

	Stroke
	
	
	

	Epilepsy
	
	
	

	Asthma
	
	
	

	Cancer
	
	
	

	Other (Please specify )
	
	
	

	ARE YOU A CARER?    Yes or No:…………………………………

Who do you care for?……………………………………………………………………………..

Would you like information on our local Carer group, who offer help and advice on all caring issues?

	Do you hold a Living Will? Yes…… No……   If Yes please provide us with a copy which we will scan into your notes and make a note on your computer records.

	Do you have a Main Carer ? Yes or No……………………………………………………..
Please give name and contact number……………………………………………………. 

We will add their contact details to your registration information on our computer system, please gain permission from your carer to add this information

	If you would like another member of your family or a carer to have authority to be able to access your medical records or consent to speak to a member of staff or GP on your behalf, please attach to this form a signed letter of authority from yourself.
This information will be attached to your registration information on our computer system and a note will be made to make staff aware that you have given your authority.

	Do you have a Key Safe Code to gain access to your property Yes or No …………..

Code Number ……………………………………………………………………………………
We will add this information to your registration details on our computer system to enable the Doctor to gain access to your property should you require a home visit

	Repeat Medication

If you are taking any repeat medication you MUST MAKE AN APPOINTMENT WITH A GP at the surgery before your next prescription is due.  At this appointment the doctor will discuss the medications you are on and add them to our computer system.  

Please note if you were previously registered at a surgery within the local area and you need your repeat medication before you have seen the doctor here , please gain your medication from your previous GP

	HAVE YOU GOT ANY HEALTH CONCERNS OR ILLNESSES?

If so please ask the receptionist for an appointment with the doctor to discuss your condition


NEW PATIENT REGISTRATION FORM


LONGTON HEALTH CENTRE





If you wish to stop smoking and would like advice please ask reception for


details











Please continue on Page 2….








