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ADULT

Patient Registration Questionnaire
Please complete this questionnaire about your health.  This is important as it takes some months before your medical records reach us from your previous GP.  

PLEASE COMPLETE IN BLOCK CAPITALS
1.  About you
	Surname  ……………………………………………    Date of Birth  ………………………   
Forename(s) ………………………………………….. Sex M/F         ………………………

Home phone number ………………………………….   Mobile number …………………………..
Are you willing for the practice to send text messages to your mobile phone? ( Yes (  No 
What is your occupation? ……………………………………..    Please tick if 75 years or older … (
Who is your next of kin?
Full name:……………………………………………    Phone number :……………………………………
Please note:  It is your responsibility to inform us of any changes in your address and phone numbers and email address.  This is necessary to make sure that we are able to contact you about your care if that be necessary.  Please let us know of any changes as soon as possible. 


	Please list any family members (partners, children or parents) who live with you and are registered at this practice.

	Name…………………………………………Date of birth ………………………………………

Name…………………………………………Date of birth ………………………………………

Name…………………………………………Date of birth ………………………………………

Name…………………………………………Date of birth ………………………………………



	Please indicate how you would like to receive communication from the surgery:
( Post            (  Text                (  Phone             (  Other- please specify

Now please take the opportunity to check your height, weight and blood pressure using the equipment in reception.  If needed please ask receptionist for assistance.
Height………………………….          Weight ………………………….      Blood Pressure ………………………

Are you allergic to any drugs?       If yes, what is the drug ………………………………………………………….

and what happens when you take it……………………………………………………...

Do you have any other allergies?   If yes, what are you allergic to …………………………… …………….

How does it affect you? ……………………………………………………...

 

Please tick the one that applies for you.
  ( Never smoked

  (  Used to smoke.              When did you stop? …………………….

                                               How many cigarettes did you smoke before stopping? ………..

  ( Yes, currently smoke.      How may cigarettes per day? …………………. 

Smoking is harmful to your health.  We encourage you to stop smoking.  If you would like some help with this, please make an appointment with the practice nurse or assistant practitioner.

Women only (if over 16years)
Are you aged 25-65?  If yes, was your last smear more than 3 years ago or have you never had one? 

( Yes (   No   (  Don’t know

Are you aged 50-70?   If yes, was your last mammogram more than last 3 years ago, or you have never had one?    ( Yes (   No   (  Don’t know

Are you pregnant at the moment?    ( Yes (   No   

If yes, approximately what was the first day of your last menstrual period? ……………………….




2. Ethnic origin 

	Please indicate your ethnic origin / group by ticking one of the boxes below:

( White British         (  White Irish            (  White Scottish     (  White Welsh

(  White Other          (  Eastern European   (  Other European

(  Black African         (  Black Caribbean     (  Black British       (  Black Other

(  American              (  Canadian               (  Australasian    

( Chinese                 (  Kurdish                 (  Iranian                (  Iraqi                       (  Indian                    (  Pakistani            (  Bangladeshi         (  Do not wish to disclose      

If your ethnic origin / group is not included above, please state origin / group below:-

…………………………………………………………………………………………………
 


	What is your first language?   ………………………………
Do you need an interpreter to help you during appointments?     (  Yes       (  No     
Which country do you come from? …………………………………………………
If you do not come from the UK, how long do you intend to stay in the UK? 
…………………………………..

If you are a refugee, are you….

an asylum seeker (         failed to be granted asylum (   

been granted leave to remain in UK (       Are you an overseas visitor   (   




3. Alcohol consumption
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	Thinking about how much alcohol you drink, using the chart above:
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often do you have a drink containing alcohol?
	Never
	Monthly

or less
	2 - 4 times per month
	2 - 3 times per week
	4+ times per week
	

	How many units of alcohol do you drink on a typical day when you are drinking?
	1 -2
	3 - 4
	5 - 6
	7 - 9
	10+
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you found that you were not able to stop drinking once you had started?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you failed to do what was normally expected from you because of your drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you had a feeling of guilt or remorse after drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Have you or somebody else been injured as a result of your drinking?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	Total
	



Roughly how many units of alcohol do you normally drink in a week?  
4. Your Medical History and Medical Record
	Please list any history of medical diagnoses and/or surgical procedures:
Please list any regular medications you take:



	The National Summary Care Record – for medical reasons
Important parts of your medical record, like medication & allergies, can now be shared across the NHS.  This can be helpful if you happen to be admitted to a hospital in another town or city.  You can also opt to also share some further key information like important diagnoses and preferred language.  For more information: http://systems.hscic.gov.uk/scr     
I am willing for my basic medical record to be shared on the Summary Care Record.………..(
I am willing for my basic AND ADDITIONAL medical record to be shared on the Summary Care Record.……………..(
I am NOT willing for my medical record to be shared on the Summary Care Record.…..(

	Signature   ………………………………………………………… Date Signed ………………………………………………..



5. Next steps- New Patient Medical
	Is this your first time to register with a GP in UK?
	( Yes (   No
	If yes book a 20 minute appointment to see the nurse or assistant practitioner.

	Do you take any regular medicines or inhalers?
	( Yes (   No
	If yes book a routine appointment to see a doctor and bring your medication with you.


All other patients are invited, if they so wish, to have a routine 20 minute new patient health check with the nurse to discuss their health.  

Application for On-line Appointment Booking and 

Repeat Prescription Ordering

	Surname…………………………………  First name …………………………………………..

Date of Birth…………………………….   Phone number……………………………………….

Address  …………………………………………..

                 ……………………………………  Post code  …………………………………………..

My email address is: (Please use capital letters)

……………………………………………………………………………………………..



	· I have read and understood the leaflet on online access provided by the practice………(
· I will be responsible for the security of the information that I see or download  …….…(
· If I choose to share my information with anyone else, this is at my own risk …………..(
· I will contact the practice as soon as possible if I suspect that my account has been accessed by someone without my agreement    ……………………………………………….…. (
· If I see information in my record that is not about me or is inaccurate, I will exit the account as soon as possible and contact the practice as soon as possible……………………  (
Once registered you will be sent an activation code to allow access to online booking of appointments and ordering of repeat prescriptions.  



	Signature   …………………………………………………………

Date Signed   ……………………………………………………………………..




Dr. Vasanth and Partner


Dr. Sujit Vasanth and Dr. E.C. Vasanth


Atherton Health Centre, Atherton M46 0LE





Are you a military veteran ( Yes  ( No   or military reservist?  ( Yes   ( No    


Are you a carer – that is you look after someone more than usual and help them with things like washing, dressing or taking medicines?     ( Yes    ( No    


Are you registered blind? ( Yes ( No 


Do you have difficulty hearing? (Yes ( No


Do you have any special communication needs or disability, what is it? 





………………………………………………………………………….……………………………………………………………..


Are you housebound, meaning you can’t leave your house?    ( Yes  ( No   








Allergies





Smoking
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