NEW PATIENT REGISTRATION QUESTIONNAIRE
Name:
Address:

Post code: 

Telephone Number:

Mobile Number:

We may send you a text message to remind you of an appointment

Consent to send text reminders of appointments                      

             YES / NO
Have you previously been registered as a patient at this practice?                          YES / NO   

Do you have any family members registered at the practice?                                   YES / NO

If YES please provide their name and address

Do you suffer from any of the following? (Delete as appropriate)
              Asthma

                            YES / NO





 Diabetes                                                    YES / NO
                                                                  High Blood Pressure                                 YES / NO
 Heart Disease                                           YES / NO

                                                     Stroke                                                        YES / NO
                                                                  Epilepsy 
                                          YES / NO
              Multiple Sclerosis                                       YES / NO
 Rheumatoid Arthritis
                             YES / NO
 Depression/Anxiety
                             YES / NO


 Any other illness-please give details
Are you currently being prescribed any medication? (you must state below any medications for full registration to go ahead – if none state N/A)
....................................................................................................................................................................................................................................................
Your last practice is responsible for your medication until we receive your medical records. This can take up to 2 weeks. It would be helpful if you could ask for a copy of your prescription.
Please attach a list of your medication to these registration documents 
Do you suffer from any allergies   YES/NO?
(If yes please provide details)
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
FAMILY HISTORY (Hereditary Conditions) 

Please tick any relevant conditions and who was affected
Diabetes        


Heart Disease    

Epilepsy         

Asthma     


Other          
Are you a Carer?


YES / NO         If Yes who do you care for?................................. 

Do you have a Carer? 


YES / NO
SCREENING EXAMINATIONS
Last Cervical Smear………………………………….

IMMUNISATION STATUS 
Tetanus ……………………….  Polio ……………………………… Other

If you are registering any children under 5 years of age please confirm if their immunisations are up to date.

LIFESTYLE

Smoker? (if yes how many day)…………………………   Alcohol? (approx units per week) …………………

How many portions fruit & Veg daily? ………………....
Have you provided two forms of ID one of which is photographic, the other with your permanent address?
Proof of Address:             YES / NO

Photo ID:                          YES / NO

This information is confidential and is only used for health purposes. It is not used by any other organisations. The information is NOT used by immigration or benefit agencies.

Ethnic Group


A. White


Scottish (9S13)


Other British (9S14)


Irish (9S11)


Any other White background (specify) 


(9S12)

B. Mixed


Any mixed background (specify)



(9SB)

C. Asian, Asian Scottish, Asian British


Indian (9S6)


Pakistani (9S7)

Bangladeshi (9S8)

Chinese (9S9)

Any other Asian background (specify)


(9SH)

D. Black, Black Scottish or Black British


Caribbean (9S2)


African (9S3)


Any other Black background (specify)


(9SG)

E. Other ethnic Background 


Any other background (specify)


(9SJ)

F. Other

 Prefer not to say (9SD)

Thank you for taking the time to fill in the form
