NHS

Family doctor services registration

ovrs1 [ N

Patient’s details

Please complete in BLOCK CAPITALS and tick as appropriate

. Surname
] Mr [0 Mrs [ Miss [] Ms
Date of birth First names
NHS Previous surname/s

No.

Town and country

] Male [] Female of birth

Home address

Postcode

Telephone number

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

Your previous address in UK

Name of previous doctor while at that address

Address of previous doctor

If you are from abroad
Your first UK address where registered with a GP

If previously resident in UK,

Date you first came

date of leaving to live in UK
If you are returning from the Armed Forces

Address before enlisting

Service or Enlistment
Personnel number date

If you are registering a child under 5

O I wish the child above to be registered with the doctor named overleaf for Child Health Surveillance

If you need your doctor to dispense medicines and appliances*

[J I live more than 1 mile in a straight line from the nearest chemist

*Not all doctors are
authorised to
dispense medicines

O I would have serious difficulty in getting them from a chemist

[J] Signature of Patient

Version 01/02

[1 Signature on behalf of patient Date

Please see overleaf re: Organ donation



NHS| Family doctor services registration

NHSOrgan Donor registration
I would like to join the NHS Organ Donor Register as someone whose organs may be used for transplantation after my death.
Please tick as appropriate

[ ] Kidneys [ ] Heart [] Liver [ ] Corneas [ _]Lungs [] Pancreas [_] Any part of my body
Signature confirming consent to organ donation Date

For more information, please ask for the leaflet on joining the NHS Organ Donor Register

NHSBlood Donor registration
| would like to join the NHS Blood Donor Register as someone who may be contacted and would be prepared to donate blood.

Tick here if you have given blood in the last 3 years [_]
Signature confirming consent to inclusion on the NHS Blood Donor Register Date

For more information, please ask for the leaflet on joining the NHS Blood Donor Register
My preferred address for donation is: (only if different from above, e.g. your place of work)

Postcode:
To be completed by the doctor
Doctors Name HA Code

[ I have accepted this patient for general medical services
[ For the provision of contraceptive services

[] I have accepted this patient for general medical services on behalf of the doctor named below who is a member of this practice

Doctors Name, if different from above HA Code

[ 11 am on the HA CHSlist and will provide Child Health Surveillance to this patient or

L1 1 have accepted this patient on behalf of the doctor named below, who is a member of this practice and is on the
HA CHS list and will provide Child Health Surveillance to this patient.

Doctors Name, if different from above HA Code

D I will dispense medicines/appliances to this patient subject to Health Authority’s Approval

[(J1am claiming rural practice payment for this patient.
Distance in miles between my patient’s home address and my main surgery is

I declare to the best of my belief this information is correct and I claim the appropriate payment as set out in the
Statement of Fees and Allowances. An audit trail is available at the practice for inspection by the HA’s authorised
officers and auditors appointed by the Audit Commission.

Practice Stamp

Authorised Signature

Name Date

Printed by THE ASTRON GROUP, 03/02, J0160463

HA use only Patient registered for [1ams []cHs [] pispensing  [] Rural Practice



Health & Lifestyle Questionnaire

About you
Name: i Mobile Tel no:
Date of birth: i Email:
i Are you a carer? oYes oNo
If you have any additional communication needs please inform the surgery directly
4 . . )
Your health and medical history
Height: Weight: i Smoking status:
Please give details of any current or previous serious o Smoker * o Never smoked
illnesses or allergies: ! 0 Ex-smoker | stopped on:
How many do/did you smoke per day?
*\If you are a current smoker, we offer support at the practice to help you to stop smoking. Please speak to a member of staff Y
( N
Emergency contact
Please provide details of someone you would like contacted in case of a medical emergency
Name: Tel no:
\. : J
. )
Alcohol consumption _ o

o B
23

B Ty usmn P ey

Units Units Units

Apint of beer, Apint of beer, 250ml glasses 440mi can 440mi can of 275ml Alcopop Bottle
larger or cider larger or cider of wine premium larger super strength or botte of of Wine
(ABV 3.6%) (ABV 5.2%) (ABV 12%) (ABV 5%) larger or beer regular larger (ABV 12%)
(ABV 9%) (ABV 5.4%)

Amount of units you drink a week =

0 1 2 3 4 Your score

How often do you have a drink containing Monthly or | 2-4 times 2.3 times 4+ times
alcohol? Never

less per month per week per week
Hoyv many units of alcohol (_io you drink on a 1.2 3.4 5.6 7.9 10+
typical day when you are drinking?
How often have you had 6 or more units if Less than Daily or
female, or 8 or more units if male, on a single Never monthly Monthly Weekly almost

occasion in the last year? dail
L IF YOU SCORE 5 OR MORE PLEASE COMPLETE THE QUESTIONNAIRE BELOW: )

(1 Questions Scoring system Your )
0 1 2 3 4 Score
How often during the last year have you found Less than Daily or
that you were not able to stop drink once you Never monthly Monthly Weekly almost
had started? daily
How often in the last year have you failed to do Less than Daily or
what was normally expected from you because Never monthly Monthly Weekly almost
of your drinking? daily
How often during the last year have you needed Less than Daily or
an alcoholic drink in the morning to get yourself Never monthly Monthly Weekly almost
going after a heavy drinking session? daily
How often during the last year have you had a Less than Daily or
feeling of guilt or remorse after drinking? Never Monthly Weekly almost
monthly daily
How often during the last year have you been Less than Daily or
unable to remember what happened to night Never monthly Monthly Weekly almost
before because you had been drinking? daily
Have you or somebody else been injured as a Yes, but Yes, during
result of your drinking? No not in the the last
last year year
Has relative or friend, doctor or other health Yes, but Yes, during
worker been concerned about your drinking or No not in the the last
\_ suggested that you cut down? last year year
é By completing this questionnaire you will be automatically enrolled into the below. If you wish to opt out, please tick )
the box next to the applicable statement:
- Patient online access to book appointments, order repeat prescriptions and view medical records. Please
contact your Practice 4 weeks from today to complete the registration process o
- Text reminder and email communications o
\ - NHS Record Sharing Schemes o y
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