THE OAKWOOD SURGERY

New Patient Registration Form
Full Name:                                                                 Date of Birth: 
Address: 





Previous address:

Home Number:                         
                       Mobile Number: 
                                                                                  Do you consent to receiving text messages  Y / N

Email address:                                                          Can we contact you be email Y / N
Ethnicity:                                                                   First Language:
                                                                                  Do you need a translator: 
Marital Status:




           NHS number (if known)
If the patient is a child aged 5 or under, please provide proof of childhood immunisations


About You

Do you care for someone?
             Y / N
                Relationship: 

                                                                                      Address if different:  

Does someone care for you?  
Y / N                    Name of Carer/Relationship: 
                                                                                       Address if different:

Are you a veteran?                             Y / N
Your Medical History 
Do you have/previously had any of the following:

Heart Disease
          Yes/No
             High Blood Sugar

Yes/No
Asthma
Yes/No
Diabetes
          Yes/No
             Chronic Chest Disease
Yes/No
Epilepsy
Yes/No

Kidney Disease        Yes/No
             Non-Functioning Spleen
Yes/No
Stroke

Yes/No
Cancer                      Yes/No               Other 

If yes, when was your last review:  

Family History:

Is there a history of any of the following conditions in your immediate family?

Condition




Relationship


Age at onset (approximately)

Asthma


Yes/No
…………………………
…………………………
Diabetes Mellitus

Yes/No
…………………………
…………………………

High Blood Pressure 
            Yes/No
…………………………
…………………………

Heart Disease

            Yes/No
…………………………
…………………………

Stroke



Yes/No
…………………………
…………………………

Epilepsy


Yes/No
…………………………
…………………………
Cancer


            Yes/No
…………………………
…………………………
Allergies:

Are you allergic to anything
Yes/No

If yes, please give details: 
Past Illnesses and Operations:

Please list and date all serious illnesses, operations, accidents, and permanent disabilities:
Current Medication:

Please attach your repeat prescription slip and list any regular over the counter or herbal medicines:
Chosen Pharmacy: 
Do you Smoke?     Yes/No    If Yes, how many per day?            Cigar/Pipe/Cigarettes




           If No, have you ever smoked         Yes/No 

                                              If yes, when did you Start / stop?    
If you would like help to stop smoking, please indicate              Yes / No
Drugs:

Do you take illicit drugs?
Yes / No

If Yes please give details: 
Alcohol:

Do you drink alcohol?             Yes / No 

1 Unit of alcohol is half a pint of beer, 1 small glass of wine or 1 pub measure of spirits

How many units of alcohol do you drink in an average week? …………

Exercise:

How much exercise do you take?

None

1 x week
2 x week
3x week
Blood Pressure
If you are 16 years and over, please use the machine in reception to record your height, weight and blood pressure, and attach the printout to this form. 
Identification

To register with the practice, we need 2 forms of identification; 1 photo and 1 proof of address.

Examples:

· Passport

· Driving Licence/Provisional Licence

· ID card

· Utility bill
CONSENT FORM Please note, that when we to contact you, we call on a withheld number.  Due to confidentiality, we are unable to leave messages or identify where we are calling from without your expressed consent.

If you wish to provide us with your consent, please complete this form as appropriate.







	NAME


	

	DATE OF BIRTH


	

	POSTCODE


	

	EMAIL


	

	TELEPHONE NUMBER
	


I give consent for you to leave messages on a messaging service should I not answer the phone:


YES / NO


I consent to you leaving a message with friends/family to state where you are calling from:


YES / NO 






I give the named person/s permission to discuss my medical records: (please list below including phone numbers)







	NAME
	

	ADDRESS
	

	CONTACT NUMBER
	


Signed: ………………………………………………………………………………………………………………………….




Date:…………………………………………………………………………………………………………………………….
Electronic Record Sharing

I give consent for my electronic records to be shared   YES / NO

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

Information for new patients: about your Summary Care Record

Dear Patient, 

If you are registered with a GP practice in England you will already have a Summary Care Record (SCR), unless you have previously chosen not to have one.  It will contain key information about the medicines you are taking, allergies you suffer from and any adverse reactions to medicines you have had in the past. 

Information about your healthcare may not be routinely shared across different healthcare organisations and systems. You may need to be treated by health and care professionals that do not know your medical history. Essential details about your healthcare can be difficult to remember, particularly when you are unwell or have complex care needs. 

Having a Summary Care Record can help by providing healthcare staff treating you with vital information from your health record. This will help the staff involved in your care make better and safer decisions about how best to treat you. 

You have a choice

You have the choice of what information you would like to share and with whom. Authorised healthcare staff can only view your SCR with your permission. The information shared will solely be used for the benefit of your care.

Your options are outlined below; please indicate your choice on the form overleaf.
a)
Express consent for medication, allergies, and adverse reactions only. You wish to share information about medication, allergies, and adverse reactions only. 

b)
Express consent for medication, allergies, adverse reactions, and additional information. You wish to share information about medication, allergies and adverse reactions and further medical information that includes: Your significant illnesses and health problems, operations and vaccinations you have had in the past, how you would like to be treated (such as where you would prefer to receive care), what support you might need and who should be contacted for more information about you. 

c)
Express dissent for Summary Care Record (opt out). Select this option, if you DO NOT want any information shared with other healthcare professionals involved in your care. 

Please note that it is not compulsory for you to complete this consent form. If you choose not to complete this form, a Summary Care Record containing information about your medication, allergies and adverse reactions and additional further medical information will be created for you as described in point b) above.

The sharing of this additional information during the pandemic period will assist healthcare professionals involved in your direct care and has been directed via the Control of Patient Information (COPI) Covid-19 – Notice under Regulation 3(4) of the Health Service Control of Patient Information Regulations 2002.

If you choose to complete the consent form overleaf, please return it to your GP practice. 

You are free to change your decision at any time by informing your GP practice.

Summary Care Record Patient Consent Form

Having read the above information regarding your choices, please choose one of the options below and return the completed form to your GP Practice:

Yes – I would like a Summary Care Record

□ Express consent for medication, allergies and adverse reactions only. 

or

□ Express consent for medication, allergies, adverse reactions and additional information.          

No – I would not like a Summary Care Record 

□ Express dissent for Summary Care Record (opt out).

Name of Patient: ……………………………………………...…..................................................................................

Address: ……………………………………………………………………………………………………………………….

Postcode: …………………………………………
Date of Birth: ………...............................................................

NHS Number (if known): …………………………...………………..............................................................................

Signature: …………………………………………         Date: …………………………………………

If you are filling out this form on behalf of another person, please ensure that you fill out their details above; you sign the form above and provide your details below: 

Name: …………..........................................................................................................................

Please circle one:  
Parent
 
Legal Guardian 
Lasting power of attorney 









for health and welfare

If you require any more information, please visit http://digital.nhs.uk/scr/patients or phone NHS Digital on 0300 303 5678 or speak to your GP practice.

If you are filling this form in on behalf of your child, please state your name and date of birth





Mother of Child:                                                       Date of Birth: 





Father of Child:                                                         Date of Birth: 








