Registration form for Patients- MALE 

   Roxbourne Medical Centre

NEW PATIENT REGISTRATION & HEALTH QUESTIONNAIRE
We accept registrations at any time. Please allow at least 5 working days for your application to be processed.

Requirements for Registration:
In order to register you with our Practice, we require the following documentation:

	
	Previously Registered in the UK
	Never been registered in the UK

	Valid Photo ID (not a copy)
(Passport/ Driving Licence)
	· 
	· 

	Details of previous GP 

(including NHS number)
	· 
	

	Valid Visa 
(valid for a minimum of 6 months)
	
	· 

	Proof of address 

(dated within the last 3 months – a copy will be kept on your medical records.)

· Utility bill

· Council tax bill

· Bank statement

· Employer agreement

· Tenancy agreement 
	· 
	· 


PLEASE NOTE:

Registration with an NHS doctor’s surgery (Primary Care) does not entitle the patient to free treatment at any hospital (secondary care).

For Office Use Only:
	ID verified (which items)
	Initials of staff
	Date handed in

	
	
	


NEW PATIENT REGISTRATION & HEALTH QUESTIONNAIRE
To register with the Practice please complete and sign this questionnaire as fully as possible 

Please note your registration will take 5 working days to process. Your registration may be delayed if all the information is not completed and relevant documents have not been produced. 
Please note that a copy of the documents used to verify your identity & address will be kept on your medical records.
Have you ever been registered at Roxbourne Medical Centre before, even as a temporary, immediate necessary or private patient? Yes ⃞ No ⃞
Section 1 - About You:
	Title: 
	Mr / Dr/ Mx

	First Name:
	

	Middle Name (if any):
	

	Last Name:
	

	Previous Surname:
	

	Date of Birth:
	

	Address:
	                                                       Postcode:

	Home Number:
	

	Mobile Number:
	

	Email address:
	


We would like to contact you from time to time for administrative purposes only. 

Please confirm if you consent to text messages   
     YES / NO

Please confirm if you consent to emails

   
     YES / NO

Please confirm if you consent to postal correspondence       YES / NO
INTERPRETER SERVICES
We kindly request that interpreters are used in the event you are unable to bring someone to interpret for you. 

Please note that we require a minimum of 2 working days to organise an interpreter to attend an appointment.
	Do you need an interpreter?
	YES / NO

	If yes, which language do you speak?
	

	Do you require other support?
	YES / NO

	If yes, which other support?
	


Section 2 – Previous Registrations: 

Have you ever been registered with a GP Practice in the UK?   

YES / NO

If yes, please provide further details (if no, please move on to section 3)

	Name of previous GP:
	

	Address of previous GP:
	                                                       Postcode:

	
	

	Your previous address:
	                                                       Postcode:


Section 3 – About Your Next of Kin:

For your safety, we would suggest that you provide the details of your next of kin (someone you wish us to contact in the event of an emergency):

	Name:
	

	Relationship to you:
	

	Telephone Number:
	

	NHS No. (if known)
	


Section 4 – Your health
Please complete this section as fully as possible. The information provided will enable us to have a better understanding of your health requirements.

	Weight (if known):
	

	Height (if known):
	

	Blood pressure (if known):
	


SMOKING

	Do you smoke?
	Yes / No

	If yes, how much per day?
	Cigarettes……….. Cigars……… Grams of tobacco…………

	Would you like to stop?
	Yes / No


Ex-smokers (date when you stopped smoking) ……………………………………………
ALCOHOL INTAKE

Do you drink alcohol?    YES/ NO

If you drink alcohol, please complete the table below by circling the most appropriate answer:

	Questions
	      0
	     1
	     2 
	     3
	      4

	How often do you have a drink that contains alcohol
	Never
	Monthly or less
	2 - 4 times per month
	2 - 3

times per week
	4 +

times per week

	How many standard alcoholic drinks do you have on a typical day when you are drinking
	1 - 2
	3- 4
	5 - 6
	7 - 8
	10+

	How often do you have 6 or more standard drinks on one occasion


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


DIET

	Has your Cholesterol been checked in the last 2 years?
	YES / NO

	Do you have a varied diet including milk, meat, vegetables and fruit?
	YES / NO

	Do you have any food allergies?
	YES / NO

	If yes, which foods are you allergic to?
	


EXERCISE

	Do you take regular exercise?
	YES / NO

	If yes, what sort of exercise?
	

	If yes, how many times per week?
	


FAMILY HISTORY 
Is there any of the following in your family (father, mother, brother, sister) under the age of 65?
	Heart Disease (heart attacks, angina)
	YES / NO
	Family member:

	Stroke
	YES / NO
	Family member:

	Cancer (which type/ site?)
	YES / NO
	Family member:

	Diabetes
	YES / NO
	Family member:


Section 5 – Your medication
Please provide us with the details of any medication you are currently taking (prescribed or otherwise):
	Medication
	Dose

	
	

	
	

	
	

	
	

	
	

	
	

	
	


If you are taking any medication please bring the containers, or your Repeat Prescription tear off slip given to you by your previous G.P. when you attend your appointment. 
Please remember to obtain a supply of medication from your previous G.P. before registering as this registration takes 5 working days to process.
ALLERGIES

Are there any medicines or drugs that have disagreed with you or to which you have an allergy? 

	Which drug?
	What happens?

	
	

	
	


YOUR PAST MEDICAL HISTORY:
Please give details of any hospital treatment as an in-patient: ……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………
Please give details of any treatment for any chronic medical conditions:
……………………………………………………………………………………………………………………

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

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

Please give dates of any X-ray, MRI or CT scans, Ultrasound:

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

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

Section 6 – Carers

	Are you a Carer?
	YES / NO

	If yes, who do you care for?
	

	Name of the person you care for:
	


	Do you have a Carer?
	YES / NO

	If yes, please provide their name:
	

	If yes, please provide their contact details:
	


Office Use only – 918F or 918G
Section 7 – Information for Processing Only
ETHNICITY:     

Please complete this section

	                           White
	( British                                    (  Irish

	
	(  Any other White background, please state________________________

	Black or Black British
	(  Caribbean                          (  African

	
	(  Any other Black background, please state________________________

	Mixed
	( White & Black African         (  White & Black Caribbean

	
	(  White & Asian

	
	( Any other mixed background, please state________________________

	Asian or Asian British
	(  Indian      (  Pakistani     (  Bangladeshi

	
	(  other Asian background, please state____________________________

	Other Ethnic group
	state____________________________


WHERE WERE YOU BORN?
……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………
RELIGION:

What is your current religion, denomination, body or faith? 

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

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

NHS ORGAN DONOR REGISTRATION:
I want to register my details on the NHS Organ Donor Register as someone whose -    Kidney/ Heart/ Liver/ Corneas/ Lungs/ Pancreas/ all organs or tissues/ may be used for transplantation after my death (Please circle).
For more information, please visit the website:  www.uktransplant.org.uk or call

0300 123 23 23    Signed: ________________________      Date___________
Section 8 – Consent to discuss your records

If anyone requests access to your medical records we will require your signed consent.   Your signature will be verified against your stored signature and the letter of consent will be saved on your medical records.
If you wish to provide consent, please complete the form enclosed.
Section 9 – Summary Care Record
The NHS Summary Care Record (SCR) is an electronic summary of key clinical information (including medicines, allergies and adverse reactions) about a patient, sourced from the GP record. It is used by authorised healthcare professionals, with the patient’s consent, to support their care and treatment. Where a patient and their doctor wish to add additional information to the patient’s Summary Care Record, this may be added with the explicit consent of the patient.

More than 96% of the population have an SCR and it is already being successfully used in many settings across the NHS, such as A&E departments, hospital pharmacies, NHS 111 and GP out of hours services and walk in centres.
Please note that you will automatically opt in unless you opt out.

If you do not want a Summary Care Record, please tick here (
Section 10 – Patient Participation Group (PPG)

Would you like to help improve your GP practice service?

Roxbourne Medical Centre is actively seeking patients to join the Patient Participation Group. We are looking for people of any age, gender or background to discuss any changes or ideas you may have for the surgery. 

If you are interested in joining our PPG or would like further information, please tick here (.
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Patient Declaration

I agree that the information provided above is correct to my knowledge. 

By signing here, you are completing your registration request with Roxbourne Medical Centre.
	Print Name:


	

	Sign:


	

	Date:
	


If you would like any letters or information leaflets in an alternative format (for example, large print or easy read), or if you need help communicating with us (for example, because you use British Sign Language), please let us know. You can call us on 0208 422 5602 or email haroccg.e84022@nhs.net
Free TB Screening (Eligibility form)

This form will help determine if you are eligible for a FREE TB test. For more information on the TB programme please see www.thetruthabouttb.org/latent-tb
NAME:………………………………………………………………..                 

DATE OF BIRTH: ………/………/………..

Please complete ALL questions, unless you have circled No to questions 2 or 3.

1. Please write your country of birth?  ..........................

2. Have you lived in the UK for less than 5 years?  Yes / No (Please circle)

3. Have you lived in any of the below countries for 6 months or more?  Yes / No (Please circle)

4. Are you between the ages of 16-35?  Yes / No (Please circle) 

(If you have answered Yes to Questions 2 and 4 or 3 and 4, please continue, if you have answered No to any of the above questions you do not have to complete the rest of this form.)

5. Are you from/ did you move to UK from one of the following countries, listed below?  

Yes / No (Please circle).

	
	
	 
	 

	 
	Country
	Country
	Country
	Country
	 

	 
	Afghanistan
	DR Congo
	Lesotho
	Papua New Guinea
	 

	 
	Angola
	Djibouti
	Liberia
	Philippines
	 

	 
	Bangladesh
	Equatorial Guinea
	Madagascar
	Republic of Moldova
	 

	 
	Benin
	Eritrea
	Malawi
	Rwanda
	 

	 
	Bhutan
	Ethiopia
	Mali
	Sao Tome and Principe
	 

	 
	Botswana
	Gabon
	Marshall Islands
	Senegal
	 

	 
	Burkina Faso
	Gambia
	Mauritania
	Seychelles
	 

	 
	Burundi
	Ghana
	Mauritius
	Sierra Leone
	 

	 
	Cote d'Ivoire
	Greenland
	Micronesia

Moldova
	Somalia
	 

	 
	Cabo Verde
	Guinea (Republic of)
	Mongolia
	South Africa
	 

	 
	Cambodia
	Guinea-Bissau
	Mozambique
	South Sudan
	 

	 
	Cameroon
	Haiti
	Myanmar (Burma)
	Swaziland
	 

	 
	Central African Republic
	India
	Namibia
	Timor-Leste
	 

	 
	Chad
	Indonesia
	Nepal
	Togo
	 

	 
	Comoros
	Kenya
	Niger
	Tuvalu
	 

	 
	Congo
	Kiribati
	Nigeria
	Uganda
	 

	 
	DRP Korea
	Laos PDR
	Pakistan
	Tanzania
	 

	 
	 
	 
	 
	Zambia
	 

	 
	 
	 
	 
	Zimbabwe
	 

	 
	
	 
	 
	 
	 


6. If you were born in one of the countries above (Please circle): 

Do you have a bad cough? 



Yes/No  
Do you sweat a lot at night?

 

Yes/No  
Have you lost a lot of weight in the last year? 

Yes/No

Thank you for completing this form, please hand the forms to reception.

Office use only

If patient has answered yes to questions 2 & 4 or 3 & 4 and has circled one of the countries in the table the patient is eligible for TB screening. Please offer the patient a blood test (IGRA) to see if they are at risk of Tuberculosis (TB) . 

If the person said yes to any of the questions in (5) please make an urgent appointment to be screened for active TB 

FAO receptionist: If patient is eligible for TB screening, please mark on the top of this form “patient is eligible for LTBI Screening “and hand form to schedule patient for a blood test ASAP.FAO: Registration Person, please use the ‘born in read code’ for the country circled above.
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Patient Consent Form
For another person to access/ discuss their medical records
   Patient’s Details:
(The person whose records another individual(s) is to be given access to)
	Title:
	Mr / Mrs / Miss / Master / Ms / Dr/ Mx

	
	

	First Name:
	

	
	

	Middle Name (if any):
	

	
	

	Last Name:
	

	
	

	Previous Surname:
	

	
	

	Date of Birth:
	

	
	

	Gender:
	Male / Female

	
	

	Address:
	

	
	Postcode:

	
	

	Home Number:
	

	
	

	Mobile Number:
	

	
	

	Email address:
	

	
	


Details of the person to be given access to the Patient’s information:
	Title:
	Mr / Mrs / Miss / Master / Ms / Dr/ Mx

	
	

	First Name:
	

	
	

	Last Name:
	

	
	

	Relationship to Patient:
	

	
	

	Home Number:
	

	
	

	Mobile Number:
	

	
	

	Email address:
	

	
	


An additional person to be given access to the Patient’s information:
	Title:
	Mr / Mrs / Miss / Master / Ms / Dr/ Mx

	
	

	First Name:
	

	
	

	Last Name:
	

	
	

	Home Number:
	

	
	

	Relationship to Patient:
	

	
	

	Mobile Number:
	

	
	

	Email address:
	

	
	


Please detail below if the above access is to be limited in any way
(e.g. only for test results, or only for making & cancelling appointments, or for a specified time period only)
……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
Patient Declaration:
I confirm that I give permission for the Practice to communicate with the person(s) identified above in regards to my medical records.
[image: image2.png]



Print Name:
Sign:
Date:

This document will be saved on your medical record.
The patient may ask for the consent to be removed at any time.
If you would like this letter or information in an alternative format (for example, large print or easy read), or if you need help communicating with us (for example, because you use British Sign Language), please let us know. You can call us on 0208 422 5602 or email haroccg.e84022@nhs.net
	
	Patient Online registration form

	
	
	Access to GP online services
	

	Patient Details
	
	
	
	

	
	

	Title:
	Mr/ Mrs/ Miss/ Ms/ Master

	First Name:
	
	
	
	

	Last Name:
	
	
	
	

	Date of Birth:
	
	
	
	

	Address:
	
	
	
	

	
	
	Postcode:

	Contact Number(s):
	
	
	
	

	Email Address:
	
	
	
	


I wish to have access to the following online services (tick all that apply):

	1.
	Booking appointments
	

	
	
	

	2.
	Requesting repeat prescriptions
	

	
	
	

	3.
	Messaging Facility (this is not for booking appointments)
	

	
	
	

	4.
	Accessing my medical record
	

	
	
	


Application for online access to my medical record

I wish to access my medical record online and understand and agree with each statement (please tick)

	1.
	I have read and understood the information on the reverse of this form
	
	

	
	
	
	

	2.
	I will be responsible for the security of the information that I see or
	
	

	
	
	
	

	
	download
	
	
	
	

	3.
	If I choose to share my information with anyone else, this is at my own risk
	
	

	
	
	
	

	4.
	I will contact the practice as soon as possible if I suspect that my account
	
	

	
	
	
	

	
	has been accessed by someone without my agreement
	
	
	
	

	5.
	If I see information in my record that it not about me, or is inaccurate I will
	
	

	
	
	
	

	
	log out immediately and contact the practice as soon as possible
	
	

	PLEASE TURN THE PAGE AND READ THE IMPORTANT INFORMATION BEFORE SIGNING
	

	
	
	
	
	
	

	Signature
	
	
	Date
	
	

	
	
	
	
	
	
	
	


For practice use only

	Identity verified through
	Vouching 
	Name of
	Date

	(tick all that apply)
	Vouching with information in record 
	verifier
	

	
	Photo ID 
	
	

	
	Proof of residence 
	
	

	Name of person who
	
	
	Date

	authorised
	
	
	

	(if applicable)
	
	
	



Important Information – Please read before returning this form

If you wish to, you can now use the internet to book appointments with a GP, request repeat prescriptions for any medications you take regularly and look at your medical record online. You can also still use the telephone or call in to the surgery for any of these services as well. It’s your choice.

It will be your responsibility to keep your login details and password safe and secure. If you know or suspect that your record has been accessed by someone that you have not agreed should see it, then you should change your password immediately.

If you can’t do this for some reason, we recommend that you contact the practice so that they can remove online access until you are able to reset your password.

If you print out any information from your record, it is also your responsibility to keep this secure. If you are at all worried about keeping printed copies safe, we recommend that you do not make copies at all.

Before you apply for online access to your record, there are some other things to consider.

Although the chances of any of these things happening are very small, you will be asked that you have read and understood the following before you are given login details.


Forgotten history

There may be something you have forgotten about in your record that you might find upsetting.

Abnormal results or bad news

If your GP has given you access to test results or letters, you may see something that you find upsetting to you. This may occur before you have spoken to your doctor or while the surgery is closed and you cannot contact them.

Choosing to share your information with someone

It’s up to you whether or not you share your information with others – perhaps family members or carers. It’s your choice, but also your responsibility to keep the information safe and secure.

Coercion

If you think you may be pressured into revealing details from your patient record to someone else against your will, it is best that you do not register for access at this time.

Misunderstood information

Your medical record is designed to be used by clinical professionals to ensure that you receive the best possible care. Some of the information within your medical record may be highly technical, written by specialists and not easily understood. If you require further clarification, please contact the surgery for a clearer explanation.

Information about someone else

If you spot something in the record that is not about you or notice any other errors, please log out of the system immediately and contact the practice as soon as possible.
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