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Your Health—Our Care 



NO FORM WILL BE ACCEPTED UNLESS ID & 

PROOF OF ADDRESS IS LEFT IN WITH REGISTRATION FORM

Please also include a list of your medications 

from your previous GP

Please note all information submitted is confidential.

Registration at this practice may be subject to attending for a registration appointment in order that the Doctors have a full record of your medical and prescription history.
	Date:


	

	Name:


	

	D.O.B:


	

	Address:


	
	Postcode:
	

	Gender:


	Male / Female*

	Telephone No:


	

	Email:


	

	First Language:
	
	Interpreter needed:
	Yes / No*



	Next of Kin:


	
	Telephone No:
	

	Next of Kin Address:
	

	Relationship to you:
	

	Name & Address of current GP:
	


	Reasons for moving to this practice

Have you ever been registered at the surgery before, if so when and why did you leave?



	Children & Ages



	Are you housebound?


	Yes / No*
	Do you live alone?
	Yes / No*

	Your Health 

(Please list any serious illnesses etc below)



	Do you take any medicines or treatments?

(If so please attached a list of medication from your previous GP including dosage)



	Do you have any allergies?



	Do you smoke? (How many per day?)

Are you an ex-smoker? (If yes, how many per day?)
	Yes / No*

Yes / No*

	Vaccinations & Dates



	If female, when did you have you last smear?

(Please also detail if you have had a hysterectomy, include the date)



	Your Family’s Health

(This applies to close relatives e.g. mother, father, Grandparents, brothers & sisters. We would like to know if there is any history of various illnesses within your family. Please state yes or no and your relationship with the person in the space provided.)

Has anyone ever had:

	Heart Attack or Stroke?

If yes, were they under the age of 60?
	Yes / No*

	Diabetes
	Yes / No*

	Epilepsy
	Yes / No*

	High Cholesterol
	Yes / No*

	Asthma
	Yes / No*


ONLINE PATIENT SERVICES

We provide online patient services which allow patients to order repeat medication online and use some of the Surgery services online.

Please sign below if you consent and wish to use this service:

Yes / No*

Signature:______________________________________________________________

Thank you for completing this form.

Please contact the surgery in one week to confirm that your application has been accepted.

If successful you may need to fill in subsequent forms before your registration is complete.

Please note all information on this form must be correct and accurate. Your official address must be recorded and be the same as all other official government forms (E.g. Hospital Letters, Social Security forms, Family Allowance, as all notes are held the trust).

Please fill in the ethnic origin form on the following pages.

PRACTICE POLICIES

PLEASE NOTE THE PRACTICE POLICY IS NOT TO PRESCRIBE THE FOLLOWING DRUGS – this is in the interest of prescription safety 

· Benzodiazepines: Diazepam, temazepam, nitrazepam & lorazepam.

· Chlordiazepoxide

· Morphine derivatives: dihydrocodeine, fentanyl, buprenorphine patches, codeine.

· Pregabalin and gabapentin

· Z-drugs: zopiclone, zolpidem.

These drugs can be dangerous in long-term use and you would normally need to commit to a reduction strategy.

Please note the practice does not prescribe methadone, diamorphine, temgesic or oral buprenorphine. 
It is practice policy not to replace lost or stolen scripts for the above drugs, AT ANY TIME.

Please sign below confirming you have read and fully understood the practice policy on these drugs and agree to comply or face removal from the practice list if in breach of policy.

	Name:


	

	Date:


	

	Signature:


	


*Delete as appropriate




