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                                                                 Barton Terrace, Dawlish, Devon EX7 9QH 

                                                                   Tele:  01626 888877   Fax 01626 888360
                                            Email: enquires.bartondawlish2@nhs.net  Website: www.bartonsurgery.co.uk

APPLICATION TO REGISTER AN NHS PATIENT
Please use BLOCK CAPITALS and ensure all boxes are completed
All questions contained in this questionnaire are strictly confidential 

and will form part of your Medical Records
This information could be disclosed to other parties if you give your consent
PERSONAL DETAILS

	Title
	
	Surname
	

	Date of Birth
	
	First Names
	

	NHS No.
	
	Previous Name/s
	

	Male/Female
	
	Town and Country of Birth
	

	Home Address
	

	Postcode
	

	Mobile Tele No.
	
	Work Tele No.
	

	Home Tele No.
	
	Email Address
	


	Do you have any specific communication needs?

e.g. Hearing Loss/Visual Impairment
	If yes, please state below




PRESCRIPTIONS

	Please nominate a pharmacy where you 

would like your prescription to be sent
	

	Did you nominated a pharmacy at your previous

Surgery
	Yes/No


PREVIOUS GP DETAILS

	Your previous address in the UK


	

	Name and Address of previous GP


	


IF YOU ARE FROM ABROAD
	Your first UK address where you were registered with a GP


	

	Date you first came to live in the UK
	
	If a previous resident in the UK – Date of Leaving
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IF YOU ARE RETURNING FROM THE ARMED FORCES 
	Have you ever served in the armed forces?
	Yes/No

	Service or Personnel Number
	
	Enlistment Date
	


IF YOU ARE REGISTERING A CHILD UNDER THE AGE OF 16 YEARS

	Please provide name(s) of person(s) with parental responsibility
	

	Address/contact details if different from above
	Name
	

	
	Address
	

	
	Telephone No.
	

	If you are registering a child under 5 do you wish the above child to be registered with the doctor for Child Health Monitoring?
	YES/NO


NEXT OF KIN
	Please provide contact details of the person we should contact in the case of an emergency.

Your medical details will not be shared with this person unless you give permission
	Name
	

	
	Address
	

	
	Telephone No.
	

	What relationship is this person to you?
	


YOUR ETHNICITY AND LANGUAGE
	WHITE:

British or Mixed British
	
	MIXED:

White and Black African
	
	ASIAN:
Pakistani or British

Pakistani
	
	BLACK:
African
	        

	WHITE:

Irish


	
	MIXED:
White and Asian
	
	ASIAN:
Bangladeshi or

British Bangladeshi
	
	BLACK:
Any other

background
	

	WHITE:

Any other background
	
	MIXED:
Any other

background
	
	ASIAN:
Any other

background
	
	BLACK:
Caribbean


	

	ANY OTHER

Ethnic group
	
	MIXED:
White and Black

Caribbean
	
	ASIAN:
Indian or 

British Indian
	
	CHINESE:
	

	I prefer not to specify my ethnic group
	

	What is your first spoken language?

We will record your first spoken language as ENGLISH unless you specify otherwise
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YOUR FAMILY HEALTH HISTORY
Have your parents, brother(s) or sister(s) suffered from any of the problems listed below:-

Please tick and then circle which family member

	Diabetes
	
	Father
	Mother
	Sister
	Brother

	Asthma
	
	Father
	Mother
	Sister
	Brother

	High Blood Pressure
	
	Father
	Mother
	Sister
	Brother

	Stroke/TIA
	
	Father
	Mother
	Sister
	Brother

	Heart Disease
	
	Father
	Mother
	Sister
	Brother


YOUR PERSONAL HISTORY
Please tick if you have a history of any of the following health problems:-

	Cancer
	
	Coronary Heart Disease, Heart Failure, or
Atrial Fibrillation
	

	Dementia or Alzheimer’s
	
	Depression or Mental Health Problems
	

	Asthma
	
	Kidney Disease
	

	COPD
	
	Stroke or Transient Ischemic Attacks
	

	Diabetes
	
	Learning Difficulties
	

	Epilepsy
	
	Thyroid Disease
	

	Hypertension (high blood pressure)
	
	
	

	If you have any other history or important illnesses, disabilities or operations not mentioned above please give details here:




DO YOU HAVE ANY ALLERGIES TO MEDICATION?
	Please list below any allergies you have

	


DO YOU TAKE ANY MEDICATION?
	Are you taking any regular/repeat medication?  If so please make a list below OR attach the most recent prescription list from you previous GP surgery.  This information is essential to enable your new GP to authorise future repeat medication

	


WHAT IS YOUR SMOKING STATUS?
	Do you smoke?
	Yes/No

	If Yes – How many per day?
	

	If, no, are you an Ex-Smoker?
	Yes/No

	If, yes, when did you give up?
	Date:

	THE PRACTICE PROVIDES A SMOKING CESSATION SERVICE.  IF YOU ARE INTERESTED, PLEASE MAKE AN APPOINTMENT TO SEE ONE OF OUR SMOKING CESSATION ADVISORS.
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WHAT IS YOUR ALCOHOL STATUS?
	Do you drink alcohol?
	Yes/No

	If, no, when did you stop
	Date:

	If, yes, please answer the questions below:

	How many units of alcohol PER WEEK do you drink?
	1 pint of beer, lager or cider = 3.6
	

	
	Gin, rum, vodka, whiskey – small double = 2 units
	

	
	Wine and champagne – 1 standard glass = 2 units
	

	ALCOHOL FAST SCORE

	How often do you have 8 (men) or 6 (women) or more drinks on one occasion?
	Never
	

	
	Less than monthly
	

	
	Monthly
	

	
	Weekly
	

	
	Daily or almost daily
	

	How often in the last year have you failed to do what was expected of your because of drinking?
	Never
	

	
	Less than monthly
	

	
	Monthly
	

	
	Weekly
	

	
	Daily or almost daily
	

	How often in the last year have you not been able to remember what happened when drinking the night before?
	Never
	

	
	Less than monthly
	

	
	Monthly
	

	
	Weekly
	

	
	Daily or almost daily
	

	Has a relative/friend/doctor/health worker been concerned about your drinking or advised you to cut down?
	No
	

	
	Yes but not in the last  year
	

	
	Yes during the last year
	

	ALCOHOL – AUDIT-C SCORE



	How often do you have a drink containing alcohol?
	Never
	

	
	Less than monthly
	

	
	2 – 4 times per week
	

	
	2 – 3 times per week
	

	
	4+ times per week
	

	How many units of alcohol do you drink on a typical day when you are drinking?
	Never
	

	
	1 - 2
	

	
	3 - 4
	

	
	5 - 6
	

	
	7 - 9
	

	
	10+
	

	How often have you had 6 or more (female) or 8 or more (male) on a single occasion if the last year?
	Never
	

	
	Less than monthly
	

	
	Monthly
	

	
	Weekly
	

	
	Daily or almost daily
	

	How often during the last year have you found that you were not able to stop drinking once you had started?
	Never
	

	
	Less than monthly
	

	
	Monthly
	

	
	Weekly
	

	
	Daily or almost daily
	

	How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
	Never
	

	
	Less than monthly
	

	
	Monthly
	

	
	Weekly
	

	
	Daily or almost daily
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	How often during the last year have you had a feeling of guilt or remorse after drinking?
	Never
	

	
	Less than monthly
	

	
	Monthly
	

	
	Weekly
	

	
	Daily or almost daily
	

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?
	Never
	

	
	Less than monthly
	

	
	Monthly
	

	
	Weekly
	

	
	Daily or almost daily
	

	Have you or somebody else been injured as a result of your drinking?
	No
	

	
	Yes, but not in the last year
	

	
	Yes, during the last year
	

	Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested you cut down?
	No
	

	
	Yes, but not in the last year
	

	
	Yes, during the last year
	


DO YOU TAKE RECREATIONAL DRUGS?
	Do you have a drug related problem?
	Yes/No

	If, yes, please give details
	


IF YOU ARE 25 OR UNDER

	Would you like a free chlamydia test?
	YES/NO

	If, yes, please give patient testing kit
	


IF YOU ARE FEMALE AND AGED BETWEEN 15 – 65 YEARS – DO YOU USE ANY FORM OF CONTRACEPTION? 
Please circle which method you use
	Coil
	Depot Injection
	Implant
	Oral Pill
	Patches
	Other

	If you do use contraception - when was your last check-up /review with a GP or Nurse?
	Date:

	If you have a Coil or Implant - approximately what date was it fitted?
	Date:

	If you have depot injections – when was your last one?
	Date:

	If you have recently had a smear – when was the date?
	Date:


WOULD YOU LIKE TO JOIN THE NHS ORGAN DONOR REGISTER?

Please sign below:-
	Signature confirming consent for inclusion on the NHS Donor Register
	

	Date
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CARER STATUS
	Do you have a carer?
	Yes/No

	If, yes, please give carers details:
	Name
	

	
	Address
	

	
	Tele Number
	

	Do you care for someone who is elderly, disabled or has special needs?
	Yes/No

	If, yes, please give details of the person for whom you are care for:
	Name
	

	
	Address
	

	
	Tele Number
	


	SIGNATURE OF PATIENT
	

	OR SIGNATURE on behalf of a patient
	

	DATE


	

	PLEASE NOTE BY SIGNING THIS FORM YOU ARE CONSENTING TO RECEIVE TEXTS AND EMAILS FROM THE PRACTICE


                                                 SHARING YOUR NHS PATIENT DATA
Information sharing in the NHS is subject to rigorous regulation and governance to ensure your full identifiable and personal medical data is kept confidential and only ever seen by carefully vetted doctors, nurses and administrative staff responsible for overseeing your care.

With the development of information technology the NHS will increasingly be sharing key information from your GP medical notes with Our of Hours GP Services, Hospital A & E Units, Community Hospitals and Community Nurses, all of whom may at various times in your life be looking after you.  Sharing information can improve both the quality and safety of care you receive and in some cases can be vital in making life-saving decisions about your treatment.

There are currently three different elements of “sharing NHS patient information”

· SCR = The NHS Summary Care Record

· CARE.DATA = The Extraction of Data for Research

· Record Sharing 

The first elements is about ensuring continuity and safety in your personal care and the second is about extracting anonymous data for research to improve the future commissioning of health and social care services and the health of the nation.
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                                                SCR = NHS SUMMARY CARE RECORD
The NHS Summary Care Record was introduced many years ago to help deliver better and safer care.

It contains basic information about:

· Any allergies you may have,

· Unexpected reactions to medications, and

· Any prescriptions you have recently received

The intention of the SCR is to help clinicians in Hospital A & E Departments and GP ‘Out of Hours’ health services to give you safe, timely and effective treatment.  Clinicians are only allowed to access your SCR record if they are authorised to do so and, even then, only if you give express permission.  You will be asked if healthcare staff can look at your Summary Care Record every time they need to, unless it is any emergency, for instance if you are unconscious.  You can refuse if you think access is unnecessary.

Over time, health professionals treating you may add details about any health problems and summaries of your care.  Every time further information is added to your record, you will be asked if you agree (explicit consent)

Patients under 16 years have an NHS Summary Care Record created for them so if you are the parent or guardian of a child then please either make this information available to them or decide and act on their behalf.
Please complete the boxes below to detail your personal decisions regarding the aspects of NHS patient data sharing:-

It is very important you sign this form to say that you understand and accept the risks to your personal health care if you do decide to opt out of SCR .  Hand the completed form into your GP Surgery; they will scan this form into your NHS GP Medical Records and enter the appropriate computer codes.
	Patient’s full NAME
	

	Patient’s DATE OF BIRTH
	


1. SCR – NHS SUMMARY CARE RECORD
Please tick only one box

	
	Express consent for medication, allergies and adverse reactions only

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

	
	Express dissent – Patient does not want a summary care record and fully understands the risk involved with this decision


	Patient’s full SIGNATURE
	

	Date
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CARE.DATA (better information means better care)

The data held in your GP medical records is shared with other healthcare professionals for the purposes of your individual care.  It is also shared with other organisations to support health and care planning and research.

If you do not want your personally identifiable patient data to be shared outside of your GP Practice for purposes except your own care. 

Currently individual patients can “Type 1 Opt-out” or Withdraw Opt-out (Opt-in) if they wish, by registering through the NHS Digital website – www.nhs.uk/your-nhs-data-matters or by phoning 0300 303 5678.  You can change your mind at any time and as many times as you wish.  Type 1 Opt-outs may discontinued in the future.  If this happens then they may be turned into a Nation RECORD SHARING

A patient can choose to permit or restrict access to information entered into their records at each organisation or other care services that may care for them.  The patient will be asked if they wish to give or refuse consent for record sharing at each organisation at which they receive care.  The patient’s consent can be changed at any time.al Data Opt-out.  Your GP practice RECORD SHARING

THANKYOU FOR FILLING IN THIS GP REGISTRATION FORM

IT HELPS US TO HELP YOU
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