New Patient Registration

In order for you to be registered with this practice you must be’ lawfully living in the UK, voluntarily for a settled purpose’ for over 6 months and reside in the practice area. Please confirm that you fulfil these criteria by signing below:
Signed:







Date:

(You may be asked to provide proof of your residency and the following documents are some of those acceptable for this purpose; A NHS medical card, a utility bill, a letter from a host family or college or a passport.)
It is very important for both you and us that the details we hold for you are correct and up to date.  Please spare a few minutes to complete the following questions and return this form to us.

Thank you.
Patient details:

Name ……………………………………………………Date of birth ………/………/………

Address ………………………………………………………………………………………………

Telephone number (Home)…………………………………   (Work)……………………...........


    
(Mobile)………………………………..
  
 Do you live alone? Yes/No
(Under 16’s: Name of current school ..……………………………………………………)
Next of Kin ………………………………………………Relationship to you ………………………………   
Address……………………………………………….…………………………………………………………
……………………………………………………………….. ………………… 
Telephone number ………………………………………
Do you have any additional special needs? 
 ……………………………………………………………………………….

Carers/Cared for

I care for: Name and relationship 
……………………………………………………………………………………………
Address …………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………
Name of their GP …………………………………….. GP Tel no ……………………………….

I am cared for by: 
Name ………………………………………………………………....................................................
Address……………………………………………………………………………………………………………

……………………………………………………………………………………………………………………
Tel no ……………………………………………………………………….
(Please tick one box)
I am a smoker   FORMCHECKBOX 

I am an Ex-smoker   FORMCHECKBOX 

I have never smoked   FORMCHECKBOX 
      Leaflet given   FORMCHECKBOX 

Alcohol consumption (no. of units per week)……………
(1 unit = 1 small glass wine/half a pint of standard beer/1 small measure of spirits

Have you had any operations?............................................................................................................

Are you taking any medication regularly, including contraception? ……………………………………..

…………………………………………………………………………………………………………………...

Do you have any allergies to medication, which may have caused a rash?.......................................

Have you had any ongoing medical problems such as: Heart disease/High Blood Pressure/Stroke/

Diabetes/Asthma/Cancer/Epilepsy/any others?

……………………………………………………………………………………………………………………..

Is there a history in your family of: Heart disease/Stroke/Diabetes/Asthma/Breast Cancer/Bowel Cancer/Ovarian Cancer?  If so please state which relative and the approximate age at which they were diagnosed.

……………………………………………………………………………………………………………………..

……………………………………………………………………………………………………………………..

I weigh ……………………… St/lbs or Kgs
My Height is ……………………… Ft/inches or Metres
Which ethnic group do you belong to? (please tick one box)

 FORMCHECKBOX 

White


 FORMCHECKBOX 

Black or Black British

 FORMCHECKBOX 

Asian or Asian British

 FORMCHECKBOX 

Mixed


 FORMCHECKBOX 

Chinese



 FORMCHECKBOX 

Other ethnic group

If any of the above details change please inform us as soon as possible so we can amend our records.

Evergreen Oak Surgery is registered under the Data Protection Act. 
