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Welcome to the practice,

Before being accepted for registration, it is essential for you to complete the form overleaf 

and have a health check, which involves answering some questions and carrying out a simple

examination with our practice nurse.  

The physical examination will include having your height, weight and blood pressure measured and a specimen of your urine tested. The examination is necessary for all new patients over 16 years of age.

Please make an appointment with the receptionist for the health check. Please bring a specimen of urine with you when you come for this

Following the examination and completion of form together with your medical card, you will be formally registered with this practice.

Thank you for your co-operation.

PATIENT INFORMATION

STRICTLY CONFIDENTIAL






DATE:

Surname:




Occupation:

Forename:




Marital Status: Single/Married/Divorced/Widowed

Address:




Date of Birth:







Telephone No:








Mobile No:

I consent to the practice contacting me via SMS Text Message:…………………………………………………

    (signature required)


Ethnic Origin:

( White Scottish
( White Irish

( White English
( White Welsh




( Polish

( Indian

( Pakistani

( Chinese




( Bangladeshi

( Black Caribbean
( Black African
( Black British




( Other ethnic group. Please specify……………………………………..

Do you need an interpreter or sign language support?

YES / NO

If you do need an interpreter what language do you speak?  ……………………………………………...

MEDICATION – (Please list any medication you take regularly, and the reason.)

ILLNESS/OPERATIONS – (Please list main details)

HAVE YOU ANY ALLERGIES ? (To drugs/chemicals)

DATE OF LAST CERVICAL SMEAR:



DONE AT GP: Yes/No

(If female)

SMOKING STATUS: ( Never smoked
( Ex-smoker

( Smoker, specify amount……………

HOW MUCH ALCOHOL DO YOU HAVE IN A WEEK ?
……………..
Units/wk.

HOW MANY PREGNANCIES HAVE YOU HAD ? (If applicable)

WHEN WAS YOUR LAST TETANUS INJECTION ?

ARE YOU A CARER? (Provide help and support to a family member or friend)

FAMILY HISTORY:

Have your parents, brothers or sisters suffered from any of the following illnesses?   

If so please give details and age.

( High Blood Pressure…………………………………………………………………………………….

( Heart Disease……………………………………………………………………………………………

( Asthma…………………………………………………………………………………………………..

( Diabetes………………………………………………………………………………………………….

( Other …………………………………………………………………………………………………….

