Pembroke Surgery

New Patient Registration Form >5yrs

Today’s Date:

Please complete this confidential gquestionnaire.

Please complete a separate form for each family member to be registered.

Please complete in BLOCK CAPITALS and tick the boxes as appropriate.

Full Name:

Date of Birth:

Nir / Mrs / Miss / Ms / Other........

Home Number

Address and Postcode

Mobile Number:

Work Number:

Email Address: Occupation:
Marital - - ] Male: Female:
Status: - Sender: |
Feet [ inches cm Your ol stones / Ibs. ke
weight:
CofE Catholic Other Christian (state) Buddhist Hindu Mushm
Sikh Jewish lehovah’s Witness Ne religion Other religion (state}
- Your Ethnic Origin: -~ -| white British White Irish White Other

Black Caribbean

Black African

Mtixed White/Caribbean

Mixed White/Asian

Indian Pakistani gangladeshi Other Asian
Background
Other Black Chinese Other Ethnic Group (state)

Background

Mixed White/Black African




Your ma!n or1™language | English Hindi Gujurati Lirdu Bengali Punjabi

Spoken 7 Understood. :
{select ona).
Polish Ukralman French German Spanish Other:
(Please
Specify)

-Smoklng, Alcohol Consumptmn and Exercise; - _ :
' Yes No Have’ you ever been a
:f-'_ g smoker‘-’ '

Yes MNo

i Are you currently a
s_m.oke'r__? :

N i _so how many czgarettes/ cigars /. =
TR tobacco do you smake ina'week? "

If you are a smoker and want to stop, please make an appointment with one of our Health Care Assistants.

How often do vou have a drm (o > QManthiy 2-4times | 5 3 4imes | A times per
: that contalns aFcohol? Never orless’ per month per week week
1-2 5-6 7-8 10+
le occas) Never ;_._l:;ssnttll\]?n_; Monthly Weekly | Daily or aimost
m_t_he lastyear? Sl £ daily
*Units =
Pint of 3.5-4% beer/lager = 2 units
Pint of 5.2% beer/lager = 3 units
Small 12% (175ml) glass of wine = 2 units
Large 12% (250m!) glass of wine = 3 units
Small 25 ml spirits = 1 unit (some pubs self
35 spirits = 1.5 units)
Alcopops 5% = 1.4 units
When was, vour Date S Waé‘t:h:is: fat'\'pbu'r“ Yes NO
last: smear done?_ _ L GP's Surgery?:-
IWhat was the resuit

'of he sinear’ .

. Method of

Date ik _
'-'.contraceptlo (lf

Date of_last mammogram B

Yes NO




Your Medical Background: oo o T T

_W_hat lllnesses have
. youhad & When?

| '-“wh'at 6‘péfa't’i6hs' i
have you had and

- Do you have ; any . :
medlcal P 'blems at

_Please st any ablets,_i'

Diabetes Heart Heart attack under age of Bowel Cancer
Attack 60
Breast Cancer High Blood Pressure Asthma

Thyroid Disorder Any other important Family {llness?

-.Ves, I am mterested m becommg mvolved m the Pract:ce Patnent Partlcmatnon Group :
o L {Please tick the “Yes" Box) ' S

Patieﬂt ' S|gnature on
. Signature: - behalf of Patlent'




T Please detall below s speaﬁc'needs you have s0. the Practlce can ensure they are |dent|f‘ ed and
: “accommodated bv taking the appropriate action: : :

Impalrment you have

(l e Speech Hearmg, S;ght)

' Ptease state anySensory e

Are you an ‘Assustance Dog’ User'-"

s :-.P_!_e_a'se_ State_-an_y__ﬁhys_!'cei

Person Cared For Contact Details;

Carer Contact Details:

Signed: Date:
Do you have:a meg w:u i Yes / No If “Yes”,
(a statement expiammg what can you please bring a written copy of it
med:caf treatment you would not youp . g i
L wiantinthe. future)'-’ S in to the Surgery
T Yes / No If “Yes”, can you please bring a written copy of it

Have you nommated som '

speak on your behalf (e_ _ ca

in to the Surgery
please state their name [ address / phone number:




THIS FORM IS TO IDENTIFY IF YOUR CHILD REQUIRES IMMUNISATION
AGAINST TUBERCULOSIS (BCG)

One form to be completed for every child/young person please. To be completed for all
young persons aged under 16 years who are registering.

This information WILL NOT be used for any other purpose.

Has your child been immunised against Tuberculosis (BCG)? Please tickv” Yeso Noo
If YES please give the date of immunisation ................... ...l

Was the child born in the UK?v Yes o
If NO piease PRINT the country where the child was born

Were either of the child’s parents born outside the UK? Piease tick v Yes o
if YES please PRINT which country the parent/s was/were born in
Were any of the child’s grandparents born outside the UK? Please tickv’ Yes o

if YES please PRINT which country they were born in

Has there been a case of TB in the family in the fast 5 years ? Please tickv' Yes o No o

If YES please confirm if your child was tested for TB at that time Yes o

No o

No o

Noao

No o




Next Of Kin

In order to update your personal details it would be helpful if you gave

us details of your next of kin. It is important that we have these details

in case there is an emergency and you or your next of kin need to be
contacted.

To Pembroke Surgery Staff:

My name is:

My date of birth is:

My address is:

My telephone number is:

My next of kin is:
Please inform him/her if | have been in an accident or am admitted to hospital.

Their relation to you:

Landline:

Mobile number:

Address:

The person named above is the person that | am closest to. | consent that you
discuss my condition with them. If your circumstances change please inform us as
soon as possible.

If you have no next of kin please tick here

Signature:

Date:




