
The Banks Surgery

New Patient Health Questionnaire

Thank you for applying to join The Banks Surgery.  As a new patient to the practice, we would like to welcome you and ask you to complete the following questionnaire for each person registering.  This will assist in providing you with the best care.

Like all practices, we have a registered practice boundary that we support. We also abide by the NHS Zero-Tolerance policies. We reserve the right to remove patients who do not live within our practice boundary or breech the NHS Zero-tolerance policies.

You must sign the form on the final page to confirm all the details given are correct.

All information given to us will be confidential and used only in accordance with statutory regulations, e.g. Data Protection Act/GPDR.

For online registration purposes please supply a photographic form of ID.

Please complete all areas that are applicable to you or your child in CAPITAL LETTERS and tick the appropriate boxes.
If you need any support in completing this form, please ask at the reception. If you have a disability, which means you need information in a different way please contact the surgery and fill in an Accessibility Contact Form.

DEMOGRAPHICS SECTION

	First name
	
	Title
	Mr/Mrs/Ms/Miss/Other ……..

	Middle names
	
	Preferred calling name
	

	Surname
	
	Date of Birth
	

	Mobile Tel. Num.

Home Tel. Num.

Work Tel. Num.
	
	Address

	
	
	




Postcode:

	
	
	

	Email Address
	
	

	Occupation
	
	

	Relationship status
	Single |_|  / Cohabiting  |_| / Married   |_| / Civil partnership |_| / Separated |_| / Divorced |_| / Widowed  |_|



ETHNICITY AND COMMUNICATION (please tick/highlight the option that best describes your ethnic group or background)
	White
	
	English/Welsh/Scottish
	
	Northern Irish
	
	Irish

	Black
	
	Caribbean
	
	African
	
	Other

	Asian
	
	Indian
	
	Pakistani / Bangladeshi
	
	Chinese

	Mixed
	
	White + Black Caribbean
	
	White + African
	
	White + Asian

	Other Please specify:
	
	

	Main spoken Language
	|_| English           |_| Sign Language        |_| Makaton        |_| Other (please specify)

Interpreter required? |_| Yes|_|  No


								
NEXT OF KIN / EMERGENCY CONTACT (in the event of a medical emergency when you are uncontactable)
	Name of preferred contact
	

	Relationship of contact to you
	

	Contact’s telephone number(s)
	



	Are you a Military Veteran? 
	|_|   Yes          |_|  No


MEDICAL HISTORY SECTION

	Height
	
	Weight
	

	To the best of your knowledge are you up to date with all immunisations you should have had in your lifetime?
	        |_|  Yes	                               |_|  No



DO YOU HAVE ANY CURRENT MEDICAL PROBLEMS?      |_|      NO – go to next question           |_|  YES  - please complete below
	Problem
	Date of diagnosis
	Problem
	Date of diagnosis

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



ARE YOU ON ANY CURRENT MEDICATIONS?      |_|      NO – go to next question           |_|  YES  - please complete below
	Medication
	Dose
	Freq.
	Medication
	Dose
	Freq.

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



ARE YOU ALLERGIC TO ANYTHING?      |_|      NO – go to next question           |_|  YES  - please complete below
	Trigger
	Reaction
	Trigger
	Reaction

	
	
	
	

	
	
	
	



ADDITIONAL INFORMATION (Anything you would particularly like to tell us about yourself?)
	







FAMILY HISTORY (Have any of your family, ever had/have any of the following?)
	Disease
	No
	Yes
	Relationship to you and their age at diagnosis

	Angina/Heart attacks
	
	
	

	Stoke/Mini stroke
	
	
	

	Diabetes
	
	
	

	Asthma
	
	
	

	High blood pressure
	
	
	

	Depression
	
	
	



FEMALE PATIENTS ONLY
	Date of last smear
	
	Have you ever had and abnormal smear
	|_|  Yes     |_|  No

	Most resent smear result
	
	Do you need any contraception advice
	|_|  Yes     |_|  No

	How frequently are you due to have smears?
	


LIFESTYLE SECTION

	Diet
	Exercise
	Smoking

	Good diet
	
	Number of episodes of 30mins challenging  exercise per week
	Never smoked
	

	Average diet
	
	None
	
	Ex-smoker
	
	When stopped
	

	Poor diet
	
	Light (1)
	
	Current smoker
	
	Number per day
	

	Vegetarian
	
	Moderate (2-3)
	
	
	
	When started
	

	
	
	Heavy (4+)
	
	
	
	Would you like support to quit?
	

	Vegan
	
	
	
	
	
	
	

	Recreational drugs

	Do you take any recreational drugs? 
	
	

	If Yes, would you like help to stop?
	
	



Alcohol Consumption Questionnaire

Please circle your answers below using the scoring system 0 – 4.
	Questions
Section 1
	0
	1
	2
	3
	4
	Your score

	How often do you have a drink that contains alcohol?
	Never
	Monthly or less
	2-4 times per month
	2-3 times per week
	4+ times per weeks
	

	How many standard alcoholic drinks do you have on a typical day when you are drinking?
	0-2
	3-4
	5-6
	7-8
	10+
	

	How often do you have 6 or more standard drinks on one occasion>
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Total
	



Scoring: A total of 5+ indicates hazardous or harmful drinking. If your score is 5+ you will need to complete the additional questions below. 

	Questions
Section 2
	0
	1
	2
	3
	4
	Your score

	How often in the last year have you found you were not able to stop drinking once you had started?
	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 you because of drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you needed an alcoholic drink in the morning to get you going?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you had a feeling of guilt or regret after 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
	

	Have you or someone else been injured as a results of your drinking?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	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
	

	Total Section 2
	

	Total Section 1
	

	Total Sections 1 + 2
	


Total score of sections 1 + 2: 0-7 = Sensible drinking, 8-15 = Hazardous drinking, 16-19 = Harmful drinking, 20+ = Possible dependence
SUPPORT AND SAFEGUARDING SECTION

ADULT PATIENTS

ADULT SUPPORT (If registering an adult please complete the following)
	Are you a carer for anyone?
	|_|  Yes	- Complete information below
	|_|  No

	Are they registered at The Banks Surgery
	Name of patient
	
	

	          |_|  Yes	           |_|  No
	Relationship 
	
	

	Do you have a carer?
	|_|  Yes	- Complete information  below
	|_|  No



	Are they registered at The Banks Surgery
	Name of Carer
	
	

	          |_|  Yes	           |_|  No
	Relationship 
	
	

	Would you like additional support from the carers service
	|_|  Yes	                 |_|  No



ADULT SAFEGUARDING
	Would you class yourself as a “Vulnerable Adult”?
	|_|  Yes (Complete additional info)	                             
	|_|  No – go to next question

	This could include any other following (please tick if they apply)
	

	Domestic abuse
	Sexual abuse
	Financial abuse
	

	Physical abuse
	Modern slavery
	Institutional abuse
	

	Learning disabilities
	Drug addiction
	Social isolation
	

	Would you like additional support regarding this?
	|_|  Yes	                             |_|  No
	

	Do you have any involvement with Social care
	|_|  Yes	                             |_|  No
	If yes, please state the reason why
	
	

	Is a “Deprivation of Liberty Safeguarding” in place?
	            |_|  Yes	                             |_|  No
	



ADULT ADVANCED PLANNING (If applicable, please provide a copy of the original document for legal confirmation)
	Do you have a Power of Attorney for Finances?
	|_|  Yes	- Complete information
	|_|  No

	Name of attorney
	
	Contact number
	
	

	Do you have a Power of Attorney for Health?
	|_|  Yes	- Complete information
	|_|  No

	Name of attorney
	
	Contact number
	
	

	Do you have an Advanced Directive?
	|_|  Yes	
	|_|  No

	Do you have a Respect form or Resuscitation Status?
	|_|  Yes	- Complete information
	|_|  No

	Resuscitation status
	|_|  FOR Resuscitation    |_|  NOT FOR Resuscitation
	



CHILD PATIENTS

CHILD SUPPORT (If registering a Child please complete the following)
	
	Name
	Registered at The Banks
	Relationship

	Who has parental or legal responsibility for the child?
	1
	|_|  Yes	                             |_|  No
	Parent / Guardian / Foster / Carer / Adoptive parent

	
	2
	|_|  Yes	                             |_|  No
	Parent / Guardian / Foster / Carer / Adoptive parent




CHILD SAFEGUARDING (If registering a Child please complete the following)
	Do you have any involvement with Social care?
	|_|  Yes	- Complete information
	|_|  No

	Social care input
	

	Child protection plan in place
	|_|  Yes	       |_|  No
	Social workers name
	

	Child in Need plan in place
	|_|  Yes	       |_|  No
	
	

	Support only
	|_|  Yes  	       |_|  No
	
	

	Are there any other Agencies involved in their care? (please given organisation and contact details)     
	|_|  Yes                             
	|_|  No

	
	
	

	Is the child classed as looked after?
	|_|  Yes	- Complete information
	|_|  No

	|_| Subject to a Full Care Order  
	|_| Placed for adoption                     
	

	|_| Subject to an Interim Care Order       
	|_| Unaccompanied Asylum Seeker 
	

	|_| Section 20-Voluntary Care          
	|_| Private fostering
	


ACCESSIBILITY SECTION

ELECTRONIC PRESCRIPTION SERVICE (EPS) All prescriptions are now being sent electronically.  
	Please nominate a pharmacy: (So we can send your prescription direct to them)
         Boots (Swan street)  |_|          Riverside (In Cost-cutters)  |_|          Boots (Barrow)  |_|          Boots (Quorn) |_|

Other (Pharmacy name and postcode) |_|

	



DATA SHARING
	Summary Care Record (SCR)
The SCR is a summary of your medical history that can be shared between healthcare staff treating patients in an emergency or out-of-hours with faster access to key clinical information. More information can be found by visiting www.nhscarerecords.nhs.uk and practice website 
Tick this box if you wish to opt-in to the SCR             |_|
[bookmark: Check12]Tick this box if you wish to opt-out of the SCR          |_|
Please collect an opt out form reception or download a form from practice websiteNational Data Opt-out
Due to the introduction of the General Data Protection Regulation (GDPR) in May 2018 there have been national changes on how patients record their preference as to how they would like their data shared.
More information can be found by visiting the NHS website https://www.nhs.uk/your-nhs-data-matters/ . You can update your preferences there. 




ON-LINE SERVICES
If there are any problems with your registration, we will contact you to clarify any issues, but once your details have been entered into our computerised records you will be able to register with our on-line service provider (Patient Access App) and access appointments, prescriptions and some sections of your own medical record via the internet. 

	I wish to have access to the following online service 
	|_|  Yes	                               |_|  No

	If yes, what would you like access to?
	|_|  Repeat prescriptions  

	
	

	If you wish to access to your medical record online, you must understand and agree with each statement (please tick)

	I have read and understood the information leaflet provided by the practice
	|_|  Yes	                             

	I will be responsible for the security of the information that I see or download
	|_|  Yes	                             

	If I choose to share my information with anyone else, this is at my own risk
	|_|  Yes	                             

	I will contact the practice as soon as possible if I suspect that my account has been accessed by someone without my agreement
	|_|  Yes	                             

	If I see information in my record that is not about me, or is inaccurate I will log out immediately and contact the practice as soon as possible
	|_|  Yes	                             



COMMUNICATION METHODS
	We frequently use text messages as a method of communication with our patients. Please confirm we have your permission to do this and you will respond appropriately to requests.
	|_|  Yes	|_|  No



	*Signed
	
	*Date (dd/mm/yyyy)	  		      /	       /



	Signed on behalf of patient (if applicable)			Full Name:
(Minors under 16 years old, adults lacking capacity)		

							Relationship:



Thank you for providing this information. We look forward to providing you with a high standard of care in a friendly and professional manner.

Please take a copy of our practice leaflet.


This page is for Banks Staff completion



NEW REGISTRATION PROCESSING

Registration form done		|_|

New patient template done		|_|

SCR done				|_|

Online services done		|_|

Welcome letter			|_|


To be completed by Banks Staff   -   Date of entry   …………………   Initials  …………………



OUTCOMES

Drug help			|_|  	Complete |_| Date ………………   Initials  ………………

Smoking cessation		|_| 	Complete |_| Date ………………   Initials  ………………

Alcohol help			|_| 	Complete |_| Date ………………   Initials  ………………

Carer support (JS)		|_| 	Complete |_| Date ………………   Initials  ………………

Vulnerable support	(JF)	|_| 	Complete |_| Date ………………   Initials  ………………

EPS Set up			|_| 	Complete |_| Date ………………   Initials  ………………

Smear recall	(SE)		|_| 	Complete |_| Date ………………   Initials  ………………

Contraception advise (SE)	|_| 	Complete |_| Date ………………   Initials  ………………

Safeguarding (JF)		|_| 	Complete |_| Date ………………   Initials  ………………


Page 6 of 6
Patient Name ………………………………………………		Date of Birth …………………………………………………..
