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WELCOME TO

SALTERS MEDICAL PRACTICE
NEW PATIENT REGISTRATION PACK

PLEASE ENSURE THAT ALL SECTIONS OF THE GMS1 (PURPLE FORM) ARE FILLED IN COMPLETELY INCLUDING YOUR SIGNATURE
PLEASE ALSO PROVIDE 1 PHOTO ID DOCUMENT AND 2 NON-PHOTO DOCUMENTS WITH PROOF OF ADDRESS 
PLEASE COMPLETE AND RETURN THE ENCLOSED NEW PATIENT QUESTIONNAIRE

SALTERS MEDICAL PRACTICE NEW PATIENT QUESTIONNAIRE
Please complete this questionnaire in full, this will enable us to treat you and give advice while we obtain your medical records from your previous GP. Thank you.
	Surname
	Forename(s)
	Date of Birth

	
	
	

	

	Current Address:
	

	
	

	Postcode
	

	Telephone Numbers
	(Home) 
(Mobile) 
(Work)

	Email address
	

	Marital status
	

	Occupation
	

	How tall are you?
	

	How much do you weigh?
	

	
	Scoring system (1 drink = ½ pint of beer or 1 glass of wine or 1 single measure of spirits)

	How many units of alcohol do you drink?
	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 week
	

	How may standard alcoholic drinks do you have on a typical day when drinking?
	1-2
	3-4
	5-6
	7-8
	10 +
	

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

	

	How many sessions of vigorous activity have you taken in the last 4 weeks?

(1 session is 30 mins of vigorous activity)
	

	

	Do you smoke? (yes, Never or have now stopped)
	

	If now stopped –On average how many did you smoke per day? When did you stop for good?

	

	If yes – how much do you smoke daily?
	

	Are you thinking about quitting? Then please contact your local Pharmacy for advice.
	




SALTERS MEDICAL PRACTICE NEW PATIENT QUESTIONNAIRE
Family History: Has anyone in your immediate family (first and second relatives) had any of these? If so please indicate who and at what age they were diagnosed. 

	Chart of Disease
	Family Member
	Age diagnosed

	Diabetes
	
	

	Heart Disease 
	
	

	High blood pressure
	
	

	Strokes
	
	

	Epilepsy
	
	

	Thrombosis
	
	

	Arthritis
	
	

	Glaucoma
	
	

	Asthma
	
	

	Cancer ( Please mention type of)
	
	


	Any other information you feel may be useful (please use a separate sheet if necessary)

	Please write down any serious illness or operation you have had and the year in which it occurred. Please include any/all broken bones)
	Please enter the Year of the illness/injury

	
	

	
	

	
	

	
	

	
	

	
	

	Please list any medication you are taking (including oral contraceptive)

	

	Are you allergic to any medications e.g Penicillin 

	

	Are you a war veteran?
	Yes/No


	Do you have any vision impairment
	Yes/No

	Do you have any hearing difficulties 
	Yes/No

	Do you have any other disability that we need to be aware of
	Yes/No

	If you are a parent, do you have any children who have special needs?
	Yes/No

	Have you or your family required help in the past or currently from a social worker?
	Yes/No

	If you have young children are you receiving additional support from the Early Help hub or any other children services?
	Yes/No

	To help us help you it would be helpful to know if you consider yourself to be a vulnerable adult?

If yes please outline why?


	Yes/No

	How can we help you to make your contact with the Surgery easier?




	Women Only – Please give the date of your last smear test
	

	Children – Parents please bring the ‘red book’ to your child’s new patient check appointment so that any information on immunisations can be copied to the medical record

	Any other information you feel may be useful (please use a separate sheet if necessary)

	


Practice Communication Methods

Email and Text:

Salters Medical Practice is continually looking to develop our methods of communication to keep patients informed about the Practice and facilities we provide. Our Website is regularly updated with useful information and facts relating to the Practice and general health issues.

Email and text provide a faster and less expensive way of keeping you informed and we may wish to contact you by email or text to alert you to the latest news or information. 

Patient on Line service:

You can now use the internet to book appointments with a GP, request repeat prescriptions for any medications you take regularly and look at your medical record online along with viewing any test results.

Being able to see your record online might help you to manage your medical conditions. It also means that you can even access it from anywhere in the world should you require medical treatment on holiday. 

SALTERS MEDICAL PRACTICE
FURTHER INFORMATION
Ethnic Group

This questionnaire follows the recommendations of the Commission for Racial Equality and complies with the Race Relations Act.

Please indicate your ethnic origin. This is not compulsory, but may help with your healthcare, as some health problems are more common in specific communities, and knowing your origins may help with the early identification of some of these conditions.

Choose ONE section from A to F, and then tick ONE box to indicate your background.

If you do not wish to state this information please would you indicate on the form

A
White

	

	British

	
	Irish

	
	Any other white background please write in below

	


B
Mixed

	
	White and Black Caribbean

	
	White and Black African

	
	White and Asian

	
	Any other mixed background please write below

	


C
Asian or Asian British

	
	Indian

	
	Pakistani

	
	Bangladeshi

	
	Any other Asian background please write below

	


D
Black or Black British

	
	Caribbean

	
	African

	
	White and Asian

	
	Any other black background please write below

	


E
Chinese or other ethnic group

	
	Chinese

	
	Any other please write below

	


F
Not stated
	
	Not stated


Language

Please state your first language …………………………………………………………………………………………….










Please see overleaf

PLEASE REMEMBER TO TELL THE PRACTICE IF ANY OF YOUR PERSONAL CONTACT DETAILS CHANGE

Your Name

…………………………………………………………………………………………………………………………….
Next of Kin

Full Name

……………………………………………………………………………………………………………………………
Relationship to you
…………………………………………………………………………………………………………………………..

Their address

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




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




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




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

Telephone number (+ STD Code)





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

Carers
Are you a carer? (if yes, please state the name of the person(s) you care for and your relationship)
…………………………………………………………………………………………………………………………………………………………………………..

We invite all new adult patients to have a  ‘New Patient Health Check’
Please contact reception to book an appointment.
For Patients aged 65 and over or those with a chronic disease (e.g.asthma or diabetes)

	Have you ever had a flu vaccination? Enter date or ‘never’
	

	Have you ever had a pneumococcal vaccination? Enter date or ‘never’
	


	Signed
	

	Please note by signing this form you are consenting to being contacted by email and text along with applying for a Patient On Line account. Please  tick box if you wish to opt out of these service: (

	Date completed
	


	Office use only
	

	Reception checked
	

	Coded
	

	Patient On Line account created.
	


Have you had 2 Measles Mumps + Rubella Vaccinations?





NO





YES








Location :  Global/information&leaflets/Master copies

Saved as :  New patient registration form 2018

