CRADLEY SURGERY


NEW PATIENT ADULT REGISTRATION QUESTIONNAIRE

A COMPLETED PRF1 FAMILY DOCTORS SERVICES REGISTRATION FORM MUST ACCOMPANY THIS QUESTIONNAIRE
IF YOU NEED AN APPOINTMENT IN THE NEAR FUTURE PLEASE RETURN THIS FORM PROMPTLY SO THAT WE CAN REGISTER YOU ON OUR CLINICAL SYSTEM – YOU WILL BE UNABLE TO MAKE AN APPOINTMENT UNTIL THIS IS DONE. 

POSTCODE CHECKER – IS PATIENT IN AREA  FORMCHECKBOX 


To the Patient:
We are very pleased that you have decided to register with our Practice.  In order to help us locate and request your medical records, and to help our doctors and nurses give you the best possible care before they arrive, please fill in this registration form as thoroughly as you can.  

PLEASE RETURN COMPLETED FORMS IN PERSON TO RECEPTION BETWEEN 9 – 11a.m. (Mon – Fri). 
Please check you have:-

 FORMCHECKBOX 
 COMPLETED and SIGNED THE NHS PRF1 FORM. 

 FORMCHECKBOX 
 Provided 1 form of photo identification (e.g. passport) AND
 FORMCHECKBOX 
 Provided 1 form of proof of residence (e.g. utility bill).  
     We do need to see the originals but we will not take copies of them.
 FORMCHECKBOX 
 If you need medication soon you need to have provided us with a Repeat Medication Request slip from 
      your previous GP or bring  us the medication containers.

· When you return the form our Receptionists will advise you of your named GP but you may see any of the doctors at the practice.

· Cradley Surgery has a clear catchment boundary.  If a person or family live outside this boundary and wish to register at Cradley Surgery they are legally entitled to do so as long as certain criteria can be met.  If your address is outside of our catchment area one of our administration team will contact you about registering under that scheme if it is appropriate. 

· You will be able to access information about the surgery, the services we provide and our staff on our website www.cradleysurgery.nhs.uk. This information is also provided in our brochure – please ask for a copy at reception.

If you need this form in an alternative format, for example large print or easy read, or if you need help with communicating with us, for example because you use British Sign Language, please let us know.  You can call us on 01886 880207 or email cradleysurgery@nhs.net
ADULT
NEW PATIENT REGISTRATION QUESTIONNAIRE
NEXT OF KIN DETAILS

Name of Next of Kin ______________________Relationship to you____________________
    

Address of Next of Kin________________________________________________________    

__________________________Contact Telephone Number__________________________    

Do you give consent to the surgery to disclose information to your Next of Kin? YES FORMCHECKBOX 
   NO FORMCHECKBOX 
                                 
Please Sign to confirm your consent__________________________________________

Do you have a “Living Will”?





                           YES FORMCHECKBOX 
       NO FORMCHECKBOX 
                         statement explaining what medical treatment you would not want in the future)


If Yes, can you please let the surgery have a copy for your medical record.

Have you nominated someone to speak on your behalf?

                            YES FORMCHECKBOX 
       NO FORMCHECKBOX 
                        
(E.g. a person who has “Power of Attorney”)?






Do you have any religious or cultural needs that you would like us to record? YES FORMCHECKBOX 
      NO FORMCHECKBOX 

__________________________________________________________________________

YOUR HEALTH QUESTIONNAIRE

EXERCISE

Do you take regular exercise?      Yes FORMCHECKBOX 
      No FORMCHECKBOX 
                                                                                                             

If yes, what sort of exercise? __________________________________________________________

How many times per week?  __________________________________________________________

FAMILY HISTORY

Have any of your blood relations suffered from the following and if so who and at what age
                               

 FORMCHECKBOX 
Stroke     


         who_______________________________
 at what age ______

 FORMCHECKBOX 
Heart Attack  

         who_______________________________
 at what age ______

 FORMCHECKBOX 
Diabetes 


         who_______________________________
 at what age ______ 

 FORMCHECKBOX 
Asthma          

         who _______________________________     at what age ______

 FORMCHECKBOX 
High Blood Pressure/Hypertension who _______________________________ at what age ______

Date Stamp Received





Received by (initials) ____________________________





ID SEEN (state) __Photo_________________________________Residence______________________________________





Named GP ________________________________________ Patient Informed by (initials) 
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