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	NEW PATIENT REGISTRATION QUESTIONNAIRE



	Your NAMED GP at Hednesford Medical Practice is 
DR SANDEEP GEERANAVAR



	PATIENT DETAILS
	

	Title
	Mr		Mrs		
Miss		Ms		Mx

	First Name
	

	Middle Name
	

	Surname
	

	Previous Surname(s)
	

	Preferred name to be called
	

	Date of Birth
	

	Gender
	Male		Female		Not Specified		Not Known

	Marital Status
	

	Ethnic Group
	White
	Black

	
	British
	
	Caribbean
	

	
	Irish
	
	African
	

	
	Other (Please specify)
	
	Other (Please specify)
	

	
	Asian
	Mixed

	
	Indian
	
	White & Black Caribbean
	

	
	Pakistani
	
	White & Black African
	

	
	Chinese
	
	White & Asian
	

	
	Other (please specify)
	
	Other (please specify)
	

	Religion
	

	Place & Country of Birth
	

	Main Spoken Language
	




	HOME ADDRESS
	

	Current Home Address
	

	Post Code
	

	Previous Home Address
	

	Post Code
	

	Temporary Home Address (If Applicable)
	

	CONTACT DETAILS
	

	Home Telephone No.
	

	Mobile Number
	

	Email Address
	

	Consent
	I consent/do not consent for you to contact me on the above to discuss my healthcare.

	NEXT OF KIN
	

	Name:
	

	Relationship To You
	

	Contact Number 
	

	PREVIOUS GP
	

	Name of Practice
	

	Address of Practice
	

	Post Code
	

	RESIDENTIAL STATUS
	

	UK Citizen
	Yes:  Born in the UK
Yes:  Date of Entry to UK:
No
If you are likely to remain in the UK for more than 6 months?
Yes/No

	UK General Visitor
	No
No
No if you are likely to remain in the UK for more than 6 months?
Yes/No

	ACCOMODATION
	

	Accommodation Type
	
	Independent housing, lives alone

	
	
	Independent housing, not alone

	
	
	Residential Home

	
	
	Nursing Home

	
	
	Homeless

	
	
	Other (please state)

	OCCUPATION 

	Occupation 
	
	Employed

	
	
	Unemployed

	
	
	Student

	
	
	Other (please state)

	Job Title
	

	MILITARY VETERAN
	

	Are you a military veteran
	
	Yes

	
	
	No

	STUDENT 
	

	Are you a student
	
	Yes

	
	
	No

	
	
	If Yes, do you hold a student visa?



	PROOF OF IDENTITY  

	I have attached the following documentation.  (Original needs to be seen and a copy attached)
	Proof of Name
	Proof of Address (Dated within 3 months)

	
	
	Valid Passport
	
	Utility Bill

	
	
	Valid Driving Licence
	
	Tenancy Agreement

	
	
	Marriage Certificate
	
	Bank Statement

	
	
	Birth Certificate
	
	Letter from Benefits Agency
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	NEW PATIENT REGISTRATION: 
HEALTH QUESTIONNAIRE



	HEIGHT / WEIGHT 
	

	Height:
	

	Current Weight:
	




	DISABILITY
	

	Are you registered disabled?
	Yes
	
	No
	

	Are you registered blind or partially sighted?
	Yes
	
	No
	

	[bookmark: _GoBack]Are you registered deaf or have a hearing difficulty?
	Yes
	
	No
	

	Are you dependant on a wheelchair?
	Yes
	
	No
	




	CARER INFORMATION
	

	Are you a carer?
	Yes/No

	
	If Yes, please detail:



	Do you have a carer?
	Yes/No

	
	If Yes, please detail:



	Do you have communication needs?
	Yes/No

	
	If Yes, please detail:












	FAMILY HISTORY 
	

	Please lists significant family history:    State any serious illness, in particular heart disease, stroke, high blood pressure, diabetes, cancer or any inherited disease

	Condition
	Family Member

	
	

	
	

	
	

	
	

	
	



	MEDICAL INFORMATION

	Please TICK if you have suffered from any of the following:

	
	Epilepsy
	
	Cancer
	
	High Blood Pressure
	
	Stroke
	
	Heart Attack

	
	Eczema
	
	Asthma
	
	Diabetes
	
	Hay Fever
	
	Depression



	MEDICATIONS

	Please TICK if you take any of the following medications:

	
	Tramadol
	
	Lormetazepam
	
	Diazepam
	
	Temazepam
	
	Oxazepam

	
	LorazepaM
	
	Clobazam
	
	Lorprazolam
	
	Flurazepam
	
	Zopiclone

	
	Midazolam
	
	Alprazolam
	
	Nitrazapem
	If any of the above are ticked this needs to be shown to a Doctor.

	

	Please LIST any medications you currently take:

	Medication
	Dosage / Frequency

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Are you allergic to any medications?
	Yes/No

	
	If yes, please state:



	HOSPITAL INFORMATION
	

	Are you currently under the care of a hospital?
	Yes/No

	
	If yes, please detail:



	GYNAECOLOGICAL (Women only)
	

	Have you had a cervical smear?
	Yes
	
	No
	



	DIET
	

	Please tick ONE box:   I consider my diet to be . . .

	Very Healthy, eat 5 pieces of fruit or vegetables/day.  My diet consist of foods low in saturated fats, refined sugars and salt
	

	Healthy, eat 5 pieces of fruit or vegetables/day but also eat foods which are high in fats/sugars or salt.
	

	Try to keep to a healthy diet but constraints in my workplace/home life often make this difficult
	

	Have difficulty in controlling my diet and will often eat foods high in fats/sugars and calories
	



	SMOKING STATUS
	

	Are you a current smoker?
	Yes
	
	No
	

	Are you an ex-smoker?
	Yes
	
	No
	

	Do you use an electronic cigarette?
	Yes
	
	No
	

	Would you like support to quit smoking?
	Yes
	
	No
	

	If Yes, please call us on 0333 055 or text QUIT to 60777 to take part.



	ALCOHOL
	

	(1 unit = ½ pint beer, 1 small glass of wine, 1 single spirit, 1 small glass sherry or 1 single aperitif)

	How many units do you drink a week?
	



	Alcohol Users Disorders Identification Test (AUDIT)
	Scoring System
	Your score

	Questions
	0
	1
	2
	3
	4
	

	How often do you have a drink that contains alcohol?
	Never
	Monthly or less
	
	
	
	

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

	How often have you had 6 or more units if female or 8 or more if male on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	
	
	
	
	
	
	

	PHYSICAL ACTIVITY
	

	Please tell us the type and amount of physical activity involved in your day.
Please tick ONE box that is closest from the following:

	I am not in employment
	

	I spend most of the day sitting
	

	I spend most of the day standing or walking 
	

	My day involves definitive physical effort including handing of heavy objects.
	

	My day involves vigorous physical activity including handing of very heavy objects.
	



	During the last week, how many hours did you spend on each of the following?
	None
	Less than 1 hour
	1 hour – 3 hours
	3 hours or more

	Physical exercise  (ie swimming, jogging, football, gym)
	
	
	
	

	Cycling (ie cycling to work/socially)
	
	
	
	

	Walking (ie walking to work/socially, shopping etc)
	
	
	
	

	Housework / childcare
	
	
	
	

	Gardening / DIY
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	NEW PATIENT REGISTRATION: 
SUMMARY CARE RECORD

The NHS Summary Care Record (SCR) is an electronic summary of key clinical information (including medicines, allergies and adverse reactions) about a patient, sourced from the GP record. It is used by authorised healthcare professionals to support their care and treatment.



	SUMMARY CARE RECORD CONSENT

	Please tick ONE of the following

	
	YES.    I would like a summary care record.   You do not need to do anything, a summary care record will be created for you.       Please nominate a Pharmacy you would like your prescriptions to be sent electronically to:

	
	Name of Pharmacy:
	

	
	Pharmacy Address:
	

	
	
	

	
	
	

	
	UNDECIDED.   Complete below and hand it in to the GP Practice within 12 weeks,  If you do nothing after this time, we will assume that you are happy with these changes a create a summary care record for you.

	
	NO.   I do not want a summary care record.  Complete below, sign and hand in to the GP Practice.

	Signature:
	

	Date:
	



	OPT OUT FORM

	What does it mean if I DO NOT have a summary care record?
NHS healthcare staff caring for you may not be aware of your current medications, allergies you suffer from and any bad reactions to medicines you have had, in order to treat you safely in an emergency.   Your records will stay as they are now with information being shared by letter, email, fax or phone.  If you have questions or wish to discuss your choices, please
· Phone the Summary Care Record Information Line on 0300 123 3020
· Contact your local Patient Advice Liaison Service (PALS) or
· Speak to your GP.

	Title
	

	Full Name 
	

	Date of Birth
	

	Address
	

	Postcode:
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	NEW PATIENT REGISTRATION: 
ONLINE ACCESS TO MY HEALTHCARE RECORD



	Accessing GP Records Online
Practices are increasing enabling patients to be able to request repeat prescriptions and book appointments online.   Some patients may wish to access more information online and contractually from 1 April 2015 Practices are obliged to assist access to medications, allergies and adverse reactions as from 1 April 2016 coded data.     However this requires additional considerations as detailed below.      You will be asked that you have read and understood this leaflet before consenting and applying to access your records on line.     The Practice will also verify your identity.

· It will be your responsibility to keep your logging details and password safe and secure.   
· If you know your record has been accessed by someone that you have not agreed should see it, you should change your password immediately.    If you can’t do this, we recommend you contact the Practice so they can remove online access until you are able to reset your password.
· If you print out any information from your record, it is your responsibility to keep this secure.        If you are worried about keeping copies, we recommend you do not make copies.

The Practice may not be able to offer online services due to a number of reasons such as concerns that it could cause harm or physical or mental health or where there is a reference to third parties.  The Practice has the right to remove online access to services for anyone that does not use them responsibly.



	Key Considerations

	Forgotten History
There may be something you have forgotten about in your record that you may find upsetting.

	Abnormal Results or Bad News
If you GP has given you access to test results or letters, you may see something that you find upsetting to you.    This may occur before you have spoken to your Doctor or while the Practice is closed and you cannot contact them.

	Choosing to Share your information with Someone
It’s up to you whether or not your share your information with others – perhaps family members or carers.  It’s your choice, but also your responsibility to keep the information safe and secure.

	Coercion
If you think you may be pressured into revealing details from your patient record to someone else against your will, it is best that you do not register for access at this time.

	Misunderstood information  
Your medical record is designed to be used by clinical professionals to ensure that you receive the best possible care.  Some of the information within your medical record may be highly technical, written by specialists and not easily understood. If you require further clarification, please contact the surgery for a clearer explanation.  

	Information about someone else  
If you spot something in the record that is not about you or notice any other errors, please log out of the system immediately and contact the practice as soon as possible.





	NEW PATIENT REGISTRATION: 
ONLINE ACCESS TO MY HEALTHCARE RECORD



	PATIENT DETAILS
	

	Title
	

	Full Name 
	

	Date of Birth
	

	Address
	

	Post Code
	

	CONTACT DETAILS
	

	Home Telephone Number
	

	Mobile Number
	

	Email Address
	



	ONLINE SERVI CES
	

	I wish to have access to the following online services.   Please tick ALL that you want access to

	Booking appointments
	

	Requesting repeat prescriptions
	

	Accessing my medical record
	



	I wish to access my medical records online and understand and agree with each statement.   Please tick ALL

	I have read and understood the information leaflet provided by the Practice
	

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

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

	If I suspect that my account has been accessed by someone without my agreement, I will contact the Practice as soon as possible.
	

	If I think that I may come under pressure to give access to someone else unwillingly I will contact the Practice as soon as possible.
	



	CONSENT 

	Signature:
	

	Date:
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	NEW PATIENT REGISTRATION: 
THIRD PARTY AUTHORISATION



In order to maintain data protection we will NOT release information to anyone on your behalf unless we have firstly received third party authorisation.

Please complete and return this form should you wish to authorise someone to speak on your behalf.

If you wish to cancel authorisation then please note it is the patient’s duty to inform the Practice that they no longer wish for the authorisation to remain active.

I hereby authorise Hednesford Medical Practice to release personal data they may hold relating to me in regards to my appointments, medical history, consultations, medications, test results (please delete where appropriate) to the following named person where appropriate. 

	NAME OF PERSON ACTING ON PATIENTS BEHALF

	Title
	

	Full Name 
	

	Address
	



	Contact Number
	

	Date of Birth
	

	Relationship to Yourself
	

	I have given consent for the above named person to act on my behalf.



	PATIENT DETAILS
	

	Name of Patient
	

	Date of Birth
	

	Signature of Patient
	

	Date of Consent
	

	Consent is Granted Until
	
	Unlimited
	Or Specify Date
	



Please Note:  I am the parent/guarding of a patient whom I have parental responsibility.  
NB:  Access to a child’s records can be refused where it is considered the child is capable of making decisions about his/her medical treatment.  In such cases as this, the consent of the child must be sough before a person parental responsibility can be given access.
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	NEW PATIENT REGISTRATION:   OUT OF AREA



New arrangements introduced from January 2015 give people greater choice when choosing a GP Practice.  Patients may approach any GP Practice, even if they live outside the Practice area, to see if they will be accepted on the patient list.

GP Practices have always had the ability to accept patients who live outside their Practice area.  Regardless of distances from the Practice, the Practice would still provide a home visit if clinically necessary.

The new arrangements mean GP Practices now have the option to register patients who live outside the Practice area, but without any obligation to provide home visits.

Out of area registration (with or without home visits) is voluntary for GP Practices meaning patients may be refused because they live out of area.

If your application is considered the GP Practice will only register you without home visits if it is clinically appropriate and practical in your individual case.  To do this we may:

· Ask you or the Practice you are currently registered with questions about your health to help decide whether to 	register you in this way
· Ask you questions about why it is practical for you to attend this Practice (for example, how many days during 	the week would you normally be able to attend?)

If accepted you will attend the Practice and receive the full range of services provided as normal at the surgery.  If you have an urgent care need and the surgery cannot help you at home we may ask you to call NHS 111 and they will put you in touch with a local service (this may be a face to face appointment with a local healthcare professional or a home visit where necessary).

We may decide that it is not in your best interests or practical for you to be registered in this way.  In these circumstances we may off you registration with ho9me visits, for example:  if you live just outside the Practice area or we may not register you and advise you should seek to register (or remain registered) with a more local Practice.

If accepted, but your health needs change, we may review your registration to see if it would be more appropriate for you to be registered with a GP Practice closer to your home.

This new arrangement only applies to GP Practices and patients who live in England.  For further information visit the NHS Choices website (www.nhs.uk).

	PROOF OF IDENTITY  

	I have attached the following documentation.  (Original needs to be seen and a colour copy attached)
	Proof of Name
	Proof of Address (Dated within 3 months)

	
	
	Valid Passport
	
	Utility Bill

	
	
	Valid Driving Licence
	
	Tenancy Agreement

	
	
	Marriage Certificate
	
	Bank Statement

	
	
	Birth Certificate
	
	Letter from Benefits Agency
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	PATIENT PARTICIPATE GROUP (PPG)



The purpose of the PPG is to give patients and Practice staff the opportunity to meet and discuss topics of mutual interest.

A Patient Participation Group (PPG) is a group of patients, carers and GP Practice staff who meet to discuss Practice issues and patient experience to improve the service.

PPGs are good for Practice staff because:
· GPs and staff can work with patients and plan services which best meet the needs of the people who use those services.
· They provide help and advice for patients on non-medical or social care issues.
· Patients can help the Practice to meet its targets and objectives.
· GPs and staff have an opportunity to share their ideas and patients.
· They get closer to their community – even more important as GPs take on increasing responsibility for spending more of the NHS budget to plan and buy health services for local people.

PPGs are good for patients because:
· They encourage patients to be more responsible for their own health
· Patients know more about their GP Practice and its staff
· Patients can have a say on any plans to change their family doctor services
· Communication between patients and Practice staff improves
· Patients have a chance to make suggestions and ask questions
· Local people can raise money to improve the facilities at their GP Surgery

	I wish     /     do not wish      to join the Participation Group.

	Name:
	

	Email Address:
	

	Contact Number:
	

	Address:
	(Please complete if you do not have an email address)



	
The details provided above will be passed to the Operations Manager.


	Emails will be distributed to the patient members as a Group.  If you do not wish for others to see your email address please tick.   Please note by ticking, you may be excluded from replies to group emails.
	









To try and make sure we speak to a representative sample of the patients that are registered at Hednesford Medical Practice, we would be grateful if you could answer the following:

	Ethnic Group
	White
	Black

	
	British
	
	Caribbean
	

	
	Irish
	
	African
	

	
	Other (Please specify)
	
	Other (Please specify)
	

	
	Asian
	Mixed

	
	Indian
	
	White & Black Caribbean
	

	
	Pakistani
	
	White & Black African
	

	
	Chinese
	
	White & Asian
	

	
	Other (please specify)
	
	Other (please specify)
	



	CONFIDENTIALITY AGREEMENT

	During the course of your association with Hednesford Medical Practice regarding PPG matters, you may have access to, see or hear, confidential information concerning the Practice which must not be disclosed to any other person.   Confidential information includes all information relating to the Practice and its patients and employees.   In the capacity of PPG members this information would be limited.      This condition applies during your relationship with the Practice and after the relationship ceases.


	I understand that I am bound by the duty of confidentiality and have read, understood and agreed to the statement above.


	Print name:
	

	Signature:
	

	Date:
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