FALKLAND HOUSE SURGERY 
IMPORTANT – PLEASE PRINT YOUR NAME AND ENTER DATE OF BIRTH

Name: …………………..……………………..
           D.O.B:…….…………….

Dear Patient
Please complete the appropriate sections of this form for each family member wishing to register and hand in to reception as soon as possible. The information provided will be used to finalise the registration process and ensure our records are up to date.  If you require this information in an alternative format, for example large print, or if you need help communicating with us please let us know.





















P T O
MEDICAL INFORMATION
Do you currently have any serious illnesses or long-term_________________________________

medical conditions? 



________________________________________
If so, please give details



 ________________________________________




Please give date and details of any past serious ________________________________________

illnesses, accidents or operations


_________________________________________






_________________________________________





                                                                     
Please list all tablets and medicines you take ____________________________________________
regularly 




       ​​​___________________________________________






        ____________________________________________ 

Are you allergic to any medicines? If so, what? ___________________________________________

If you have previously nominated a pharmacy for prescriptions please check that this is still accessible/appropriate especially if you have moved area.  You may wish to set up a new arrangement with a local pharmacy.

Has either of your parents, brothers or sisters had any of the following:  (please ring)

Cancer

Heart attack or angina

Stroke

Diabetes
      Blood pressure


High cholesterol
       
Asthma

CARER’S INFORMATION

Do you have a Carer? 
Yes



No
Carer’s Name, Address and `Phone No  
____________________________________________

(If appropriate)







_____________________________________________

 

Are you a Carer?

Yes



No
Name and address of the person you care for
 _________________________________________

(If appropriate)








__________________________________________

SHARING OF CLINICAL INFORMATION – please tick as appropriate
I give consent for my electronic medical record to be shared with other NHS organisations who may also need to provide medical care for me in the future e.g. District Nurses, A/E Departments and Out of Hours Services (we support this option)  

I do not give consent for my electronic medical record to be shared with other NHS organisations e.g. District Nurses, A/E Departments and Out of Hours Services    
You are free to change your decision at any time by informing your GP Practice.



Ethnicity











British / Mixed British


Irish


Other White Background


White and Black Caribbean


White and Black African


White and Asian


Other Mixed Background


Indian / British Indian


Pakistani / British Pakistani


Bangladeshi /                  Bangladeshi


Caribbean


African


Chinese


Other








Height 





Weight 





Smoking History





Please complete one of the three sections below:





I have never been 


a tobacco smoker





I do not currently 


smoke tobacco but 


have done in the past





Year stopped:  





I am currently a 


tobacco smoker


				      


Cigarettes / day: 


			     





Cigars / day:  


			


Pipes / day:       











If you would like to stop smoking, please make an appointment to discuss how we may help you














Alcohol





How much do you drink in an average week:





Pints 





Wine per glass





Spirits per pub 


measure

















Irish


Other White Background


White and Black Caribbean


White and Black African


White and Asian


Other Mixed Background


Indian / British Indian


Pakistani / British Pakistani


Bangladeshi /                  British Bangladeshi


Caribbean


African


Chinese


Other





Personal information





Please complete the sections below:





Home address:




















Home telephone number:





 








Mobile telephone number:








Email address:














Please indicate below if you give your consent to us occasionally contacting you:





by text for appointment reminders





Yes, I give my consent    (





No, I do not want you to contact me by text                       (








by email  to give you up to date information about our services and  occasional patient surveys:





Yes, I give my consent    (





No, I do not want you to contact me by email                     (








Ethnicity





Please select your ethnicity:

















































































































