
WEST MEON SURGERY PATIENT REGISTRATION QUESTIONNAIRE
Would you like this document or any future correspondence or information in an alternative format, for example large print or easy read, or do you need help with communicating with us, for example because you use British Sign Language? 

(  Yes     ( No

If yes:  (  Sign Language   ( Large Print    ( Other ……………………………………………………………………………………………….
Have you been a patient at this practice in the past?  Yes/No

Surname: ……………………………………………………………………………………………………
Forename(s): ……………………………………………………………………………………………….
Preferred title: Mr/Mrs/Miss/Ms/Mx/Dr/other:……..………………Gender:……………………………

Date of birth………………………….Place of Birth:……………………………………………………

Address:……………………………………………………………….…………………………………….….……………………………………………………………….………Postcode:………………………

Home tel: ……………..…………………………………………………………………………………….
Mobile:…………………………………….…………………………………………………………………
E-mail address: (please write clearly) …………………………………………………………………..
Preferred method of contact:…………………………………………………………………………..

I consent for the Surgery staff to leave routine messages intended for me on my:

Telephone landline answer machine


Yes/No
Mobile telephone number




Yes/No
E-mail 






Yes/No
I would like to have on-line access to the following

Book appointments





Yes/No
Order repeat prescriptions


           
Yes/No
View my patient record




Yes/No

Signed:……………………………………………………………………………………………………..
Date:…………………………………………………………………......................................................
Previous Address in the UK:…………………………………………………………………………… ……………………………………................………………………………………………………………
Previous Doctor while at that address:……………………………………………………………….
(Required so that we can get your patient notes)
Address of previous doctor:………………………........................................................................ .……………………….................................................................................................................................................................................................................................................................................
--------------------------------------------------------------------------------------------------------------------------------

Next of Kin: Name and relationship…………………………………………………………………… 

Contact details:……………………………………………………………………………………………

Emergency Contact: Name and contact details:……………………………………………………

____________________________________________________________________________

Have you ever served in the armed forces? 






Yes/No
If yes, have you been contacted by the Veteran’s Agency in the past 12 months   
Yes/No

If you are recently discharged from the Armed Forces
Address before enlisting: ……………………………………………………………………………....

………………………………………………………………………………………………………………

Service or personnel number:…………………………………Enlistment date:…………………..
Do you have a summary of your service medical records?  

Yes/No

Do you have the medical records application form FMED133?

Yes/No

If yes, please ensure part 2 is signed and hand it to the receptionist. We can then apply for you service medical records
--------------------------------------------------------------------------------------------------------------------------------
If you are from aboard
Your first UK address where registered with a GP:

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

Date you first came to the UK:………………………………………………………………………….
Would you like to have a new patient health check? 




Yes/No 

What is your approximate weight:   ……...........................   and height: ………………………
(Office use : Calculate BMI:……………) 

Smoking history
Do you smoke?
Yes 

No
   Never


If Yes, how many:

Cigarettes per day ………
Ounces of tobacco per day …….. Cigars per day ..…..  

Do you use electronic cigarettes?  Yes / No

How many years have you been smoking: ……………………..
Ex-smokers history
When did you give up smoking? …………………………………………………………………………
How many years did you smoke?  …………………………………………………………………….…
How much did you smoke per day?……………………………….. cigarettes/cigars/pipe/tobacco
--------------------------------------------------------------------------------------------------------------------------------
Past Medical History

Information regarding any serious illnesses and disabilities

Have you ever been in hospital? – please give details of hospital treatment as an inpatient and year of admission:

Family Medical History

(Please include family relationship and age at diagnosis)

Diabetes, High Blood Pressure, Stroke, Heart Attack, Cancers
Please list your repeat medications – please note that you will need to make an appointment with a Doctor at this Practice for review before you request more medication
Allergies
Are you allergic to any medication or foods?     Yes / No
If yes, please give details: 

--------------------------------------------------------------------------------------------------------------------------------
Women Only  – Please give dates for the following:

Date of last cervical smear:………………………………Result:………………………………………
Date of last mammogram   ..……………………   Result:…………………………………………

Have you had a hysterectomy? Yes / No 
Have you had a bilateral oophorectomy? Yes / No
--------------------------------------------------------------------------------------------------------------------------------
Children under five

Please list all immunisations your child has had

Diptheria/Tetanus/Whooping cough/HIB/polio

Date:1st dose ………………………..2nd dose …………………..3rd dose ……………………….
Meningitis C:1st dose ………………  2nd dose…………………..3rd dose………………………… 
MMR:1st dose………………………2nd dose……………….……..
HIB booster:date given …………………………………………….

Pre school booster (diphtheria/tetanus/whooping/cough/polio) date given:  ………………………..
All ages: Vaccinations and date given:…………………………………………………………… ……………………………………………………………………………………………………………….. .………………………………………………………………………………………………………………
.………………………………………………………………………………………………………………
--------------------------------------------------------------------------------------------------------------------------------
ALCOHOL:   
How many units of alcohol do you drink a week?  
1 unit = 1/2 pint of beer or one glass of wine or 1 single spirits
….…. units weekly
For the following questions please circle the answer which best applies

Men: How often do you have EIGHT or more drinks on one occasion?

Never           Less than monthly           Monthly           Weekly           Daily or Almost Daily

Women: How often do you have SIX or more drinks on one occasion?




Never           Less than monthly           Monthly           Weekly           Daily or Almost Daily

How often during the last year have you been unable to remember what happened the night before because you had been drinking?


Never           Less than monthly           Monthly           Weekly           Daily or Almost Daily

How often during the last year have you failed to do what was normally expected of you because of drinking?




Never           Less than monthly           Monthly           Weekly           Daily or Almost Daily

In the last year has a relative or friend, or a doctor or other health worker been concerned about your drinking or suggested you cut down?


No           
Yes on one occasion        


Yes on more than one occasion

--------------------------------------------------------------------------------------------------------------------------------
Are you a carer     Yes/No
If “yes” ask someone at reception who will be able to advise you about carers support in the area.

Do you need or have anyone who looks after you or your daily needs as a carer?     Yes/No
If “yes” would you like your carer to deal with your healthy arrangements here?
Please speak to someone at reception and they will be able to help you to make these arrangements – ie:  medication collection/delivery.

If you are happy to, please tick to which ethnic group you belong:   

British/mixed British ….Irish ….Other white ….White/Black Caribbean …. White/Black African ….White Asian ….  Other mixed ….Indian/British Indian ….Other Asian ….  Caribbean …. African ….Other Black ….Chinese ….Pakistani/British Pakistani ….Bangladeshi/British Bangladeshi ….Prefer not to say. …
Do you mainly speak English at home?     Yes/No   If no, please tell us your main language?

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

Religion:……………………………………………………………………………………………………
--------------------------------------------------------------------------------------------------------------------------------
Patient Participation Group

The PPG is made up patients interested in being a critical friend to the practice and advising the practice on the patient perspective and providing insight into the

responsiveness and quality of services. The PPG meets every 3 months.

Would you be interested in joining our PPG? Yes / No

Office use:  To be discussed with patient 

Dispensing patient criteria. Please ensure that we have answers to these questions and check their address location on EMIS mapping/surgery website practice boundary/google maps
The patient: 

· lives in a controlled locality? (rural in character)   




Yes/No 
· lives more than 1.6km (1m) from a pharmacy? (as the crow flies)


Yes/No 
If the answer is ‘no’ to either of the above, then we cannot dispense to the patient, unless they would have serious difficulty getting to a chemist.
If the answer is ‘yes’ to either of the above, then they need to be able to answer ‘Yes’ to their relevant circumstances below?
· The patient has moved into health and wellbeing board’s area (Hampshire) and has never been registered with a practice in that area before. 




Yes/No 
· The patient has been registered with a practice whilst living in the health and wellbeing board’s area (Hampshire) but has moved within that area.



Yes/No                                       
· Has been registered with a practice whilst living in the health and wellbeing board’s area (Hampshire), hasn’t moved address, but their previous doctor dispensed to them  
Yes/No     

If we can not dispense to the patient, do they wish for EPS? If so, nominated pharmacy?

If we can not dispense to the patient, would they have serious difficulty getting to a pharmacy? 
If they would have ‘serious difficulty, then they can apply for us to dispense medications to them.
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