The Elms Medical Practice - Family Doctor Services Registration Form
	PATIENT DETAILS

	Title
	[image: image3.png]


 Mr       Mrs       Miss     Ms      Other (please state)

	Surname
	
	Current Address

	First Names
	
	

	Date of Birth 
	
	

	NHS Number
	
	

	Previous Surname
	
	Postcode

	Male   FORMCHECKBOX 
                                  Female  FORMCHECKBOX 


	Passport/Photo ID sighted


Utility Bill sighted

	Town & Country of Birth

	

	Contact Information

	Mobile:                                              Work:
Home:                                          
Email Address:
Please tick if you consent to being contacted by email  FORMCHECKBOX 
 text

Would you like access to your medical records/appointment bookings/prescription ordering via your computer? 
Yes          No 


	Your previous address 

	

	Have you previously been registered with a GP in the UK?
Yes
No


	Name & Address of previous Doctor

(compulsory)



	IF YOU ARE FROM ABROAD – please provide a copy of your Passport/Permit

DATE YOU ARRIVED IN UK                            STAFF ONLY – COPY OF PASSPORT/PERMIT SIGHTED 

	IF YOU ARE RETURNING FROM THE ARMED FORCES

ADDRESS BEFORE ENLISTING                     SERVICE /PERSONNEL NO:
                                                                           ENLISTMENT DATE:

	Are you a Military Veteran?        Yes             No                

Are you immeditate family of a Military Veteran?  

Yes             No                


	 Are you a student attending Edge Hill University?   Yes               No  


	Smoking status: (please tick)    
    
	NEVER:     FORMCHECKBOX 
             EX-SMOKER:    FORMCHECKBOX 
    Date stopped ………….
CURRENT SMOKER  
[image: image1]             Amount per day  
[image: image2]

	What is your ethnicity?

	
	MAIN LANGUAGE SPOKEN

	Do you have a carer? ..……..YES/NO 

Are you a Carer …YES/NO (This includes looking after an elderly or disabled relative)
IF YES - PLEASE ASK AT RECEPTION FOR CARER FORM


	Do you have any significant illness or disability? If yes please give details.

Please give details of any known allergies


Are you taking any 

prescribed medications?
Please include any contraception

	

	Please name your chosen  pharmacy you would like us to send your medication 
	

	Next of kin  …………………………………………………………………………………

Relationship to next of kin ………………………………………………………………

Next of kin telephone number …………………………………………………………..
Next of kin address ……………………………………………………………………….
Would you like your next of kin to have access to your medical records?  
YES        NO

If YES – Please provide a password ………………………………………………………


	CONSENT – compulsory

Please read the attached letter regarding your health records before signing below.

Signature of Patient …………………  Signature on behalf of Patient…………………                                                                       

Date……………………      Name of signatory …….………………………………………..
Relationship to Patient ……………………………………………  

PLEASE NOTE YOUR NAMED ACCOUNTABLE GP IS EITHER DR A KRISHNAMURTHY  OR DR G DUDDUKURI

  BUT YOU MAY SEE ANY GP



	NHS Blood Donor Registration : Voluntary         

Signature ……………………………..


	Please tick if you have given blood in the last 3 years                                                                                      


	I want to register my details on the NHS Organ Donor Register as someone whose organs/tissue may be used for transplantation after my death. 
Please tick the boxes that apply:
Any of my organs and tissue      Kidneys       Heart       Liver      Corneas      
Lungs        Pancreas
Signature confirming my agreement to organ/tissue donation : …………….………. 
Date…………………………………………………
For information, please ask at reception for an information leaflet or visit the website

www.uktransplant.org.uk or call 0845 60 60 400




	If you are a patient registering from a care home – please state if you have came from hospital or another care home 
	


IF HOSPITAL PLEASE ATTACH HOSPITAL DISCHARGE LETTER (NOT CARE HOME MED LIST)































  



















































































please book 10 min tel con with Paula or Cathy to discuss Care Plan - please mark appt CARE PLAN REVIEW




















