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Blakeney Surgery

The Surgery

Millend

Blakeney

Glos

GL15 4ED

Tel: 01594 516886 (Dispensary 9am – 11am)

Tel: 01594 510225 (Appointments)

Email: blakeney.surgery@nhs.net
New Patient Registration Form

Welcome to Blakeney Surgery.  Since your full medical record can take some time to arrive from your previous practice, it will help the Doctors/ Nurses to give the best possible care if we have some basic essential details. All information given is strictly confidential. 

PLEASE RETURN THIS FORM IN PERSON AFTER 11AM ALONG WITH THE GMS1 (PURPLE) FORM 
– provide ID (passport, driving licence, visa etc) plus evidence that you permanently live at an address in our practice area for settled purposes (utility bill, council letter, bank statement etc). We ask for 10 working days before booking a routine appointment, to get patients registered and to allow time for records to transfer to us.  A seperate form will be needed for each family member.
	YOUR DETAILS

	Full Name


	
	Date of Birth
	

	Title


	
	Place of Birth
(Town/ country)
	

	Previous surname(s) include dates changed 
	
	NHS Number 

(if known)
	

	Home Address

	

	Home Telephone no:
	
	Mobile
	

	Email address:

(Email is essential for online appointments and prescriptions. Please PRINT)
	

	Preferred method of contact
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Home
                Mobile                              Email 

	Your previous address

	


	Nationality

	Please specify the Ethnic group you consider you belong to

	British/ Mixed British

Other White background

Indian or British Indian

Pakastani or British Pakistani

Bangladeshi or British Bangladeshi
	Other Asian background

Other Black background

Chinese 

Other Ethnic




	Do you have a carer?
Carer contact details:


	Yes 
No 


If yes please state their name, address, phone number and sign here if you wish us to disclose information about your health to your carer.   
 
Signed:

Date:


	Is this person registered at this Practice?


	Yes                  No 


	This Practice endeavors to provide support for all those who are careres for family or friends. An annual medical assessment is available, should you wish. Gloucestershire Careres hub  provieds excellent support and guidance. You can contact them on 03001119000.    


	Next of Kin

	Name
	

	Address


	

	Telephone number
	

	Relationship to you
	

	Can we contact them in case of an emergency?
	


	16 and under only

	 Name of school/ Nursery attended/ Home educated                                          

	


	16 and under only

	 Is your child/ young person “looked after” (Foster Care/ living with a family member/ Local Authority Care)?       Yes   /    No

	If yes

In what capacity Temporary/ Permanent

Length of time in care

Name and Contact Details for guardian/ Foster Carer




	Do you have a RESPECT form (a statement explaining what medical treatment and emergency care you would/ would not want in the future)?

Yes     /     No

If yes, please bring a copy of your REPECT form in when registering at the practice.


	Medical History



	Please list any serious illnesses or operations and ongoing problems for which you receive treatment

	Asthma
	
	High Blood Pressure

(Hypertension)
	

	Epilepsy
	
	Heart Attack/ Heart Disease
	

	Chronic Kidney Disease
	
	Mental Health/ Depression
	

	Diabetes
	
	Cancer
	

	COPD
	
	Rheumatoid Arthritis
	

	Stroke
	
	Other
	

	Please list any current medication or attach a repeat medication list from your last practice. Please ensure you have a sufficient supply of medication from your previous GP practice as it can take some time for records to transfer over.

	
	

	
	

	
	

	
	

	Does anyone in your family suffer from the following: if yes, please state relationship to you and age at which they were diagnosed

	Asthma


	
	Cancer
	

	Diabetes 


	
	Heart Attack/ Heart Disease
	

	High Blood Pressure

(Hypertension)
	
	Stroke
	

	Are you taking any regular medication (including contraception)?

Please list them below

	
	
	
	

	
	
	
	

	
	
	
	

	Do you have any allergies or sensitivities to medication or other substances?

(Please list them below)

	
	
	
	

	
	
	
	

	Any other information which you feel maybe helpful to the Doctors/ nurses



	
	

	
	

	
	


	Smoking


	Do you smoke?
	  Yes       No 
	If yes, how many? 
	       cigarettes per day
       cigars per day

       ounces of tobacco per day

	How old were you when you started smoking?
	
	
	

	If you would like support to stop smoking, this is available from the Healthy Lifestyles Service by contacting them on their website at www.hlsglos.org or telephoning 0800 122 3788 or email glccg.hlsglos@nhs.net

	If you are an ex - smoker

	How old were you when you stopped smoking?


	How much did you smoke per day?



         This is one unit of alcohol ….

	Your Lifestyle – Alcohol – please circle the answer which fits your lifestyle

	
	0
	1
	2
	3
	4
	Score

	How often do you have an

Alcoholic drink?
	Never
	Monthly

or less
	2-4 times

per month
	2-3 times

per week
	4+ times

Per week
	

	How many drinks do you

Have in a typical day?
	1-2
	3-4
	5-6
	7-8
	10+
	

	How often do you have 6 or more drinks in one session?
	Never
	Less than

Monthly
	Monthly
	Weekly
	Daily or almost daily
	

	A score of 5+ indicates harmful drinking.  We can help you with changing this habit





	Data Protection and NHS Summary Care Records

	NHS Summary Care Record
The new NHS Summary Care Record has been introduced to help deliver better and safer care and give you more choice about who you share your healthcare information with.

The Summary Care Record contains basic information about your allergies, medication and any adverse reactions you may have had to medications in the past.

The intention is to help clinicians an A + E Departments and ‘out of hours’ health services to give you safe, timely and effective treatment. Clinicians will only be allowed to access your record if they are authorised to do so, even then only if you give your express permission at the time.  The exception would be an emergency situation when it was not possible to ask your consent.    


Please select ONE option from EACH choice (1 and 2)
	1. Your choice for SCR
	Please tick one box only

	I would like my information shared through the Summary Care Record

	

	I do not want my information shared through the Summary Care Record

	

	2. Your choice for Gloucestershire shared health and social care information (JUYI)
	

	I would like my information shared through the Gloucestershire shared health and social care information project 
	

	I do not want my information shared through the Gloucestershire shared health and social care information project 
	


	Signatures of patients applying for registration at Blakeney Surgery

	      Signature of the patient                             Signature on behalf of the patient (parent/guardian/carer)

_________                                              _________                             _  Date ____/____/20___

________  ___                                  Print Name ____________                          Print Name 



	Online services and electronic prescriptions

	We offer an online service for our patients so you can book your appointments and order your repeat prescriptions online at your convenience. If you wish to have access to your medical records please either complete the form on our website or ask for a form at reception.
If you would like to register to book appointments and order your repeat medication online please tick and sign below    
I wish to register for Online access                    Email address (Please print clearly)
Signed                                                                  

Date of signing _______/__    /20_____           Print Name  



	Consent for Test results and medical information

	We are unable to discuss your test results/ medical information with anyone else without your written consent. Should you wish to do this, please list their names below. 

I hereby consent for all of my test results and medical information to be given to the following person/ people   





	Accessible information Standard 

	Aims to ensure that patient (or their carers) who have a disability or sensory loss can receive access and understand information, for example, in large print, braille or via email and professional communication support if they need it, for example, from a British Sign Language interpreter.
This applies to patients and their carers who have information and/ or communication needs relating to disability, impairment or sensory loss.  It also applies to parents and carers of patients who have such information and/ or communication needs where appropriate. Individuals most likely to be affected by the standard include people who are blind or deaf, who have some hearing and/ or visual loss, people who are deaf blind and people with a learning disability. However, this list is not exhaustive. 
                                                                                                         YES                       NO


Do you have communication needs?


Do you need a format other than standard print?


Do you have any special communication requirements?    
If yes:
What is your preferred method of communication? 

How would you like us to communicate with you?

Can you explain what support would be helpful?

What is the best way to send you information?


What communication support could we provide for you?



	For Use by Surgery Staff Only

	Member of staff accepting the registration form

And identity documentation 

Print Name
                                             
Purple form signed


Member of staff completing the registration   

Print Name


	ID provided at time of registration

Passport                                   Driving Licence                                    

Birth Certificate                         Utility Bill                              

Council Tax                               HMRC Letter           

Bank Statement                        Other         
                                           


 Score








