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New Patient Form
Date Completed: ________________

Please complete both pages of this form as accurately as possible. It will help us plan your future care as effectively as possible. 

Please attach additional paper if necessary.  Please inform the practice if any of your details change.
Title:__________________
Gender: _____________________________________________ (prefer not to say  (  )
Surname: ____________________________________________First name: ____________________________________
Former names: _______________________________________Date of Birth: ___________________________________
Address: ____________________________________________________Postcode: ______________________________
Mobile: _______________________________________________       Other number:_________________________________
Next of kin: Name ________________________________       Address _________________________________________
Phone number ______________________________________Mobile __________________________________________
First Language Spoken:________________________________________________________________________
Online services:  Conisbrough Group Practice offers a service for patients to order repeat medication, book appointments, view your summary care record and view your Detailed Coded Record online.  Patients under 16 year and patients with carers – Parents/Guardian/Carers can have proxy access to Online services.  Please ask for a separate form
Email address for your login details_______________________________________________________________
SMS Text messages: Conisbrough Group Practice offers a text messaging service where you can receive appointment reminders, information regarding your health and practice events.

If you would NOT like to be registered for the SMS Text Messaging service, please tick the box.  (  
_______________________________________________________________________________________________________
Please list (with dates) all significant past and present illnesses, especially those requiring hospital attendances or admission and any operations
Have you been diagnosed with any of the following?
Hypertension (
Diabetes (
Dementia   (  Kidney disease □   Learning Disabilities □� � Heart disease/angina □  
 Asthma         □    Epilepsy □     
COPD        (  Have you had a Stroke?  ( 
 Mental Health   (Bipolar, Personality Disorder, Psychosis, Schizophrenia)    □
If YES to the any of the above you will be booked for a review with a Practice Nurse within 28 days unless you are housebound then you be visited by a member of the medical team at a later date.
Medications 

If you are taking any medications please bring in the right side of your prescription or your medication containers.  Please also write your medications in the space below.
If you are due for another repeat prescription within two weeks of registering with us, please contact your old surgery to attain this before you register with us
Please let us know if you have a nominated pharmacy that you have your prescription electronically sent to, if so please write the name of the pharmacy below.

Name of pharmacy____________________________________________________________________________________

Would you prefer to keep this pharmacy or nominate a new one?

If a new one, please write the name and address of the new pharmacy below. 
Please list any allergies or sensitivities e.g. medicines, pollen, animals, food
__________________________________________________________________________________________________

When your last injections were and what were they? __________________________________________________________________________________________________
___________________________________________________________________________________________________
____________________________________________________________________________________________________

	Questions
	0
	1
	2
	3
	4
	Your score

	How often do you have a drink that contains alcohol
	Never
	Monthly or less
	2-4 times per month
	2-3 times per week
	4+ times per week
	

	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 do you have 6 or more standard drinks on one occasion?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	


FEMALES ONLY
Please list all pregnancies and outcomes, complications in pregnancy, miscarriages, types of delivery e.g. forceps, caesarean section

Date of last cervical smear test and result __________________Have you ever had an abnormal smear test result? Yes/No

If you use contraception, please indicate which type and also if you have a Depo injection or coil can you let us know when you had the last one fitted/given.
If you are taking the pill you will need a pill check with one of our practice nurses, please book an appointment at least a month before your pill runs out. 

Family History 
Please state any major illness suffered by relatives, whether alive or deceased, particularly heart disease, high blood pressures, diabetes, stroke, cancer, asthma, depression or mental health problems

Father___________________________​​​​​​_____​​​​​​​________


Mother_______________________________________

Others_________________________________

Grandparents_____________________________________



Personal History

Marital status 
(please circle)

Single/Married/Widowed/Divorced/With partner

Occupation _____________________________________________________________________________________

Are you a smoker?  Yes/No �
How many per day? __________   Ex-smoker (   Date or year you stopped smoking ________   Never smoked  ( 

Have you served in the UK military?  Yes / No

Are you a wheelchair user?  Yes / No

Do you have any of the following disabilities or impairments?  (Please circle)

Hearing Loss / Complete Deafness / Visual impairment / Complete Blindness / Learning disability or difficulty

Are you a Foster Carer?  Yes / No
Do you have a medical condition that requires you to need a carer?   Yes / No   Are you a carer for someone else?  Y / N

If yes, please name your carer or the person who looks after you _____________________________________​​​

Can we add your carer’s name to our records?  Yes / No  

For Proxy access to online services please ask reception for a separate form.
Summary Care Record (SCR)
The NHS in England has introduced the Summary Care Record, which will be used in emergency care.

The record will only contain information about any medicines you are taking, allergies you suffer from and any bad reactions to medicines you have had to ensure those caring for you have enough information to treat you safely.

Your Summary Care Record will be available to authorised healthcare staff providing your care anywhere in England, but they will ask your permission before they look at it.  This means that if you have an accident or become ill, healthcare staff treating you will have immediate access to important information about your health.

If you would like a Summary Care Record then you do not need to do anything and a Summary Care Record will be created for you.  
If you do NOT want a Summary Care Record then sign the Opt Out below.

I do not want a Summary Care Record
Signature______________________________________    Date _______________
Enhanced Data Sharing Model (EDSM)
This is for the sharing of your Medical Records between Health Professionals.  

This patient record sharing system will allow you to decide whether you would like to securely share details of your electronic medical records from GP and from other NHS healthcare organisations, where you may be receiving NHS care.  If you consent your care record held by your GP practice or medical service will be shared with other medical services involved in your care (such as district nursing, health vising, physiotherapy, podiatry and Out Of Hours (OOH) providers in our area).
Would you like to share your record held here with other services that are/will be providing your care in the future?  

Yes / No

Signature __________________________________________  Date _______________
Ethnicity:
Please circle one option that best describes your ethnic group or background 
	White 

English / Welsh / Scottish / Northern Irish / British 

Irish 

Gypsy or Irish Traveller 

Other White background __________________
	Mixed / Multiple ethnic groups

White and Black Caribbean 

White and Black African 

White and Asian 

Other Mixed / Multiple ethnic background

	Asian / Asian British 

Indian 

Pakistani

Bangladeshi 

Chinese 

Any other Asian background
	Black / African / Caribbean / Black British 

African 

Caribbean 

Any other Black / African / Caribbean background, 



	Other ethnic group 

Arab 

Any other ethnic group
	


For Office Use Only:
Nurses Comment

Diabetic Annual □ 

Blood Pressure Annual □

Mental Health □


Asthma □


COPD □

Well Person Check □

CHD □



CKD □

Learning Disabilities □

Epilepsy □


Dementia □

See GP     □                            
Housebound □                         
No Action Required □             
Other (specify below) □

Any Other Comments:

Actioned By: ___________________________________

_____________________________________________________________________________________

Reception Comment/ Action Taken

Letter Sent □

Appointment Booked □             Put For Scanning/ No Action Required □

Put for scanning/Admin housebound □

Actioned By: ___________________________________
