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Llanfyllin Group Practice
New Patient Registration 
(Adults To Complete)
Please complete this confidential questionnaire (one for each member of the family to be registered with the Practice).

Please complete in BLOCK CAPITALS and tick the boxes as appropriate.

Please complete a separate form for each family member to be registered.

	Forename(s):
	Surname:
	Home Telephone Number:

	Mr / Mrs / Miss / Ms / Other……..
	Work Number (if applicable):

	Address and Postcode
	Mobile Number (if aged 16 and over):

	
	E-mail Address:

	
	Next of Kin:

	
	Next of Kin Contact Number:

	Date of Birth:
	Previous / Mother’s surname if different:
	Town & Country of Birth

	Marital Status:
	
	Gender:
	Male:
	Female:
	Other residents of your home:

	Occupation:
	

	Names & Ages of Children:
	

	Housing

(Select one)
	House
	Maisonette
	Flat
	Mobile Home
	NHS Number (If Known):

	Previous Address
	Previous Postcode:

	
	Previous Doctor Telephone No.

	Previous Doctor Name & Address:
	Previous data released?
	Yes
	No

	
	If applicable, date you 
first came to live in Britain:

	If returning from 

Armed Forces:
	Your Service or Personnel Number
	Your Enlistment Date

	Your

height:
	Feet / inches
	cm
	Your weight:
	Stones / lbs.
	kg

	

	Your

Religion:
	C of E
	Catholic
	Other Christian (state)
	Buddhist
	Hindu
	Muslim

	
	Sikh
	Jewish
	Jehovah’s Witness
	No religion
	Other religion (state)

	

	Ethnicity:
(select  one)
	White (UK) 
9i0
	White (Irish)

 9i1%
	White (Other)

 9i2%

	Caribbean

9i3
	African 

9i4
	Asian 9i5
	Other Mixed 

Background 9i6%

	Indian / 

Brit Indian 9i7
	Pakistani / 

Brit Pakistani 9i8
	Bangladeshi / Brit Bangladeshi 9i9
	Other Asian 

Background 9iA%

	Other Black 

Background
	Chinese 

9iE
	Other 

9iF%
	Ethnic Category 

not stated 9iG

	

	Language Preference:
(select  one)
	English
	Welsh
	Other

	

	Please complete our alcohol screening test. Even if you do not drink and have never consumed alcohol, we still need your answers for our records. If you need help calculating, you can visit www.alcoholchange.org.uk/alcohol-facts/interactive-tools/unit-calculator
Fast Alcohol Screening Test (FAST)

This is one unit of alcohol…
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…and each of these is more than one unit 
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Scoring system

0

1

2

3

4

How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?

Never

Less than monthly

Monthly

Weekly

Daily or almost daily

Only answer the following questions if the answer above is Never (0)

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

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

Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?

No

Yes, but not in the last year

Yes, during the last year

Remaining Alcohol Questions

Questions

Scoring system

0

1

2

3

4

How often do you have a drink containing alcohol?

Never

Monthly

or less

2 - 4 times per month

2 - 3 times per week

4+ times per week

How many units of alcohol do you drink on a typical day when you are drinking?

1 -2

3 - 4

5 - 6

7 - 8

10+

How often during the last year have you found that you were not able to stop drinking once you had started?

Never

Less than monthly

Monthly

Weekly

Daily or almost daily

How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?

Never

Less than monthly

Monthly

Weekly

Daily or almost daily

How often during the last year have you had a feeling of guilt or remorse after drinking?

Never

Less than monthly

Monthly

Weekly

Daily or almost daily

Have you or somebody else been injured as a result of your drinking?

No

Yes, but not in the last year

Yes, during the last year

Smoking Status

(Please Circle Relevant answer)
  Are you a ...
    Current Smoker                                         Ex Smoker                                  Non Smoker
If you are a smoker, how many:

Cigarettes per Day: …………….    Ounces of tobacco per day: ………………

 
Would you like to receive help to quit Smoking?

 
                                                                   YES                   NO


	

	Your Medical Background: (The following information you supply may assist us to provide good care for you whilst we wait for your previous medical records)

	What illnesses have you had & When?
	

	What operations have you had and When?
	

	Do you have any medical problems at present?
	

	Do you have any allergies?
	

	Please list any tablets, medicines, or other treatments you are currently taking:
(incl.  dose + frequency)
*Please attach or forward us your most recent repeat medication side slip if you have one*
	

	Are you able to administer your own medicines?
	Yes
	No – please detail specific issues (e.g. swallowing, opening containers)


	Is there any of the following in your family (father, mother, brother, sister) before the age of 65?

	Diabetes:
	Heart Attack:
	Heart Disease:
	Cancer:

	
	Site of Cancer:
	High Blood Pressure:
	Asthma:
	Stroke:

	
	Thyroid Disorder:
	Any other important Family Illness?

	

	What immunisations have you had? (please tick all that apply)
	Diphtheria
	Meningitis
	Tetanus
	Polio
	MMR

	
	Whooping Cough
	Pre-school booster
	Triple vaccine (Diphtheria, 

Tetanus & Pertussis) – 

3 doses

	

	Specific Needs:

Please detail below any specific needs you have so the Practice can ensure they are identified and accommodated by taking the appropriate action:

	Please state any Sensory Impairment you have 

(i.e. Speech, Hearing, Sight):
	

	Are you an ‘Assistance Dog’ User?
	

	Please state any Physical disabilities you have:
	

	Please state any Mental disabilities you have:
	

	Please state any requirements you need to be able to access the Practice premises
	

	Please state any Religious or Cultural needs:
	

	Do you require the help of a Translator / Interpreter?
	

	Please state any specific nutritional requirements you have:
	

	Please state any phobias you have:
	

	If you are a Carer, please state the name / address / phone number of the person you care for:
	Person Cared for Contact Details:

	If you have a Carer, please state their name / address / phone number and sign here if you wish us to disclose information about your health to your Carer.
	Carer Contact Details:

	
	                                    Signed:                                                             Date:

	 “Living Will” (A statement stating any medical treatment you would not to receive in the future)?
	Yes / No
	If “Yes”, 

can you please bring a written copy of it

to your first consultation

	Have you nominated someone to speak on your behalf (e.g. a person who has Power of Attorney)?
	Yes / No
	If “Yes”, please state their name / address / phone number:

	

	Women only:

	When was your last smear done?
	Date
	Was this at your

 GP’s Surgery?
	Yes
	NO

	What was the result 

of the smear?
	

	Date of last mammogram

(if applicable):
	Date
	Method of contraception (if used):
	

	Do you wish to see a doctor in this practice for contraceptive services (including the pill, coil or cap)?
	Yes
	NO

	

	

	

	Patient

Signature:
	
	Signature on

behalf of Patient:
	


Thank you for completing this form

For more information about the services we offer, please refer to our website: http://www.llanfyllin-gp.co.uk/ 
SMS (Short Message Service) Text Messaging

Only for completion by patients aged 16 and over please
We are always looking at ways to improve our communication to patients.

SMS text messaging is currently being used by other organisations (including dentists, banks and schools) for appointment reminders and release of general information

Care will be taken to ensure that no personal information is released using this service and the Practice will continue to observe the strictest controls with regard to holding your personal information in line with Data Protection Regulations

Currently we can send you text messages to alert you to health promotion initiatives such as flu jabs and NHS Health Check invitations.  In the future, we will be looking to introduce a more interactive form of SMS text messaging which will allow us to send you appointment reminders and provide you with the facility to cancel your appointment by text if you are no longer available to attend.

If you have a mobile phone, are over 16 and would like to receive SMS messages then please complete the slip below and hand it in at reception.

You may withdraw your consent at any time by notifying Reception either verbally or in writing.

I would like to receive Health Promotion initiatives via SMS messages and in the future Appointment Reminders
I fully understand that it is my responsibility to provide Llanfyllin Group Practice with any change of mobile phone number.

Surname: ____________________________________________________________________

Forename(s): ________________________________________________________________________

Date of Birth: _________________________ Mobile Number: _______________________

Address: ____________________________________________________________________

Patient Signature: _________________________________ Date: _________________________________
Disclaimer
If you agree to the Practice contacting you via the telephone number provided above, we agree to adhere to the following:

1. The telephone number you have provided will only be used by the practice in relation to the healthcare services offered by the practice. You will not be contacted in relation to any other types of products or services and your information will not be passed onto any other parties.

2. If at any time you would like to opt-out of the above service, please make a personal request to the practice and you will be opted out of the service within 48 hours. We would ask that you provide your reason for opting out to help us review and improve the service in the future.

For Office use:
Patient Record Update by:                                                       Date:

3rd Party Authority to discuss Medical record with a nominated patient representative

My details

	Full Name
	

	Date of Birth
	

	Address 
	

	Telephone number
	

	Patient signature
	

	Date of signature
	


I, give permission for Llanfyllin Group Practice to discuss/share my medical records with the following nominated representative/s:

	Full Name
	

	Date of Birth
	

	Relationship to patient
	

	Address 
	

	Telephone number
	

	Signature of Representative
	


	Full Name
	

	Date of Birth
	

	Relationship to patient
	

	Address 
	

	Telephone number
	

	Signature of Representative
	


The following can be discussed / shared with my nominated representative: 
	Full record
	Appointments
	Medication only
	Results
	Consultations
	Referrals 


Other:.............................................................................................................

Welsh GP Record – Patient Choice Form

If you do not want a summary of your GP medical record to be included in the Welsh GP Record, please complete the following details and return this form to your GP Practice.

SECTION A - To be completed by the Patient / Person acting on behalf of patient (with legal authority)
	NHS Number (if known)
	

	Surname
	

	Forename(s)
	

	Address Line 1
	

	Address Line 2
	

	City / Town / Village
	

	Postcode
	

	Date of Birth
	

	GP Practice
	

	·  FORMCHECKBOX 
 I confirm that I want to opt out of the Individual Health Record and prevent out of hours medical staff from accessing my GP medical information outside surgery hours.

·  FORMCHECKBOX 
 I have received enough information to enable me to make an informed decision to opt out.

·  FORMCHECKBOX 
 I understand that if I move GP Practices, I will need to discuss my opt-out requirements with my new Practice as I will not automatically be opted out.

·  FORMCHECKBOX 
 I have had an opportunity to discuss my decision with practice staff*

·  FORMCHECKBOX 
 I did not want to discuss my decision with practice staff*

	SIGNATURE

of Patient
	
	DATE
	


	Where applicable:

	NAME

of Person acting with legal authority
	

	SIGNATURE
	
	DATE
	

	(Please state relationship to patient)
	
	
	


· 
· SECTION B - To be completed by Practice Staff 

	· Date: Form received in the Practice
	· 

	· Date: Opt-out Code added to GP record

· (readcode: #9Ndo)
	· 

	· Name of Practice staff
	· 

	· Job title
	· 

	· Signature
	· 


               Copy to be retained by GP Practice and filed with Patient’s Records
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Are you prescribed regular medication?
If so, and if you do not have enough medication for the next 4 weeks, please request a prescription from your existing surgery so that you do not run out.

· Contact your current GP surgery and request a prescription. This can be dispensed at your usual pharmacy, or you can ask that they post the prescription to your new address and you can take it to a local pharmacy.

· Your existing surgery may be able to fax your prescription to a nearby pharmacy; we can provide you with details of pharmacies in the area if needed. It may be necessary to check this with the pharmacy first, as pharmacies not permitted to dispense certain medicines against a faxed prescription.
· Please ask your existing surgery for a ‘leavers report’ and bring this in to us. You should do this even if you have sufficient medication, as it will allow us to see what medicines you currently take. This may be important if you need urgent care whilst we wait for the transfer of your medical records. If you do not have a current surgery in the UK, or cannot recall your last surgery, then please contact Health in Wales, NHS England, NHS inform Scotland or NI Direct Northern Ireland who will be able to locate your last registered practice.

· If you routinely take non-prescription medicines such as paracetamol, antihistamines or an antacid and you can’t find an open pharmacy, then supermarkets, newsagents, and petrol stations usually stock a basic range of over-the-counter medicines. 
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For internal use only

Date Registration forms received at practice:…………………………………………….

Name of team member receiving forms:………………………………….

Date patient registered at practice: ……………………………………………………

Name of team member registering patient …………………………………………

Date filed onto record:…………………………………………………………..

Warning message added to patient journal (Third Party Consent Given if applicable) …………………………………
Today’s Date:








Llanfyllin Group Practice New Patient Registration Policy 

