NEW PATIENT REGISTRATION
DATE:
NAME:





       DATE OF BIRTH: 




ADDRESS:




  
PREFERRED CONTACT TELEPHONE NO:
ARE YOU HAPPY TO RECEIVE COMMUNICATION VIA TEXT MESSAGING? 
YES
 NO
NEXT OF KIN, ADDRESS & CONTACT NO: SPOUSE/PARTNER/RELATIVE/FRIEND. (Please circle)

DO YOU HAVE A POWER OF ATTORNEY IN PLACE?          YES  
NO 

_________________________________________________________________________________________________________
WHAT IS YOUR ETHNIC GROUP?
White:  Scottish  □     English  □    Welsh  □    N.Irish  □    British  □    Irish  □   Polish  □    
Mixed or Multiple Ethnic Group  □                Asian Scottish/Asian British  □        

African, Caribbean or Black       □          
       Other Ethnic Group                □    Prefer not to say   □

DO YOU NEED AN INTERPRETOR OR SIGN LANGUAGE SUPPORT?            YES  □          NO  □
___________________________________________________________________________________________________________
CARERS
ARE YOU A CARER?


YES  □

NO  □
DOES SOMEONE CARE FOR YOU?
YES  □

NO  □
The Practice is able to provide support and information to patients who have a caring responsibility.  For further details please speak to a member of Staff.

___________________________________________________________________________________________________________






PERSONAL HISTORY (Please tick if applicable)
RESPIRATORY:

ASTHMA      
□


CHRONIC OBSTRUCTIVE PULMONARY DISEASE (COPD)
□
CARDIOVASCULAR:





RENAL:
HEART ATTACK (MI)


  □


CHRONIC KIDNEY DISEASE

□
ATRIAL FIBRILLATION (AF)

  □


RENAL FAILURE/DIALYSIS

□
HEART FAILURE 
 

  □


RENAL TRANSPLANT


□
HIGH BLOOD PRESSURE

  □



STROKE/TIA



  □


DIABETES
PERIPHERAL VASCULAR DISEASE
  □


TYPE I




□
CORONARY ARTERY BYPASS GRAFT
  □


TYPE II




□
MIGRAINE



  □


EPILEPSY



□

THYROID:






RHEUMATOID ARTHRITIS

□
OVERACTIVE



 □


OSTEOATHRITIS

        □

UNDERACTIVE



  □  


OSTEOPOROSIS


□
MENTAL HEALTH:





LEARNING DISABILITY

□
DEPRESSION



 □
ANXIETY



 □





LOW MOOD



 □
DEMENTIA



 □

​​​​​​​​
DRUG ALLERGIES: …………………………………………………………………………….…………….
CANCER HISTORY: ……………………………………………………………….………….………..…….
OPERATIONS:  ………………………………………………………………………………………………..
……………………………………………………………………………………………………………………

ARE YOU CURRENTLY ATTENDING HOSPITAL?   IF YES PLEASE GIVE DETAILS

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

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

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

ALCOHOL:   1 unit of alcohol = Small Glass of Wine. (A bottle of wine = 9-10 units) 

                                                         Half Pint of Beer.  One 25ml measure of a Spirit


Teetotal
                  □        Rarely (2-3 times a year)                     □

Weekly Intake:
<7 u/week □
  7-14u/week  □              21-30u/week  □             >30u/week  □  



EXERCISE PER WEEK

Light                    □

Moderate            □
 High                          □
SMOKING HISTORY:   
Never Smoked     □                  
Current               □         Ex-Smoker               □     

For smoking cessation advice please telephone – 0300 303 0242 or text Advice to 81066
.

FAMILY HISTORY. IF YES PLEASE GIVE DETAILS (WHETHER PARENT OR SIBLING AND AGE OF THEIR DIAGNOSIS)
DIABETES

□





ASTHMA


□

COPD


□





HIGH BLOOD PRESSURE
□

CANCER

□





STROKE


□

HEART ATTACK/ANGINA/CORONARY BYPASS <60YRS





□


HEART ATTACK/ANGINA/CORONARY BYPASS >60YRS





□
The Practice is able to offer a New Patient Medical.  If this is something you feel would be beneficial, please arrange an appointment with our Practice Nurse.

AVONDALE MEDICAL PRACTICE 

NEW PATIENT REPEAT MEDICATION INFORMATION
(To be completed by the patient prior to appointment with Practice Nurse)

	Name


	
	DOB
	


REPEAT MEDICATION

If you have a repeat prescription slip from your previous GP please hand this into the practice at reception or to the practice nurse when attending for your medical.

If you do not have a repeat prescription slip please list your medication below.  

We may need to contact your previous GP Surgery to confirm your medication or contact you to invite you to attend an appointment with the doctor to discuss you medication request.

PHARMACY COLLECTION CONSENT
If you would like your repeat prescription sent to the local pharmacy for dispensing please indicate below.   This will be taken as consent to the pharmacy staff collecting your prescription from the practice.  Please select your preference. 

Boots Common Green   



Boots Stonehouse  
	Name of drug


	Dose
	How often you take it
	Reason for medication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

















