
Shawbury Medical Practice
New Patient Registration Pack

Welcome to Shawbury Medical Practice

Thank you for choosing us as your new surgery

In order that we can provide the most comprehensive support as possible, we ask that you read the following information carefully and return this form, together with your NHS England Registration form (GMS1), to our Reception Team.

We ask that you bring two forms of identification (ID) one with a current photo and one with proof of registered address, for EACH person registering with the practice.

We also ask that you complete the questions on both forms fully and with as much detail as possible.

This will help us ensure we are meeting your healthcare needs as fully as we can.

We ask that, in particular, you include a mobile telephone number and/or an email address where you consent to be contacted. 

The reason for this being that, during emergencies or times where practices need to communicate with large groups of their patients at once, this enables practices to ensure we reach you with regard to important health matters as soon as is possible.

Please note, if you change any of your contact details it is vital that you update these immediately with the surgery, so we can keep your records and health provision as up to date as possible

Many thanks for your continued support with this

Dr A Clark

Dr A Clark
Shawbury Medical Practice

NB signature needed at pg 6



HEALTH QUESTIONNAIRE
introduction
This document is intended to be completed by patients to provide basic health information.

NAME_____________________________ Date of Birth______________________

Home Telephone____________________  Mobile______________________
			
Email address_____________________________ 

Weight____________________________Height___________________________

Occupation_________________________________________________

Admin Use Only: Mark contacts as verified

Medications:
Do you have any allergies to drugs/medication?  Yes/No

If yes, which medications? _______________________________________

Do you take any prescribed medication regularly? Yes/No

How many different types of medication do you take? (please circle) (Template 4+meds)

1	2	3	4	5	6	7	8	9	10+

Please List The Name of your medications: (please also ensure you have at least one month’s supply of your regular medications from your previous surgery, before registering)









Smoking.
Are you a smoker?		Yes 			

				 Ex Smoker	        		
				 Never Smoked        	 


If you smoke, how old were you when you started? _____________________________

Approx how much do you smoke a day?                                                                                  

Would you like support  to stop smoking?                                     Yes/No

If yes, would you like advice on how to contact our Social Prescriber ? _______________

If you used to smoke, when did you stop smoking, year/month? ____________________ 



Female Patients

When did you have your last smear taken? _________________________



If you have served in the British Armed Forces:
NHS England are working at improving understanding of the needs of veterans amongst NHS clinical and administrative staff. As part of this it would be helpful if we could identify any patients who are military veterans.

If you have served in the British Armed forces – 

If so, which section of the Armed Forces did you serve? Please circle. Please ALSO complete the follow page consent for us to request copies of your medical records while serving in the Armed Forces

Army Veteran

Royal Air Force Veteran

Royal Navy Veteran

Royal Marines Veteran 

Enlistment date: 					       Service Number:


Are you a reservist?	Yes  /  No 


Leaving Date: 


Is this your first registration with a GP since leaving the Armed Forces? 		Yes  /  No

If yes please provide your address before enlisting







Postcode

(internal use only 13Ji)
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Carers
Are you a carer? 		Yes  /  No

Do you have a carer?     	Yes  /  No

(Please tick) 

NB: A carer is somebody who looks after friends or relatives who need support due to frailty, disability or a serious health condition. (+to c/reg)

If you answered Yes – please give details of who you are carer to and/or your carer :

I am carer to:		
(please include name and your relationship to them)


My carer is:
(please include name and your relationship to them)












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

Heart Disease (Heart attacks, angina)?   

Yes / No. 		Which family member?


Stroke? 

Yes / No. 		Which family member?


Cancer? 	

Yes / No. 		Which family member?

Site of cancer?
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Information for new patients: about your Summary Care Record

Dear Patient,

If you are registered with a GP practice in England you will already have a Summary Care Record (SCR), unless you have previously chosen not to have one.  It will contain key information about the medicines you are taking, allergies you suffer from and any adverse reactions to medicines you have had in the past. 

Information about your healthcare may not be routinely shared across different healthcare organisations and systems. You may need to be treated by health and care professionals that do not know your medical history. Essential details about your healthcare can be difficult to remember, particularly when you are unwell or have complex care needs. 

Having a Summary Care Record can help by providing healthcare staff treating you with vital information from your health record. This will help the staff involved in your care make better and safer decisions about how best to treat you. 

You have a choice

You have the choice of what information you would like to share and with whom. Authorised healthcare staff can only view your SCR with your permission. The information shared will solely be used for the benefit of your care.

Your options are outlined below; please indicate your choice on the form overleaf.
a) Express consent for medication, allergies and adverse reactions only. You wish to share information about medication, allergies and adverse reactions only. 

b) Express consent for medication, allergies, adverse reactions and additional information. You wish to share information about medication, allergies and adverse reactions and further medical information that includes: Your significant illnesses and health problems, operations and vaccinations you have had in the past, how you would like to be treated (such as where you would prefer to receive care), what support you might need and who should be contacted for more information about you. 

c) Express dissent for Summary Care Record (opt out). Select this option, if you DO NOT want any information shared with other healthcare professionals involved in your care. 

Please note that it is not compulsory for you to complete this consent form. If you choose not to complete this form, a Summary Care Record containing information about your medication, allergies and adverse reactions and additional further medical information will be created for you as described in point b) above.
The sharing of this additional information during the pandemic period will assist healthcare professionals involved in your direct care and has been directed via the Control of Patient Information (COPI) Covid-19 – Notice under Regulation 3(4) of the Health Service Control of Patient Information Regulations 2002.

If you choose to complete the consent form overleaf, please return it to your GP practice. 

You are free to change your decision at any time by informing your GP practice.





Summary Care Record Patient Consent Form

Having read the above information regarding your choices, please choose one of the options below and return the completed form to your GP Practice:

Yes – I would like a Summary Care Record
□ Express consent for medication, allergies and adverse reactions only. 
or
□ Express consent for medication, allergies, adverse reactions and additional information.          

No – I would not like a Summary Care Record 
□ Express dissent for Summary Care Record (opt out).

Name of Patient: ………………………………………………..…...............................................................

Address: ………………………………………………………………………………………………………….

Postcode: ………………………………	Date of Birth: ………..........................................

NHS Number (if known): …………………………..………………...........................................................

Signature: ………………………………..	    Date: ………………………………………………



If you are filling out this form on behalf of another person, please ensure that you fill out their details above; you sign the form above and provide your details below: 

Name: …………..........................................................................................................................

Please circle one:  	

Parent	 	Legal Guardian 	Lasting power of attorney for health and welfare


If you require any more information, please visit http://digital.nhs.uk/scr/patients or phone NHS Digital on 0300 303 5678.












Access to Information Needs 

Please tick the appropriate box/es for your Access to Information Needs

Do you or your named/authorised carer need any of the following alternative correspondence formats?

Braille – 			Myself 	Carer 	
Large Print – 		Myself 	Carer 	
Audio Tape – 		Myself 	Carer 	


What is your preferred communication method?

No Preference			 	Home telephone number 	

Work telephone number		 	Mobile telephone number	

Email address 			 	Letter to home address	

Letter to temporary address 	 	Video conference		


ETHNICITY & LANGUAGE QUESTIONNAIRE

Completion of this questionnaire is not compulsory however this short questionnaire will give surgery staff some basic information about your communication support needs and ethnicity, to support your health care. We would be grateful if you could complete one form for each family member joining the Practice


Name………………………………………….Date of Birth…………………………………..


What is your main language? 

	


What is Your Ethnic Group? 
Please choose and tick ONE box which you feel best describes your ethnic group or background

	Prefer not to say
	
	Indian
	
	Mixed or Multiple ethnicity/ies
	

	White British
	
	Pakistani
	
	Other ethnicity / ethnic group (please specify below)

	Black British
	
	Bangladeshi
	
	

	Asian British
	
	Indian British
	
	

	African British
	
	Pakistani British
	
	

	Chinese British
	
	Bangladeshi British
	
	

	White Irish
	
	Caribbean British
	
	

	Black Irish
	
	Black Caribbean
	
	

	Asian Irish
	
	Black African
	
	

	African Irish
	
	Chinese
	
	

	Chinese Irish
	
	Japanese
	
	

	White Polish
	
	Asian
	
	

	Black Polish
	
	European
	
	

	Asian Polish
	
	African
	
	

	African Polish
	
	Canadian
	
	

	Chinese Polish
	
	American
	
	

	
	
	Australian
	
	





Page 4 of 9                                                                            Shawbury Medical Practice   July 2021
image1.emf

image2.jpg
Digital




