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Adult New Patient Registration

Thank you for choosing to register with us. In this pack you’ll find information about the practice and how to register. Please take the time to complete the enclosed forms as fully as possible as this will enable us to provide you with the best possible care while we wait for your medical record to arrive from your previous practice.

We are a two site practice. Whilst we will make every effort to offer you an appointment at the site of your choice this may not always be possible, especially if you require an urgent same day appointment when you may need to attend at either Cuckfield or the Vale Surgery.

Guidelines for Registering with Cuckfield Medical Practice & The Vale Surgery

When applying to become a patient there is no regulatory requirement for you to prove your identity, address, immigration status or the provision of an NHS number.  However, there are practical reasons why we ask for proof of ID, so that we can be assured that people are who they say they are or to check where you live, so if you can provide the ID documentation, this will help with the process.  If the Practice suspects a patient of fraud, for example using fake ID, we will hand the matter over to the local NHS counter-fraud specialists.
We require all new patients register individually in person, so that ID that is provided can be checked and you can provide blood pressure readings.
Forms of identification which are acceptable: You can provide one item from each list. 

	List A 
	List B

	    Passport 
    Photo Driving Licence	
	    Paid Utility Bill
    Local Authority rent card
    Bank Statement / Wage slip




	FOR OFFICE USE ONLY – Please tick when completed:

	    GMS1
	    ID Checked / Photocopied
	    Allocated GP
	    BP Readings

	    Booklet
	    Summary care record
	    Online access
	    Communication need

	    Proxy
	
	
	Staff Initials:  

	Allocated GP:
	Patient put on SystmOne? (initials)






[image: Picture1]

New Patient Registration Form / Health Questionnaire


	Please complete all parts of this form and take to Reception at either surgery along with your ID.
Please complete this form electronically or write in CAPITALS.
	Date form Completed

	
	



	Title
	Surname
	First Name

	
	
	



	Address

	

	Postcode:
	
	Date of Birth:
	



	Do you have a Key Safe?
	If yes, what is the code?
	Where is it located?

	    Yes                  No
	
	

	Ethnicity



Information on ethnicity and language is important because of the need to take into account culture, religion and language in providing appropriate individual care.
I would describe my ethnic origin as:

	Asian or Asian British
	Black or Black British
	Mixed

	    Bangladeshi
    Indian 
    Pakistan
    Any other Asian background
	    African
    Caribbean
    Any other Black background
	    White and Asian
    White and Black African
    White and Black Caribbean
    Any other mixed background

	Other Ethnic Group
	White
	Non-disclosure

	    Chinese
    Any other ethnic group
	    British
    Irish
    Any other White background
	    I do not wish to disclose my ethnic origin



	Language(s) Spoken 

	
	
	





	Contact Details



	Mobile Phone Number 
	Home Phone Number
	Work Phone Number

	
	
	



	Email address

	



	Preferred Pharmacy



The Pharmacies listed below collect regularly from the Practice.  If you would like to make use of this service please indicate by ticking one of the boxes OR your prescription can also be collected from the Practice so you can take it to any Pharmacy of your choice.

	Collection
	Pharmacies

	    Collect From Cuckfield surgery
    Collect from The Vale surgery
	    Lloyds, Cuckfield			
    Lloyds - Sainsburys
    Kamsons, Haywards Heath (Vale)
    Boots NEP, (New England Road)
    Northlands Wood Pharmacy
    Boots, Haywards Heath (South Road)



	Next of Kin



	Title
	Surname
	First Name

	
	
	



	Current Address if different from your own

	

	Postcode:
	
	
	



	Relationship to you
	Home telephone
	Mobile phone

	
	
	







	
Consent to Leaving Messages and Communicating with you



In accordance with the Data Protection Act, the Practice requires written consent from any patient who is happy for us to leave a message on their answer phone in the event that we need to contact them. If we do not have written consent, and are unable to leave a message it may be difficult to contact you if we need to do so quickly.

Please tick all the boxes that apply:

	I give consent for the Practice to leave voicemail messages on my:

	    Home Phone
	    Work Phone
	    Mobile Phone



	I give consent for the Practice to leave a message about any aspect of my medical treatment:

	With:  
	Relationship to you:  



	I give consent to receiving the following from the Practice:

	    SMS (text) appointment confirmation and reminders
	    Emails



This consent will commence from the date of registration.
Please be aware that the integrity and security of emails cannot be guaranteed on the internet and whilst every effort is made to keep this information secure, you should be aware that we cannot offer any guarantees of absolute privacy.

	Past Medical History



	Do you suffer with a chronic condition i.e. heart disease, lung disease, high blood pressure, diabetes?  OR have you had a serious illness or operation?

	    Yes
	    No



	If yes, please give details

	



Medication

If you are on regular medication you will need to book an appointment with a doctor at least 
2 weeks before your current supply runs out. Please bring your prescription or medication with you to this appointment. 
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	Women Only



	Approximate date of last smear test:
	Have you had any abnormal smear results?   

	
	    Yes
	    No



	If yes, please give details of any follow up treatment

	



	Lifestyle



	Please tell us your height and weight:

	Height:
	Weight:



Smoking

	Do you currently smoke?
	If yes, how many per day?
	Are you an ex-smoker?

	    Yes                  No
	
	    Yes                  No




Alcohol

	Do you drink alcohol?

	    Yes
	    No



	MEN: How often do you have EIGHT or more drinks on one occasion?

	  Never
	  Less than monthly
	  Monthly
	  Weekly
	  Daily or almost Daily



	WOMEN: How often do you have SIX or more drinks on one occasion?

	  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



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

	  Never
	  Less than monthly
	  Monthly
	  Weekly
	  Daily or almost Daily



	In the last year has a relative or friend, or a doctor or other health worker been concerned about your drinking or suggested you cut down?

	  Never
	  Less than monthly
	  Monthly
	  Weekly
	  Daily or almost Daily


Exercise
Please answer the following about your activity levels: 

	How active is your work?

	    I am not currently working
	    Mostly sitting
	    Mostly standing or walking

	    Definite physical effort
	    Vigorous activity
	



	How many hours a week do you spend doing the following? 

	Exercising:   
	Cycling:   
	Walking:   

	Housework or Childcare:   
	Gardening or DIY:   
	




	What is your average walking pace?

	    Slow
	    average
	    brisk
	    fast



	Allergies



	Do you have any Allergies or Sensitivities?

	    Yes
	    No



	If yes, please give details

	



	Family History



Do you have any family history (father, mother, brother, sister) of any of the following: 

	Please tick all those that apply:

	    Asthma
	    Diabetes Type I
	    Diabetes Type II
	    Hypertension



Do you have any family history (father, mother, brother, sister) of any of the following happening to a relative before the age of 65 years old. heart disease, stroke or cancer before the age of 65?

	Please tick all those that apply:

	    Coronary Heart Disease
	    Stroke
	    Breast Cancer
	    Prostate Cancer

	    Bowel Cancer
	    Ovarian Cancer
	
	




	No Family History

	    I confirm I have no knowledge of any family history

	

	Communication Needs



Do you have a Communication Need?
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We want to get better at communicating with our patients. We want to make sure you can read and understand the information we send you.  If you find it hard to read our letters or if you need someone to support you at appointments, please let us know.
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We want to know if you need information in braille, large print or easy read.
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We want to know if you need a British Sign Language interpreter or advocate
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We want to know if we can support you to lip read or use a hearing aid or communication tool.



	Do you have a Communication Need?
	  Yes      No



If you would prefer to speak to someone about your communication need please tell the receptionist when you arrive for your next appointment, or call us on 01444 458738 or e-mail us on Cuckfield.reception@nhs.net.  Or alternatively ask to speak with our Care Coordinator.
	Carer Information



Carer Information Form

A carer provides unpaid care by looking after an ill, frail or disabled partner, relative, friend or neighbour who could not manage without their help. 

The staff at Cuckfield Medical Practice and The Vale Surgery would like to help you in your caring role by placing you on the Practice Carers’ Register which will highlight your situation when staff communicate with you. We can also offer you the opportunity to speak with a Carers’ Support Worker who can provide information about services which are available to carers and also support you in your caring role. 

	Would you like to be placed on the practice Carers’ Register?
	  Yes      No

	Would you like to receive an information leaflet about Carers’ Support Service? (There are leaflets in the waiting room)
	  Yes      No

	Would you like the Carers’ Support Worker to contact you to discuss your caring role?
	  Yes      No

	If you would like contact, what are your main concerns at present?


	Your name:

	Your Address:

	Your telephone number:

	Name of the Person you care for:

	Your relationship to the person you care for:

	We will comply with your request.  If you wish the Carers Support Worker to contact you, we will pass the above information to her by telephone or email and your signature will indicate your agreement to this action. 

	

	Date:                                                       Signature:

	
Please hand this form to the Receptionist.



(For office use only)

	
	Date
	Signature

	Carer entered on Carers Register 
	
	

	Carers Support leaflet given to carer
	
	

	Referral made to Carers Support office
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Summary Care Record – your emergency care summary 

The NHS in England is introducing the Summary Care Record, which will be used in emergency care. 

The record will 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.

As a patient you have a choice: 

    Yes I would like a Summary Care Record 
You do not need to do anything and a Summary Care Record will be created for you. 

    No I do not want a Summary Care Record 
Please ask the Receptionist for the opt-out form, complete it and hand it to a member of the GP practice staff.

If you need more time to make your choice you should let your GP Practice know.

For more information, telephone the dedicated NHS Summary Care Record Information Line on 0300 123 3020 or go to www.cuckfieldmedicalpractice.co.uk for more information.

Additional copies of the opt out form can be collected from the GP practice, printed from the website www.nhscarerecords.nhs.uk  or requested from the dedicated NHS Summary Care Record Information Line on 0300 123 3020.

You can choose not to have a Summary Care Record and you can change your mind at any time by informing your GP practice. 

If you do nothing we will create a Summary Care Record for you. Children under 16 will automatically have a Summary Care Record created for them unless their parent or guardian chooses to opt them out.  If you are the parent or guardian of a child under 16 and feel that they are old enough to understand, then you should make this information available to them. 

Thank you for taking the time to complete our Registration Form.
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TPP SystmOnline Access Application Form
Patient to complete:

	Surname
	 Date of birth

	First name

	Address

Postcode

	Email address

	Telephone number
	 Mobile number



I wish to have access to the following online services (please tick all that apply):

	1.  Booking appointments
	

	2.  Requesting repeat prescriptions
	

	3.  Accessing my medical record
	



I wish to access my medical record online and understand and agree with each statement (tick)

	1.  I have read and understood the information leaflet provided by the practice
	

	2.  I will be responsible for the security of the information that I see or download
	

	3.  If I choose to share my information with anyone else, this is at my own risk
	

	4.  If I suspect that my account has been accessed by someone without my agreement, I will contact the practice as soon as possible
	

	5.  If I see information in my record that is not about me or is inaccurate, I will contact the practice as soon as possible
	

	6.  If I think that I may come under pressure to give access to someone else unwillingly I will contact the practice as soon as possible. 

	



	Signature:
	Date:


For practice use only
	Patient NHS number:
	Date:
	Identity verified by (initials):

	Method:      Vouching         Vouching with information in record           Photo ID and proof of residence 

	Authorised by:
	Date:

	Date account created:
	Date passphrase sent:

	Level of record access enabled
  All        Prospective           Retrospective          Detailed coded record          Limited parts 
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Consent to proxy access (for over 16 years old only) to GP online services

Proxy Access: You are giving someone else (relative, carer, etc) access to your online account. 
This person does not have authorisation to view your notes, ask about your care or make decisions on your behalf. A Proxy can make appointments and request medication for you via their online services.  
If the patient does not have capacity to consent to grant proxy access and proxy access is considered by the practice to be in the patient’s best interest section 1 of this form may be omitted.

Section 1

I (name of patient), ___________________________ give permission to my GP practice to give the 

following person(s) ______________________________________ proxy access to the online services as 

indicated below in section 2.

· I reserve the right to reverse any decision I make in granting proxy access at any time.
· I understand the risks of allowing someone else to have access to my health records.
· I have read and understand the information leaflet provided by the practice

	Signature of Patient:
	Date:



Section 2
I wish my proxy to have access to the following online services on my behalf (please tick all that apply):

	1.  Booking appointments
	

	2.  Requesting repeat prescriptions
	

	3.  Accessing my medical record
	



Section 3
I/we (names of representatives) _________________________________________ wish to have online access 

to the services ticked in the box above in section 2 for (name of patient) ______________________________. 

I/we understand my/our responsibility for safeguarding sensitive medical information and I/we understand      and agree with each of the following statements:

	1. I/we have read and understood the information leaflet  provided by the practice and agree that I will treat the patient information as confidential
	

	I/we will be responsible for the security of the information that I/we see or download
	

	I/we will contact the practice as soon as possible if I/we suspect that the account has been accessed by someone without my/our agreement
	

	If I/we see information in the record that is not about the patient, or is inaccurate, I/we will contact the practice as soon as possible.  I will treat any information which is not about the patient as being strictly confidential
	



	Signature/s of representative/s:
	Date/s:


Patient Details:  (The person whose records are being accessed)
	Surname
	Date of birth

	First name

	Address 

Postcode          

	Email address

	Telephone number
	Mobile number



 Representatives Details: (The person(s) seeking proxy access to the patient’s online account)
	Surname
	Surname

	First name
	First name

	Date of birth
	Date of birth

	Address


Postcode 
	Address               (tick if both same address )


Postcode

	Email
	Email

	Telephone
	Telephone

	Mobile
	Mobile



For practice use only
Please note – if application for proxy access is NOT made at the same time as the patient’s application for access, patient’s ID must be verified again.

	Patient NHS number
	

	PROXY Identity verified by (initials)
	 Date

	Method of verification
   Vouching                Vouching with information in record             Photo ID and proof of residence

	PATIENT Identity verified by (initials)
	 Date

	Method of verification
   Vouching                Vouching with information in record             Photo ID and proof of residence

	Proxy access authorised by
	Date

	Date account created 
	Date passphrase sent

	Level of record access enabled 
   Prospective         Retrospective          All            Limited parts           Contractual minimum 

	Notes / comments on proxy access
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