NEW PATIENT APPLICATION FORM                  

Checked by:               
       
Please fill this in completely and honestly as it will form part of your legal medical record.  

Please hand back to staff with completed purple form, and pick up a Practice Leaflet.     You are then registered. 

We strongly urge you to book a new patient check with Nurse on joining. 










Patient Signature:________________

Have you been registered with another doctor Sutt/Carsh/Wallington? □




Have you been verbally abusive with another doctor/nurse/receptionist? □



 Date_____________
If from abroad, are you entitled to NHS treatment? □
Are you a carer □   Do you have a carer □      If so, please complete a carers’ form from front desk

Name:






Date Birth:


Age:

Occupation:






Height:                 

Weight:

ALLERGIES       itchy rash with Penicillin   


Other serious allergies:____________

Have you had your full course of Tetanus & Polio vaccines as a child (including the school-leaver dose)?   yes= □   no= □
ALCOHOL
please answer each question by circling the answers which best apply to you:



(If you have answered ‘never’ to question 1 you need not answer questions 2 & 3)
	Question
	0
	1
	2
	3
	4
	

	1. 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
	

	2. 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+
	

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


SMOKING         □Never smoked 

      □ Ex-smoker        Date  stopped =_____


        
        □ Smoker            No. of cigs  per day   = _____          

______________________________________________________________________________________________________

WOMEN Only

Birth control:     □ Condoms           □ Pill             □ Depot Injection              □ Coil:   date fitted:_____
      

□ Sterilized             □Partner/Husband Vasectomy           □ Definitely Infertile
     □ Actively trying for a baby

Cervical Smear  
Date of Last Smear: _______                  Was that smear normal?   yes= □   no= □
Have you had any abnormal smears in last ten years □            Date next smear due:_________      (usually 3yrs, unless abnormal previous)
Hysterectomy   no=□
    yes=□     Date of Op: ______
         Did they remove both Ovaries?   yes=□     no=□


Age at Menopause (ending of periods): _____

Mammogram   no=□    
    yes=□     Date: ________
         Normal?   yes=□     no=□
Do you have trouble holding your water (mild incontinence)?               □ Ectopic Pregnancy         □ Ovarian cysts 

______________________________________________________________________________________________________

PERSONAL MEDICAL HISTORY   
 

Circle those conditions you have (add dates, if you remember).      and Cross Out  those you don’t . 

(the crossing out is important legally to make sure you’ve considered every condition)

Please list  any other serious illness,      hospital admissions   and  operations  not covered here.

●Heart Attack (needing hospital admission for few days)
●Angina  (pain in chest relieved by GTN tabs/spray)



●Heart Bypass Surgery
●High Blood Pressure

Diabetes: ● insulin   ● tablets     ●diet only

●Stroke (Left or Right weakness)

●Epilepsy
●Atrial Fibrillation (irregular pulse)    

●Asthma

●Chronic Bronchitis requiring inhalers


●Thyroid (underactive, needing Thyroxine) 
●Depression (requiring medication)
●Drug Dependence          

●Tuberculosis TB           
● Pneumothorax (punctured lung) 


●Glaucoma                              ●Thyroid (overactive)
●Cataract Removal    
●Deafness    






●UlcerativeColitis      
●Crohns     

●Colostomy     
 
●Gall Stones  
 
●Gout  

●Parkinson’s Disease       
● Multiple Sclerosis       
●Psoriasis             ●Pacemaker








●Gastroscopy or Barium Meal for Stomach Ulcer or Severe indigestion

●Cancer:  where did it start?

●Deep Vein Thrombosis DVT      
●Pulmonary Embolus (requiring blood thinning medication)  

●Renal Failure (kidneys not 100%)      ●Liver problems       
●Hepatitis B    

●Athroscopy of Knee    

●Severe OsteoArthritis (wearing of joints)      ●Joint Replacements   Hip? Knee?


 ●Osteoporosis (thin bones on BoneDensity Scan)           ●Rheumatoid Arthritis

OPERATIONS: Please list any operations you have had and state the date each procedure took place:

FAMILY HISTORY     Tick the box if you have a Parent  or Brother  or Sister with:

□ Premature Heart Disease
   Person  had  Heart Attack or Stroke or Angina before age 60 
          

□ High Blood Pressure
  Started taking blood pressure medication before age 60
 □ Glaucoma (taking drops for high eye pressure)

Cancer  of:       □ Bowel      □Breast     □ Ovary

  □ Diabetes  

□  DVT, thrombosis in legs       
Please list  all MEDICINES  taken regularly,  include Contraceptive & puffers.

Please note that we haven’t the expertise to prescribe Valium/Temazepam/DiHydroCodeine or any other drugs of dependence. 

Patients on such medication are referred to the local drug team: we are unable to prescribe such medication at all.

Name:             




Strength of each tablet (mg)          

No. of tabs per day

