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New Patient Registration Form
Children (0 years old – 16 years old)
Please complete this confidential form in BLOCK CAPITALS 

and tick the boxes as appropriate.

Complete a separate form for each family member to be registered.

If you are newly arrived in this country, please bring your passport to confirm 

your date of birth and complete the section supplementary questions.

If you are not ordinarily resident in the UK/Overseas Visitor please read leaflet ‘Visiting the UK’ attached and ensure section supplementary questions is completed and signed. 
	REGISTERING AT CHERRYMEAD SURGERY
Patients applying to join this practice must live within the practice area.  Please check your address with Reception.  

PLEASE COMPLETE ALL MANDATORY FIELDS MARKED IN RED WITH ASTERIX* OTHERWISE WE CANNOT PROCESS YOUR REGISTRATION UNTIL THESE INFORMATIONS ARE FULLY COMPLETED. PLEASE COMPLETE IN BLOCK CAPITALS. PLEASE CHECK YOUR FORM VERY CAREFULLY AS WE ARE NOT ABLE TO CHASE FOR ANY MISSING INFORMATION. 
Please provide one of the forms of Photo ID from Section A below:

· Current full passport

· Birth Certificate
Please provide us with either a photo copy of your childs immunisations (red book) or fill in the immunisation section of the registration form
Patients aged under 16 years 
No proof of address is required but unless there are exceptional circumstances, we will only register children in this age group if a parent/guardian is already a registered patient or in the process of registering. New babies should be registered using the New Baby Registration Form.
Failure to provide the required documentation may result in the refusal of your application*



APPLICANT’S DETAILS – TO BE COMPLETED IN FULL AND IN BLOCK CAPITALS 
	NHS Number (if Known)
	
	
	Previous Address  - UK or Abroad
(incl  Postcode)

	Title*:
	
	
	

	Surname*:
	
	
	

	Forename(s)*:
	
	
	

	Date of Birth*: 
	
	
	

	Gender*:
	
	
	*Last Doctor’s Name & Address- UK or Abroad
(incl Postcode)
	

	Nationality*:
	
	
	
	

	Ethnic Origin*:
	
	
	
	

	First Language*:
	
	
	
	

	Do you require an Interpreter*?
	YES / NO
	
	
	

	If YES, please state language for translation*:
	
	
	*Town and Country of Birth: 

	Religion (optional):
	
	
	

	Telephone No (Home)*:
	
	
	

	Telephone No (Mobile)*:
	
	
	*Nominated Pharmacy name, address:



	Permission to send information via text message
	Yes / No
	
	

	Emergency contact (name and contact number):
	
	
	

	Is your emergency contact your next of kin?
	Yes / No
	
	

	For details on how we keep your data safe and confidential please see our privacy notice on our website or request a copy from Reception

	
	
	*Does your child have a carer?  If yes please put their name and contact information below

	Email address*: 

(PRINT CLEARLY) 
	
	

	Permission to send information via email Yes / No
	
	*Do we have permission to speak to your Child’s carer regarding their medical record? 
Yes / No

	Current Address*
(incl Postcode)
	
	

	
	
	
	

	
	
	The NHS is changing the way your health information is shared and managed. The NHS Summary Care Record is an electronic record of important information about your health. It will be available to health care staff providing your NHS Care. For details on how we keep your data safe and confidential please see our privacy notice on our website or request a copy from Reception

	
	
	

	*If you are from abroad- Address where first registered with a GP and the date when you first came to live in the UK:
	
	

	
	
	

	
	
	

	*If previously resident in UK – date of leaving
	
	

	
	
	 

	
	
	


NEW PATIENT QUESTIONNAIRE
                                   MEDICAL HISTORY – TO BE COMPLETED IN FULL BY ALL PATIENTS

	Current Medication: If None please write None*

	

	Medical Conditions:  If None please write None*

	


NEW PATIENT QUESTIONNAIRE

                                   MEDICAL DETAILS – TO BE COMPLETED IN FULL BY ALL PATIENTS

	Are you allergic or sensitive to any medicines, food, animals etc? *
	YES / NO *

	If yes, please give details*: 
	


	Current Height*
	
	Current Weight*
	


	Please list any illnesses that ‘run in your family’ (parents/siblings) eg Diabetes, Glaucoma, Heart Attacks etc. and state which family member has this illness: (optional)
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	*Applicant’s parent or guardian  Signature (not typed)
	
	
	Date*: 
	


These questions have been designed to speed up the receipt of your Medical Records and to assist your new General Practitioner in gaining an understanding of your medical history. 

The information provided will be handled confidentiality but, should you have any concerns about completing any of the medical details, please leave them blank. 

You will receive notification by email or letter as to whether your application has been accepted or rejected within two weeks of receipt of your application.  If your application has been successful you will be informed of your ‘Usual GP’. 
*My Child’s Immunisation History (if applicable)
Please write clearly and in BLOCK CAPITALS. (1 child per form) TO BE COMPLETED FOR CHILDREN UP TO 5 YEARS OLD
	Childs Full Name*:          

Date of Birth*                                                                           NHS No*:                                             

	

	Routine Childhood Immunisations
	Age usually given
	Date Given (dd/mm/yy)

	1st DTaP/IPV/HIB*                     Diphtheria, tetanus, pertussis, polio and Hib              
	2 months
	

	Hepatitis B*
	
	

	MEN B*                                                                             Meningococcal B                                                            
	
	

	Rotavirus*
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PCV*                                                                                     Pneumococcal
	
	

	2nd DTaP/IPV/HIB*                    Diphtheria, tetanus, pertussis, polio and Hib             
	3 months
	

	Hepatitis B*
Rotavirus* 
	
	

	3rd DTaP/IPV/HIB*                    Diphtheria, tetanus, pertussis, polio and Hib              
	4 months
	

	Hepatitis B*
	
	

	Men B*                                                                              Meningococcal B

PCV*                                                                                     Pneumococcal 
	
	

	Hib / Men C* 
	12 - 13 months
	

	1st MMR*                                                              Measles, Mumps, Rubella
	
	

	PCV*                                                                        Pneumococcal  booster                                                                  
	
	

	MEN B*                                                                            Meningococcal B                                                            
	
	

	2nd MMR*                                                             Measles, Mumps, Rubella
	3 yrs 4 months approx.

	

	4th/Pre School Booster DTaP/IPV*        Diphtheria, tetanus, pertussis, polio                  
	
	


	NoN Routine Vaccines*
	Date given*
(DD/MM/YY)
	OTHER VACCINES RECEIVED* 



	BCG*
	
	

	Meningitis C*
	
	

	Hib Booster (Haemophilus Influenza B*)
	
	

	Hepatitis B*
	1st

	2nd

	3rd

	4th
	


Please return this form to your GP surgery or provide the red book to be photocopied*
Are you following the UK Immunisation Schedule?   YES / NO (Please circle)* 
If No, please state which country* ……….…………………………………………………………..

Parents Name*  ………………………………………………..                                     Date* ..…..…/…..……/…….…..
	Cherrymead Surgery

Queensmead Road, Loudwater, High Wycombe, Buckinghamshire HP10 9XA

01494 445150


Patient Online: Registration Form Access to GP Online Services*
	Name*
	

	Date of birth*
	

	Address*

	

	Postcode*
	
	Usual GP*

	Email address
	

	Telephone number*
	
	Mobile number*
	


I wish to have access to the following online services (tick all that apply)*:
	1. Requesting telephone consulations
	(

	2. Requesting repeat prescriptions
	(

	3. Accessing my medical record  - Medication and Allergies* 
	(

	4. Accessing my medical record – Test results and immunisations*
	(

	5. Accessing my medical record – Problems, Consultations *
	(


Application for online access to my medical record
I wish to access my medical record online and understand and agree with each statement (please tick)*
	6. I have read and understood the information leaflet  provided by the practice
	(

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

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

	9. I will contact the practice as soon as possible if I suspect that my account has been accessed by someone without my agreement
	(

	10. If I see information in my record that it not about me, or is inaccurate I will log out immediately and contact the practice  immediately via ‘Secure Messaging’ within my Patient Access (if available) account or I will contact the practice by telephone after 2pm
	(

	11. If I have access to my childs record I understand that this will be switched off on the childs 12th birthday
	(


	Signature*(not typed)
	
	Date*
	


For practice use only

	Identity verified through

(tick all that apply)
	Vouching (
Vouching with information in record (   

Photo ID (
Proof of residence (
	Name of verifier
	Date

	Name of person who authorised 

(if applicable)
	
	Date

	Date account created 
	

	Date passphrase sent 
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Patient Online: Records Access
Patient information leaflet ‘It’s your choice’

	If you wish to, you can now use the internet to book appointments with a GP, request repeat prescriptions for any medications you take regularly and look at your medical record online. You can also still use the telephone or call in to the surgery for any of these services as well.  It’s your choice.

Being able to see your record online might help you to manage your medical conditions. It also means that you can even access it from anywhere in the world should you require medical treatment on holiday. If you decide not to join or wish to withdraw, this is your choice and practice staff will continue to treat you in the same way as before. In general this decision will not affect the quality of your care.

You will be given login details, so you will need to think of a password which is unique to you.  This will ensure that only you are able to access your record – unless you choose to share your details with a family member or carer.

The practice has the right to remove online access to services for anyone that doesn’t use them responsibly.

	
It will be your responsibility to keep your login details and password safe and secure.  If you know or suspect that your record has been accessed by someone that you have not agreed should see it, then you should change your password immediately.

If you can’t do this for some reason, we recommend that you contact the practice so that they can remove online access until you are able to reset your password.

If you print out any information from your record, it is also your responsibility to keep this secure.  If you are at all worried about keeping printed copies safe, we recommend that you do not make copies at all. 




	Before you apply for online access to your record, there are some other things to consider.

Although the chances of any of these things happening are very small, you will be asked that you have read and understood the following before you are given login details.


	Things to consider

	
	Forgotten history 
There may be something you have forgotten about in your record that you might find upsetting. 

	
	Abnormal results or bad news  
If your GP has given you access to test results or letters, you may see something that you find upsetting to you. This may occur before you have spoken to your doctor or while the surgery is closed and you cannot contact them. 

	
	Choosing to share your information with someone 
It’s up to you whether or not you share your information with others – perhaps family members or carers. It’s your choice, but also your responsibility to keep the information safe and secure.  

	
	Coercion 
If you think you may be pressured into revealing details from your patient record to someone else against your will, it is best that you do not register for access at this time.

	
	Misunderstood information 
Your medical record is designed to be used by clinical professionals to ensure that you receive the best possible care.  Some of the information within your medical record may be highly technical, written by specialists and not easily understood. If you require further clarification, please contact the surgery for a clearer explanation. 

	
	Information about someone else 
If you spot something in the record that is not about you or notice any other errors, please log out of the system immediately and contact the practice as soon as possible.


	More information
For more information about keeping your healthcare records safe and secure, you will find a helpful leaflet produced by the NHS in conjunction with the British Computer Society:
‘Keeping your online health and social care records safe and secure’.
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If you need your doctor to dispense medicines and appliances (optional)


I live more than 1 mile in a straight line from the nearest chemist                               *Not all doctors are 


I would have serious difficulty in getting them from a chemist                                       authorised to dispense medicines





It’s Your Choice





Repeat prescriptions online











GP appointments online











View your GP records















