APPLICATION TO REGISTER PERMANENTLY WITH A GENERAL MEDICAL PRACTICE
ALL FIELDS MARKED * ARE MANDATORY AND MUST BE COMPLETED AS FULLY AS POSSIBLE

1. PERSONAL DETAILS

Is this your first registraﬁdn with a Yes C No C
GP Practice in the UK?

Male* 1 Female* O

Date of birth * l ‘]
Title * l j
Surname * L W
Forenames * [ j
Previous surname * B ]
Email address # ' 1

Will you be in the area for more

than 3 months?

SIS,

SEOMLAHD

Yes@O No@d

(If ‘No’, please complete a temporary resident form)

Address *

Postcode *
Telephone #

Mobile #

|

|

L

|

|

-

# the data supplied in these fields will not be input to, or updated in, the Community Health Index (CHI), but will be held on the GP Practice’s system.

The following information can be found on your current medical card:

Community Health Index (CH1) number * 1

The following information can be found on your birth certificate:

Town of birth * L j

Registered district of birth l —l
(Scotland only)

NHS number *

Country of birth *

Mother's maiden name L

-

l

2. HELP US TO TRACE YOUR PREVIOUS GP HEALTH RECORDS BY PROVIDING THE FOLLOWING

INFORMATION

Address in UK when you were last registered with a GP *

Name and address of previous GP Practice in UK *

Postcode * L I

If you are from abroad:

Date you first came to live in the UK * L ]

Postcode *

If previously resident in
the UK, date of leaving *

L

L

Your most recent country of residence [

L

If you have served in the British Armed Forces:

Enlistment date * | ,

Are you a Reservist? Yes O NoDO

Service Number

If yes provide your address before enlisting *

Leaving date * [ 1

Is this your first registration with a GP since leaving the armed forces?

1

Postcode *

Yes O No O

L
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3. VOLUNTARYAUTHORISATION FOR ORGAN OR TISSUE DONATION

You have a choice about organ or tissue donation after Your death. To find out more about why it is important that you take the time to make your donation
decision and record it, goto www.organdonationscot!and.org

4. HOW WE USE INFORMATION

The information you have provided will be used by NHS Scotland to carry out its various functions and services including scheduling appointments,
ordering tests, hospital referrals and sending correspondence.

Your information, including your na
Community Health Index (CHI). This information is used to register you with the GP Practice, transfer your medical records between GP practices in the
UK, make payments to GP Practices for medical services provided, and to process and issue medical exemption certificates and entitiement cards.

NHS Scotland is made up of various organisations such as NHS Health Boards, GP practices, the Scottish Ambulance Service or NHS National
Services Scotland (the common name of the Common Services Agency for the Scottish Health Service), These organisations are individually
responsible for your personal heaith information. In terms of data protection and privacy laws, they are known as ‘data controllers’.

Find out more about NHS Scotland in the link provided above.

5. PATIENT DECLARATION

| declare that the information I have given on this form is correct and complete. | understand that, if it is not, appropriate action may be taken. To enable
NHS National Services Scotland to confirm my eligibility to lawfully register with a GP and for the purposes of prevention, detection, and investigation of
crime, the minimum necessary information from this form could be disclosed to relevant authorities.

Patient / Patient's representative signature l ’ Date * j

Representative’s name (if applicable) L —[

Relationship to patient (i applicable) L j

6. FOR PRACTICE USE
GP reference number L j GP name L ‘]
Practice code L j

Identification seen - do not take or retain photocopies

Please initial each relevant box (itis recommended that at least one form of the identification is seen to positively identify the applicant although it is not

mandatory to provide identification to register)

Birthcert I Student ID card O Driving licence [J Passport or [J Home Office 1  Other/None ,: j
HC2 cert app reg card

I accept this patient onto the practice list and declare that, to the best of my knowledge, this information is correct. | acknowledge that the details may be
authenticated from appropriate records, and that payments generated from this patient registration will be subject to Payment Verification,

Authorised Practice signature L ' Date * [ j

7. FOR OFFICIAL USE ONLY
Input by L j
Checked by L j
Date L j

Practice stamp
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Drs JORDAN & CANNING

NEW REGISTRATIONS

Please complete the following —



Drs JORDAN & CANNING
Rutherglen Primary Care Centre
130 Stonelaw Road
Rutherglen G73 2PQ
Tel. 0141613 4757 Fax. 0141 613 4750
60110

Ethnic Group
A. White
o Scottish (9513)
o Other British (9514)
o lIrish (9S11)
o Any other white background (9512)
SPECHY.ooveeeeo
B. Mixed

o Any mixed background (9SB)

C. Asian, Asian Scottish, Asian British

Indian (9S6)

Pakistani (9S7)

Bangladeshi (958)

Chinese (959)

Any other Asian background (9SH)

O ©

O O o

D. Black, Black Scottish, Black British
o Caribbean (9S2
o African (9S3)
o Any Other Black background (9SG)

E. Other ethnic background
o Any other background (9SJ) Specify

F. Other
o Prefer not to say (9sD)



DRS JORDAN & CANNING

NEW PATIENT QUESTIONNAIRE

Welcome to the Practice. As your previous medical records will take time to reach us, we would be
grateful if you could help by answering the questions below.

SURNAME ....cocoevvveereenennnnnn Date of Birth .........ccceuvueveeceveeeresieoo
(For children only ) - MOTHER’s NAME if different .......ocoeueeevueeeeceeeeee

FORENAME(S) vovvvscrvrvsssssrssssstssssssssssssssesssssssssossessessessess s
ADDRESS ....covvrrranctsiireeesetnsaeeseesssssssssensosns oo, e e e ae e e e ee s s nnnnes s
........................................................................ Post code
Tel. No. (home) u.....cevvvereeverceeeeeeees MODIIE ....covrurriiiceeeeceeee e,
QECUPALION v ssss s st ens s s s s ssssssnss e ssessissss -
Sex M/F Marital status .............uuu.........

PTEVIOUS GP evtvrreet st ettt s sss et
ADATESS wvvvvevriretecceeeceeeesenteetceeee s TEINO et

Are you a carer? Y/N

Previous illnesses/operations with dates if possible —

------------------------------------------------------------------------------------------------------------------------------------------------

Current medication (including inhalers, prescribed creams and contraception)
PLEASE BRING LIST OF REPEAT MEDS

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

Do you have any housing problems? (e.g. temporary accommodation)
(For children only) School or pre-5 establishment attended

Do you currently have any Social Work support? Yes/No

How much tobacco or cigarettes do YOU SMOKE?  ..ovnrereevncnenseerresneseseeeeo per day



How much alcohol do You consume per week?
(1 unit = 125 mJs wine, half pint beer, 25 mls spirits —
L Beer/Lager .........ueeevmreomre ] T 14)

FAMILY HISTORY
Which (if any) of your blood relations have had the following illnesses?
HEAIT BISCASE oot ssereese e

ASTAME e rte e e soessoes
High blood pressure ...............cvvrrvonnn . E— iiusansensessEiEEsTERnanes
Tuberculosis ........ e
Diabetes (Type I/Type ) erressesessserneensonens R
Stroke/TIA ................... e e e SRS e ST S T E i nerensanss
CANCEN (YD) oot srtssseseseee s
OHEF SEHIOUS INESS vovrerersvreeerersrsmses e

ADULTS childhood immunisations complete? Yes/No

BCG Y/N Date ...

Booster Diphtheria/Tetanus Y/N DAL ....eucrrcienenenereenreeenenenonn
Booster Polio Y/N 0 L
Hepatitis B Y/N  Date .o
Hepatitis A Y/N  Date.cererrreeeeeseno

FEMALE PATIENTS ONLY -

Have you had any children? Y/N  AGES oot
Have you had a miscarriage?  Y/N = Date ..ooooeovseeeveesssssss
Have you had a hysterectomy? Y/N = Date ....uuvvveevovovoccc
When was your last cervical SMEAr?  Date ..o

TO BE COMPLETED BY NURSE:
DALE COMPIELE : .eoovoeeerressscenseesssnss e
HEIght eueeeee e Weight .......ccovvvuveveeenennnnn,

Referral to Health Visitor (child under 5 years)
DR vttt



