High Mill Medical Practice

Drs Macleod, Lindsay, Thompson & Zonfrillo
Carluke Community Health Centre

40 Chapel Street

Carluke  ML8 4BA
Tel No 01555 771012   
ADULT NEW PATIENT INFORMATION

SURNAME_______________________      FORENAME(S)___________________________
FULL ADDRESS_______________________________________________________________

TEL NO. HOME__________________​​​​___  MOBILE NO _____________________________


EMAIL ADDRESS ______________________________________________________________                              

MARITAL STATUS ______________
  DATE OF BIRTH:  ____________________________
COUNTRY OF BIRTH ________________          SEX    MALE / FEMALE

OCCUPATION____________________________
NEXT OF KIN                                           
NAME _______________________________________________________________________
RELATIONSHIP TO PATIENT__________________________________________________
CONTACT TEL NO & ADDRESS ________________________________________________
DO YOU SMOKE       YES / NO


IF YES HOW MAY CIGARETTES DO YOU SMOKE PER DAY   _____________________
IF NO HAVE YOU EVER SMOKED  _______   WHEN DID YOU STOP ________________
DO YOU DRINK 
      YES /  NO     

IF YES HOW MUCH DO YOU DRINK PER WEEK   OF    
WINE      __________________
              BEER      __________________






                     
SPIRITS  __________________
DO YOU TAKE REGULAR EXERCISE   YES /  NO
WHAT TYPE OF EXERCISE DO YOU UNDERTAKE?______________________________
DO YOU HAVE ANY ALLERGIES  
YES  /  NO
IF YES PLEASE STATE WHAT THESE ARE ______________________________________
PLEASE LIST ANY PREVIOUS ILLNESSES OR OPERATIONS




______________________________________________    YEAR OF ONSET__________
______________________________________________    YEAR OF ONSET__________
______________________________________________   YEAR OF ONSET___________
PLEASE LIST CURRENT MEDICATION(S) - Include strength of medication & amount taken daily
PLEASE LIST ANY HOSPITAL REVIEWS & REFERRALS WHICH YOU CARE CURRENTLY  UNDERTAKING:
PLEASE GIVE DETAILS OF FAMILY HISTORY

INDICATE WHICH RELATIVE HAS SUFFERED ANY OF THE FOLLOWING AND IF POSSIBLE THEIR AGE AT TIME:

HEART ATTACK _________________
DIABETES_____________________________

CANCER  ________________________
SITE OF TUMOUR (if known)____________

ASTHMA_________________________
TUBERCULOSIS________________________
STROKE__________________________
BLOOD PRESSURE_____________________
ANY OTHER SERIOUS ILLNESS________________________________________________
_____________________________________________________________________________

VACCINATIONS

PLEASE INDICATE WHICH YOU HAVE HAD AND WHEN (wherever possible):

CHILDHOOD VACCINATION PROGRAMME
YEAR COMPLETED: ____________ 

RUBELLA______________________
             HEP B_________________________________
HEP A__________________________

MENINGITIS___________________________
BCG____________________________

TETANUS______________________________
OTHER________________________________________________________________________
FEMALE PATIENTS
HAVE YOU HAD CHILDREN
YES  /  NO
IF YES HOW MANY _______________
THEIR AGE(S) ________________________
HAVE YOU HAD A HYSTERECTOMY?    YES  /  NO


IF YES PLEASE STATE YEAR OF OPERATION __________________________________
IF APPLICABLE WHICH FORM OF CONTRACEPTION DO YOU USE ______________
WHEN DID YOU HAVE YOUR LAST CERVICAL SMEAR __________________________
MEASUREMENT

HEIGHT (SELF MEASURE)
 _________________________________



WEIGHT (SELF MEASURE) __________________________________
CARERS
DO YOU HAVE A CARER     YES / NO
(Excluding employed or carers from a Voluntary Organisation)

DO YOU CARE FOR SOMEONE WHO IS FRAIL OR UNWELL?    YES / NO
IF YES, WOULD YOU LIKE TO GIVE A NAME___________________________________
If you wish your prescriptions to be collected/sent to a preferred pharmacy, please tell us which pharmacy you have chosen. (Please circle one choice only)

Boots Carluke / Cairns Carluke  / Lloyds Carluke / Boots Law 

PLEASE REMEMBER TO BRING SOME IDENTIFICATION WITH YOU WHEN RETURNING YOUR FORMS TO THE RECEPTIONIST. 

Please also bring proof of address.
This can be:
1. Medical Card

2. Birth Certificate

3. Passport

4. Current Utility Bill with your Name & Address on it.
SIGNATURE   __________________________     DATE  ________________________     
Do you need an interpreter or sign language support?

Please circle       YES             NO

If you do need an interpreter what language do you speak?

Please state _______________________________________
What is your ethnic group?

Choose ONE section from A to E then circle which best describes your ethnic group or background.

A. White

     Scottish

     English

     Welsh

     Northern Irish

     British

     Irish

     Gypsy / Traveller

     Polish

     Any other white ethnic group, please write in _______________________
B. Mixed or Multiple ethnic groups
    Any mixed or multiple ethnic groups

C. Asian, Asian Scottish or Asian British
     Pakistani, Pakistani Scottish or Pakistani British

     Indian, Indian Scottish or Indian British

     Bangladeshi, Bangladeshi Scottish or Bangladeshi British

     Chinese, Chinese Scottish or Chinese British

     Other, please write in _________________________
D. African, Caribbean or Black
     African, African Scottish or African British

     Caribbean, Caribbean Scottish or Caribbean British

     Black, Black Scottish or Black British

     Other, please write in __________________________ 

E. Other ethnic group
    Arab

    Other, please write in ___________________________
[image: image1.jpg]


If you do not wish to give this information please tick here     

Thank you for completing this form


Text Messaging Consent Form
High Mill Medical Practice wishes to expand its method of communicating with patients to include the use of text messages. The service will be used to send text messages about test results being available, practice news, health promotion, chronic disease monitoring and appointment reminders.
This form provides information about the risks of email and texts.  Patient privacy is important to us, which means we need your consent.
Benefits
There are a number of advantages to contacting patients via text:

· Quick and easy communication without delays 

· Reduced possibility of loss of communication through incorrect postal address

Risks
Communication by text has a number of risks which include, but are not limited to, the following:

· Texts can be circulated, forwarded and stored in paper and electronic files.

· Backup copies of texts may exist even after the sender or the recipient has deleted his/her copy.

· Text can be received by unintended recipients.

· Text can be intercepted, altered, forwarded or used without authorisation or detection.

· Text senders can easily type in the wrong email address or mobile number.

· Texts can be used to introduce viruses into computer systems or smart phones.
You must be at least 16 years old to sign up for this service and your mobile number must be your personal mobile number (and cannot be a landline). You cannot use a friend or relative’s number. This will compromise your confidentiality and it is your responsibility to keep the Practice up to date with your current mobile number.
If you are happy to proceed please fill in your details. Please note, ALL boxes must be completed.
	Patient details
	Please complete in BLOCK CAPITALS

	   Forename
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	   Surname
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	   Date of birth
	D
	D
	/
	M
	M
	/
	Y
	Y
	Y
	Y
	

	   Mobile number
	
	
	
	
	
	
	
	
	
	
	
	

	   Signature


	

	   Date
	D
	D
	/
	M
	M
	/
	Y
	Y
	Y
	Y
	
	
	
	
	
	
	
	
	
	


I consent to the practice contacting me by text message for the purpose of Test Result Alerts, Chronic Disease Review Reminders, Appointment Reminders: YES/NO
(please amend as appropriate, if left blank, we will assume NO)
Declaration (please tick)
     
I will ensure that I keep the Practice informed of my up to date mobile number at all times.

    
I understand that it is still my responsibility for attending appointments or cancelling them by contacting the Practice directly.


I understand that if I don’t receive any test results by text, it is my responsibility to contact the practice.

    
I understand I can cancel the text message facility at any time.

Signature of Patient:  __________________________________ 
Date: ________________

Vision Online Services

Patients can also sign up to order repeat prescriptions online if you wish to sign up to this service, please ask at reception when you return your new registration forms.

Thank you
  





  I understandi
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