DRS HAINES, SIWJI and ZAKAI
PRE-REGISTRATION SURVEY FOR THE FIVES AND OVER

	SURNAME AND TITLE 
	FORNAME                   MALE/FEMALE

	
	

	DATE OF BIRTH
	NHS NUMBER

	
	

	TOWN WHERE BORN
	OCCUPATION

	
	

	PRESENT ADDRESS
	ADDRESS WHILST WITH PREVIOUS GP

	
	

	HOME TELEPHONE
	PREVIOUS DOCTOR

	
	

	TELEPHONE WORK 
	ADDRESS OF PREVIOUS DOCTOR

	
	

	MOBILE TELEPHONE 
	TELEPHONE (of previous GP)

	
	

	EMAIL ADDRESS

	

	HOW WOULD YOU PREFER TO BE CONTACTED? (please tick)


	Home Phone
	
	Email
	

	Mobile (Text Message)
	
	Post
	

	Mobile (Call/Voicemail)
	
	Other – please state
	

	

	*Please note we will not text or email sensitive data or results

	

	
	
	
	

	FIRST LANGUAGE
	
	INTERPRETER REQUIRED
	  YES  /  NO


	ETHNIC GROUP – please tick                                     Not Stated   

	
WHITE
	
MIXED
	
ASIAN or

ASIAN BRITISH
	
BLACK or

BLACK

BRITISH
	
OTHER ETHNIC GROUP

	BRITISH
	WHITE & BLACK

CARRIBEAN
	INDIAN
	CARIBBEAN
	CHINESE

	IRISH
	WHITE & BLACK AFRICAN
	PAKISTANI
	AFRICAN
	ANY OTHER

ETHNIC GROUP

	ANY OTHER

WHITE BACKGROUND
	WHITE & ASIAN
	BANGLADESHI
	ANY OTHER

BLACK

BACKGROUND
	

	
	ANY OTHER

MIXED

BACKGROUND
	ANY OTHER

ASIAN

BACKGROUND
	
	


	DO YOU:-

	SMOKE (PLEASE TICK)   NEVER (   )        EX (   )      CURRENT (   ) HOW MANY (daily) ……………….

	DRINK ALCOHOL       YES/NO (   )       HOW MUCH (daily intake)   …………………


	IMMUNISATION RECORD



	IMMUNISATION


	DATE GIVEN

	TETANUS
	

	POLIO
	

	RUBELLA
	

	
	

	DATE OF LAST SMEAR 


	


	PAST MEDICAL HISTORY



	LONGSTANDING ILLNESSES

	

	HOSPITAL ADMISSIONS

	

	OPERATIONS

	

	MEDICATION

	

	ALLERGIES

	

	SIGNIFICANT FAMILY HISTORY (E.G. DIABETES, HEART ATTACK, STROKE) 

	

	ANY OTHER RELEVANT INFORMATION

	


	PERSONAL DETAILS



	ARE YOU A CARER                         YES (   )                  NO  (   )



	DO YOU HAVE A CARER                   YES (   )                 NO   (   )



	NEXT OF KIN

(person who can be

contacted in case of emergency)  ……………………………………………………………..

Relationship to Patient             ……………………………………………………………..

Contact Number                    ………………………………..…………………………..




	EMIS ACCESS

(online facility to book Doctors appointments and 

request repeat prescriptions)
	YES  (     )                 NO   (     )


	MEDICAL BOOKED FOR;
	DATE

	
	TIME

	
	BY


(For those patients aged 16 years and over, we would be grateful if you could take the time to complete the attached screening test.)

Patient signature ……………………………………………………………………………………

Or signature of parent/guardian ………………………………………………………

Print name of parent/guardian …………………………………………………………

Today’s date ………………………………………….

PLEASE NOTE ON PRESENTATION OF THIS FORM PROOF OF ID WILL BE REQUIRED GIVING DETAILS OF CURRENT ADDRESS

	FOR OFFICE USE ONLY
	

	Proof of address seen        Yes  /  No


	Seen by ………………………………………………………….

Date:


Please complete the following Alcohol Audit Score Chart
	Questions
	Scoring System
	Your Score

	
	0
	1
	2
	3
	4


	

	How often do you have a drink containing alcohol?
	Never
	Monthly or less
	2-4 times a week
	2-3 times a week
	4+ times a week
	

	How many units of alcohol do you drink on a typical day when you are drinking?
	1-2
	3-4
	5-6
	7-9
	10+
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	












SCORE
Scoring


A total of 5+ indicates increasing or higher risk drinking. If you score 5/12 or over please complete the following questions:-     

Remaining AUDIT questions

	Questions
	Scoring System
	Your Score

	
	0
	1
	2
	3
	4


	

	How often during the last year have you found that you were not able to stop drinking once you had started?
	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 from you because of drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you had a feeling of guilt or remorse after drinking?
	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
	

	Have you or somebody else been injured as a result of your drinking?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	


Scoring:

0   –   7 
Lower risk

8   –   15 
Increasing risk

16  –   19 
Higher risk

20+ 

Possible dependence


COMBINED TOTAL

            /12





      /40








