
FAIRBROOK MEDICAL CENTRE 

Registration Form &Health Questionnaire 
 

PLEASE READ ALL THE INFORMATION BELOW BEFORE 
COMPLETING THE FORMS 

(any incomplete papers will result in a delay in the registration process) 

 
ALL PATIENTS MUST 

• Complete the GMS1 (purple) form & the Health Questionnaire Form 

REGISTERING WITH NHS NUMBER –Additional Information Required 
• NHS Number 

- If you do not have your NHS number this can be obtained from your previous surgery 
 

• Proof of Address – (only 1 document is required) 
- Recent Council Tax Statement 
- Electoral Register Letter or Voters Card 
- Utility Bill eg. Gas, Water, Electricity (dated within the last 3 months) 
(we do not accept Bank Statements or Mobile Phone Bills) 
 

• If you do not have Proof of Address - Log onto website below and register for electoral 
services. You will be sent an email confirmation which can be accepted 
https://www.hertsmere.gov.uk/Your-Council/Democracy-Elections/Registering-to-
vote.aspx 
 

FIRST REGISTRATION IN THE UK (NO NHS NUMBER) - Additional Information 
Required 

• Date of Entry Into The UK 

• A copy of your passport  

• A copy of birth certificate and immunisation records for children under the age of 15  
 

NEW-BORN BABIES & CHILDREN REGISTERING - Additional Information Required 
• New-Borns - Provide Birth Certificate and/or Copy of Child Health Record (Red Book) 

• Children (Under 6 Years) - Provide Immunisation History - Please refer Child Health 
Record (Red Book) for this information 
 

AU PAIRS - Additional Information Required 
• Please provide a letter from your employer 

• If you have any outstanding medical problems from your last surgery, please make an 
appointment with a GP 

 
FOR ANY FURTHER INFORMATION OR QUERIES 

Please Call 0208 236 2523 or email fairbrook.registrations@nhs.net 

https://www.hertsmere.gov.uk/Your-Council/Democracy-Elections/Registering-to-vote.aspx
https://www.hertsmere.gov.uk/Your-Council/Democracy-Elections/Registering-to-vote.aspx


 

GMS1 FORM 



 

 

FAIRBROOK MEDICAL CENTRE 

CONFIDENTIAL HEALTH QUESTIONNAIRE 

Title:  Miss / Ms / Mrs / Mr / Other (please state) _________________ DOB: ______________  AGE: ___________ 

Surname: _______________________________  First Name: ______________________________________ 

Previous Surnames: ____________________________________________________________________________ 
  

Address: ______________________________________________________________________________________ 

_____________________________________________ Postcode: ________________________________________ 

Home Telephone: ______________________________ Mobile: __________________________________________ 

Email Address: _________________________________________________________________________________ 

Place of Birth Town & Country: ____________________________________________________________________ 

Please state your ethnic  origin:____________________________________________________________________ 

DO YOU SPEAK ENGLISH  Yes / No (please circle) 

Main spoken language? ____________________________________________________________________________ 

Other languages spoken? ___________________________________________________________________________ 

Marital Status:  Single / Married / Cohabiting / Separated / Divorced / Widowed 

Occupation / School Name / College Name: _________________________________________________________ 

Next of kin: Name ______________________________________ Relationship_____________________________ 

Next of Kin Contact No.: ________________________________________________________________________ 

Previous Doctor Name of Surgery:________________________________________________________________  

If no previous Doctor, date of entry to the UK:____________________________________________________________ 

Have you been registered with us previously: Yes   No  

Number of people in your household:_______________   

At which surgery are they registered:__________________________________________________________________ 

Why are you changing doctors:_______________________________________________________________________ 
 

Do you give permission to be contacted via SMS/Email 
SMS Consent SMS declined         Email Consent      Email declined  

 

 

 

  



 

 

LIFESTYLE  

Height: _________________________metres    Weight: ________________________kg 

Blood Pressure ……………………………………. Please use the self-service blood pressure monitor in reception. 

 

SMOKING STATUS 

Do you smoke? Never  

Ex-smoker  How many a day? _________ When did you stop? ___________ 

Yes   How many Cigarettes / Cigars    per day 
How much Tobacco      ounces per week? 
 

IF YOU WOULD LIKE HELP TO STOP SMOKING, PLEASE ASK AT THE RECEPTION 

 

DRINKING STATUS 

  Teetotaller:    Light 1-2 units/day     

  Moderate 3-6 units/day   Heavy7-9 units/day   

 
ALCOHOL  

 
If you score 0 to the 1st question, you do not need to score questions 2 & 3. 
 

Score 0 1 2 3 4 Enter Score 

1. How often do you have a drink containing 
alcohol? 

  Never   Monthly  
   Or less  

 2-4 times a 
    month 

  2-3 times  
   a week 

 4 or more 
times a week 

 

2. How many drinks containing alcohol do you 
have on a typical day when you are drinking? 

  1 or 2     3 or 4     5 or 6      7 to 9     10 or  
    more 

 

3. How often do you have five or more drinks 
on one occasion? 

  Never      

 
PLEASE NOTE, THAT IF YOU SCORE 5 AND OVER, YOU MAY BE INVITED TO MAKE AN APPOINTMENT 
WITH ONE OF THE NURSES FOR ADVICE. 

 

 

How much exercise do you do?   light / moderate / heavy / other   (please circle) 

What and how often? ______________________________________________________________________ 

 

  



 

 

MEDICAL HISTORY 

Do you suffer from any of the following (please circle each condition that applies & confirm date of diagnosis)? 

CONDITION DATE OF DIAGNOSIS CONDITION DATE OF DIAGNOSIS 

Epilepsy  Diabetes  

Heart Attack  Eczema  

Emphysema  High Blood Pressure  

Learning Disability  Stroke  

Hay Fever  Cancer  

Asthma  ByPass Surgery  

Lung Problems  Kidney Disease  

Angina    

Mental Health  (depression / Alzheimer’s disease / etc.)  

Thyroid Problems Hyper-active (over) / Hypo-active (under)  

 

Please list any other serious or long term illnesses, operations or disabilities (with approximate dates): 

____________________________________________________________________________________________ 

MEDICATION 

Are you on any medication / tablets, including the contraceptive pill?  

Please list, including dose and frequency: __________________________________________________________ 

____________________________________________________________________________________________ 

Do you have an allergy to any medication?  Yes   No 

Please list: ___________________________________________________________________________________ 

____________________________________________________________________________________________ 

Please name the pharmacy where your prescriptions should go to: ______________________________________ 

When was your last:  Tetanus booster? _________________  Polio Booster? _________________ 

FAMILY HISTORY (parents / brothers / sisters) 

Is there any family history of the conditions mentioned on the previous sheet?  Yes   No 

Who Condition Age 

   

   

   

   

   

   

   

   

  



 

 

FOR WOMEN ONLY 

When was your last cervical smear done? ___________________________________________________ 

Where was it done? _____________________________________________________________________ 

Result? ___________________________________________________________________________ 

Have you ever had any abnormal results?  Yes   No    

When? ___________________________________________________________________________ 

Have you had a Hysterectomy?  Yes   No  When? ___________________________ 

Have you had a Mammogram?  Yes   No   When? 
___________________________ 

Result? ___________________________ 

Have you had children?  Yes                     No 

Name:   ____________________________________ DOB: ___________________________ 

Name:  ____________________________________ DOB:___________________________ 

Name:  ____________________________________ DOB:___________________________ 

Name:  ____________________________________ DOB:___________________________ 

Carers 

Do you have a carer for your health needs?  Yes     No 

Name of carer: ____________________________________ Contact No: ________________________________ 

Address: ____________________________________________________________________________________ 

Do you care for someone who is ill, frail, disabled or mentally ill?  Yes   No 

Details: _______________________________________________________________________________________ 

Email / telephone: ______________________________________________________________________________ 

 
Young Carers in Herts 

Do you look after someone who ill/frail/disabled Yes   No  

We have strong links with YOUNG Carers in Herts, please see our carers noticeboard and ask at reception for a carers 
pack or to speak to our Carers Champion. 

 Communication Needs 

Do you have any communication needs i.e.: signing, hard of hearing or visually impaired.  Yes   No  
If so, please state below 
__________________________________________________________________________________________________ 
  



 

 

UNDER 16s ONLY 

Please confirm who has parental responsibility for this child:_______________________________________________ 

Relationship to child:________________________________ Contact Number:________________________________ 

Please provide details of all immunisations and dates given for all children under the age of 16 

Age due Diseases protected against Vaccine given  Date Given Place Given 
(surgery name) 

 
 
 
 
 

Two months old 

Diphtheria, tetanus, pertussis (whooping 
cough), polio and Haemophilus influenzae 
type b (Hib) 

 

DTaP/IPV/Hib 

  

Pneumococcal (13 serotypes) 
Pneumococcal conjugate 
vaccine (PCV) 

  

Meningococcal group B (MenB)2
 MenB2

   

Rotavirus gastroenteritis Rotavirus   

 
 

 
Three months old 

Diphtheria, tetanus, pertussis, polio and Hib 
 

DTaP/IPV/Hib 
  

Meningococcal group C (MenC) MenC   

Rotavirus Rotavirus   

 
 

 
Four months old 

Diphtheria, tetanus, pertussis, polio and Hib 
 

DTaP/IPV/Hib 
  

MenB2
 MenB2

   

Pneumococcal (13 serotypes) PCV   

 
 
 
 
 

Twelve months old 

Hib and MenC Hib/MenC booster   

 

Pneumococcal (13 serotypes) 
 

PCV booster 
  

Measles, mumps and rubella (German 
measles) 

 
MMR 

  

MenB2
 MenB booster2

   

Two to six years old 
(including children in 
school years 1 and 2) 

 

Influenza (each year from September) 

 

Live influenza vaccine 

  

 

Three years four 
months old 

Diphtheria, tetanus, pertussis and polio DTaP/IPV   

Measles, mumps and rubella MMR (check first dose given)   

 

Girls aged 12 to 13 
years 

Cervical cancer caused by human 
papillomavirus (HPV) types 16 and 18 (and 
genital warts caused by types 6 and 11) 

 

HPV (two doses 6-12 months 
apart) 

  

 

Fourteen years old 
(school year 9) 

Tetanus, diphtheria and polio Td/IPV (check MMR status)   

Meningococcal groups A, C, W 
and Y disease 

 

MenACWY 
  

Please list other immunisations (BCG etc.) below with dates and place given 

Immunisation Date Given Place Given 

   

   

   

  



 

 

ALL PATIENTS MUST SIGN 

I declare that the information I have given is correct to the best of my knowledge. 

SIGNATURE: ____________________________________________ DATE: ___________________________________ 

Where did you hear about the surgery? ________________________________________________________ 

THANK YOU FOR YOUR HELP 

You May Be Invited For A Consultation Within Six Months Of Registering 

 

Fairbrook Medical Centre, 4 Fairway Avenue, Borehamwood, Herts, WD6 1PR, 

Tel: 0208 953 7666 

Appointment Cancellation line (answerphone 24hrs) 0208 236 2519 

Email: fairbrook.medicalcentre@nhs.net    Website: www.fairbrookmedical.co.uk 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

mailto:fairbrook.medicalcentre@nhs.net
http://www.fairbrookmedical.co.uk/


 

 

 

ALL PATIENTS 
 

If you have had a flu vaccination this year.  
 Please fill in the note below,  

so that we can update your medical records promptly. 

  

If you do not wish to have a flu injection this year but are in 
an ‘at risk’ group, please tick the box below. 

  

Name_____________________________________________________ 

  

D.O.B____________________________________________________ 

  

Date of Flu Vaccination: _____________________________________ 

  

Where flu jab was 
done:          Doctors              Work              Pharmacy    - please circle. 
  

Preferred not to have this year:   
  

 

 

 

 

 

  



 

 

Patient Participation Group 
  

Would you like to have a say about the services provided 
at Fairbrook Medical Centre? 

  
We would like to hear your views. 

  
 By providing your email details we can add them to a contact list 
that will mean we can contact you by email every now and again 

to ask you a question or two. 
   

       If you could fill in the 3 lines below and hand it back into reception, 
(or provide your details over the phone to me) we will add your 
email address to a contact list. Your contact details will only be 

used for this purpose and will be kept safely. 
  
Many thanks 
  
Michele Cain 
Practice Manager 
  
  
Name: ____________________________________________________          
  
Postcode:_________________________________________________ 
  
Email Address:_____________________________________________ 
  
  

Please note that no medical information or questions 
will be responded to. 

  
The information you supply us will be used lawfully, 

in accordance with the Data Protection Act 2018. 
The Data Protection Act 2018 gives you the right to know what 
information is held about you, and sets out rules to make sure 

that this information is handled properly. 
 

The Data Protection Act 1998 has been replaced by the General Data Protection 
Regulation (GDPR) and the Data Protection Act 2018. 

 
 
 

  



 

 

 
HSCIC 

NHS England’s Care. Data – Opt Out Form 
  
NHS England's care. data system aims to provide timely, accurate information to citizens,  
clinicians and commissioners about the treatments and care provided by the NHS.  
  
Please refer to the NHS England’s care. data patient information leaflet before completing this 
form.  The NHS England’s care. data patient information leaflet can be found on our website 
www.fairbrookmedical.co.uk or the NHS Choices website www.nhs.uk/caredata 
  
OPT-OUT FORM – Confidential 
Please tick this box if you do not want your GP to release any of your GP record to the Health and 
Social Care Information Centre (HSCIC) for purposes of the care data system 

If you DO NOT want the Health and Social Care Information Centre (HSCIC) to disclose to any information they 
hold on you (from any NHS source to accredited third parties) then please go to the website “Your NHS Data 
Matters” (www.nhs.uk/your-nhs-data-matters) and confirm that you wish to opt-out.  The form can be 
completed online, by phone (T: 0300 303 5678 - open 9am to 5pm Monday to Friday excluding bank holidays) or 
paper print-out. 

 
Please note that in general, such data would only be made available to accredited third parties in 
anonymous, pseudonymous or aggregated form. 
  
Please complete in BLOCK CAPITALS  
  
Title: _____________ Surname / Family Name: _____________________________________ 
 
Forename: _______________________________ Date of Birth: ________________________ 
  
Address: ____________________________________________________________________  
  
Postcode: ______________________ Phone No.: ___________________________________ 
  
Signature: _______________________________________ Date: ______________________ 
  
If you are filling out this form on behalf of another person or a child, their GP Practice will consider 
this request.  Please ensure that you fill out their details in section C and your details in section D. 
  
Your Name: __________________________________________________________________  
  
Your Signature: _______________________________________________________________ 
  
Relationship to Patient: ________________________________ Date: ____________________ 
  
  
Fairbrook to add in codes:- Prevent PCD leaving the GP practice = #9Nu0   

 

https://web.nhs.net/OWA/redir.aspx?SURL=XCOs0O1bUs_KUyHxWjGBzUHEp83Qdg5r9sgrLne57ssOVEmb2CjTCGgAdAB0AHAAOgAvAC8AdwB3AHcALgBmAGEAaQByAGIAcgBvAG8AawBtAGUAZABpAGMAYQBsAC4AYwBvAC4AdQBrAC8A&URL=http%3a%2f%2fwww.fairbrookmedical.co.uk%2f
https://web.nhs.net/OWA/redir.aspx?SURL=IVze3NyZWAbDjgRmWD47L4KLq0GfstNQ4RDiS9keSUEOVEmb2CjTCGgAdAB0AHAAOgAvAC8AdwB3AHcALgBuAGgAcwAuAHUAawAvAGMAYQByAGUAZABhAHQAYQA.&URL=http%3a%2f%2fwww.nhs.uk%2fcaredata
http://www.nhs.uk/your-nhs-data-matters


 

 

 



 

 

 
 

 
 
 
 

 
 
  



 

 

 

 



 

 

 

WHAT TO DO IF YOU HAVE AN URGENT HEALTH 
PROBLEM IF YOU ARE REGISTERED WITH A GP 

PRACTICE IN BOREHAMWOOD 

In Hertsmere we are undertaking a pilot project to try to keep children away from Accident 
and Emergency Departments if there is a service that can better deal with their health care 
needs.  
The reason for doing this project is that: 

     It can be difficult to control the sights and sounds that children are exposed to in 
Accident and Emergency departments, which can result in psychological trauma 

     There is a range of service that can offer alternative management of urgent health 
care needs 

     Most children who attend Accident and Emergency departments do not receive any 
active treatment. 

For urgent but non-emergency situations please consider the following alternative services 
and make it clear to the person answering the telephone that you are concerned about your 
child: 
 

1.     Contact your GP 
 
Fairbrook Medical Centre: Telephone 020 8953 7666 is open Monday to Friday 8.30am to 
6.30pm and alternate Saturday mornings 8.00am to 12.00 noon.  

2.     Contact NHS Direct 
 
NHS Direct is available for advice and information about any medical condition 24 hours a 
day. They will assess your problem and direct you towards the most appropriate service. They 
are also the first point of contact for anyone wishing to see or speak to a GP when surgeries 
are closed. Telephone 0845 46 47 or if you have access to the Internet you can access the NHS 
Direct website and get very good advice about what you should do about specific health 
problems www.nhsdirect.co.uk. 

 
3.     Contact your health visiting team 

 
You can do this by telephone: Telephone 020 8359 8520 
 

4.     Contact the out-of-hours service 
 
Herts Urgent Care is the provider of the GP out-of-hours service for Hertfordshire and is 
available for you to access Monday to Friday 6.30pm–8am, all weekend and every bank 
holiday.  
  
Telephone: 03000 333 333  
  
If your child’s urgent problem is due to a dental problem please contact your regular dentist 
in the first instance, or out-of-hours please contact: 
  
Telephone: 03000 333 224 
  
 

https://web.nhs.net/OWA/redir.aspx?SURL=yCKGrL5thlHRmTBZEfYKv5_eO1MNodBpTlrMzazAzEKdmrFwxijTCGgAdAB0AHAAOgAvAC8AdwB3AHcALgBuAGgAcwBkAGkAcgBlAGMAdAAuAGMAbwAuAHUAawA.&URL=http%3a%2f%2fwww.nhsdirect.co.uk


 

 

 
 
 
 
 
 

5.     Go to your nearest walk-in centre 
 
THE MINOR INJURIES UNIT (MIU) at St Albans City Hospital is open between 9 am and 8 pm 
every day except Christmas Day. MIU is run by a team of highly trained and skilled nurse 
practitioners who are happy to deal with any minor injuries.  
 
THE URGENT CARE CENTRE at Hemel Hempstead General Hospital is open from 8am to 8pm, 
7 days a week.  

FINCHLEY MEMORIAL HOSPITAL WALK IN CENTRE, Granville Road, London, Greater 
London, N12 0JE is open from 8.00 am – 10.00 pm every day. 
 
EDGWARE COMMUNITY HOSPITAL, Burnt Oak Broadway, Edgware, Middlesex, HA8 0AD is 
open every day from 7.00am – 10.00pm. The telephone number is: 020 8732 6459.          

CHESHUNT URGENT CARE CENTRE, at Cheshunt Community Hospital is open from 8am to 
8pm, Monday to Sunday, 365 days per year. 

SPRING HOUSE MEDICAL CENTRE, at Ascot Lane, Welwyn Garden City is open from 8am to 
8pm, 365 days of the year. You do not need to register with the centre to be seen by the 
doctors or nurses. The telephone number is: 01707 294354. 
  
IF YOU BELIEVE THAT YOUR CHILD REQUIRES THE SERVICES OF AN ACCIDENT AND 
EMERGENCY DEPARTMENT THEN PLEASE TAKE HIM OR HER THERE OR DIAL 999. 
  
If you would like any more information about this project please contact the project manager 
on jaynedtaylor@aol.com.   
 
 
  

https://web.nhs.net/OWA/redir.aspx?SURL=SGSaabf3dAm0yQiSZ4qomaDVmuaw1rcajljNB-pYAhmdmrFwxijTCG0AYQBpAGwAdABvADoAagBhAHkAbgBlAGQAdABhAHkAbABvAHIAQABhAG8AbAAuAGMAbwBtAA..&URL=mailto%3ajaynedtaylor%40aol.com


 

 

 
 
 

 
 
 
 

 
 
 
 
 


