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The Green Medical Centre New Patient Registration Form

	First names
	
	Surname (Family name)
	

	How may we contact you? (Please don’t give us numbers or emails that you wouldn’t want us to contact you on, e.g. work email)

	Home phone
	
	Mobile phone
Please tick if you are happy to receive texts for appointments on this number
	 FORMCHECKBOX 
 

	Email
	
	Next of kin / Relationship
Is Next of Kin  the emergency contact?
Can discuss records with the Next of Kin?


	 FORMCHECKBOX 

 FORMCHECKBOX 



	Language and ethnicity (We’re asking for this information solely to help us provide better care for you and our community.  Please ask a receptionist if you have any questions) Please inform reception if you have any information or communication needs and how would you like that met?

	What is your first language?
	
	Will you need an interpreter when seeing the clinician?
	Yes  (
No   (

	Are you a registered carer  for someone with a chronic disease or disability
	Yes  (
No   (
	Do you use sign Language?
	Yes  (
No   (

	How would you describe your ethnicity?

	White
	Black
	Asian

	
White British (
	Black British
(
	Indian
(

	
Irish (
	Caribbean 
(
	Pakistani
(

	Other White background

(please specify)
	African 
(
	Bangladesh
(

	
	Other Black background (please specify)
	Other Asian background (please specify)

	Mixed
	Other
	In what country were you born?

	White and
(
Black 
(
Caribbean
(
	Chinese
(
	

	White and 

Black
(
African
(
	Other (please specify)



	

	White and

Asian
(
	Prefer
not to

say
(
	


General History – Please complete as appropriate.
Please list any serious illnesses or operations, with approximate dates if possible. Please respond with YES or NO
	
	YES
	NO
	Approx age of diagnosis

	Diabetes
	
	
	

	Heart Disease
	
	
	

	Asthma
	
	
	

	COPD/Emphysema
	
	
	

	Epilepsy
	
	
	

	Stroke/CVA
	
	
	

	High Blood Pressure
	
	
	

	Thyroid Disease
	
	
	

	Cancer
	
	
	

	Depression
	
	
	

	Atrial Fibrillation
	
	
	

	Learning disability
	
	
	

	Have you had any operations?
	
	
	

	Any other serious condition?
	
	
	


Please attach or photocopy a copy of your repeat prescription. If you are taking any medication you will need a routine appointment with a clinician before your next prescription is due.

Have you any allergies to medicine or anything else?..........................................................
Family History - Which of your blood relatives have suffered from the following:
	
	Relative
	Approx Age
	
	Relative
	Approx Age

	Heart Attack
	
	
	High Blood Pressure
	
	

	Diabetes
	
	
	Asthma
	
	

	Stroke
	
	
	Other serious illness
	
	

	Cancer
	
	
	
	
	


	Do you smoke? 
	Yes 
	Ex-smoker
	Never Smoked


If Yes how many cigarettes a day do you smoke?......................................

You are advised to seek help to stop smoking from a pharmacy or a clinic. 
Female Patients Only

When was your last smear test?

What was the result? Normal / Abnormal……………………………
PLEASE NAME THE ADULT WITH PARENTAL RESPONSIBILTY. i.e MOTHER,FATHER OR FOSTER PARENTS AND PLEASE PROVIDE A COPY OF LEGAL STATEMENT
AS A NEW PATIENT TO THIS SURGERY YOU ARE INVITED TO A NEW PATIENT HEALTH CHECK. Please tick box if you would like an appointment: Please tick box)     (
