Pre-registration Form

Personal Details


Name
………………………………………………………………………………………………………………….
Place where brought up ……………………………………………………………………………………..
Occupation ………………………………………………………………………………………………………….
Date of Birth ……………………………… Date today ………………………………………………………
Height :…………………………………………..

Weight : ……………………………………………….
Ethnicity (please circle)
White British         

White & Asian           

Caribbean
Irish                      

Indian/British            

W&B Caribbean                 

Other white 


Pakistani/British           
African              

Other mixed


Bangladeshi/British

W&B African             
 

Chinese


Other Asian         

Other black                   

Personal Status (please circle)
Single


Married

Separated

Divorced

Widowed

Cohabiting

Marital status unknown

Next of Kin: ………………………………            Contact Number: …………………………………….
Main Language Spoken …………………………………………………………………………………………
Do you need an interpreter?


yes

no
Are  you a carer?           

                           yes

no
Please provide details:

Have you got a carer? 

              yes

no
Please provide details:

Alcohol Consumption (please circle)
How often do you have a drink containing alcohol? If you have circled Never please skip to the next question on Smoking Status
(0) Never

(1) Monthly or less

(2) 2-4 times a month
(3) 2-3 times a week


(4) 4+ times a week

How many alcoholic drinks do you have on a typical day when you are drinking? 

(0) 1-2
            
 (1) 3-4
    
(2) 5-6
     
 (3) 7-9
    
(4) 10+
How often have you had more than 6 units if female, or more than 8 units if male, on a single occasion in the last year? 

(0) Never
(1) Less than monthly

(2) Monthly
(3) Weekly
(4) Daily/almost daily

What is the total of the answer numbers in these Alcohol Questions? …………………








Smoking Status (please circle)
Current Smoker? 

yes

no

never

If yes, how many cigarettes do you smoke a day? ……………………………………………..

If no, have you ever smoked?


yes

no

If yes, how many cigarettes did you used to smoke per day? …………………………….

If yes, on what date did you give up? ………………………………………………………………..

How did you give up?..............................................................................................

Family History
Please tick relevant boxes below to indicate family history
	
	Father
	Mother
	Brother        Sister
	 Grandmother
	Grandfather
	None

	Heart

Disease

Over 60
	(
	(
	(                    (
	      (
	(
	(

	Heart

Disease

Under 60
	(
	(
	(                    ( 
	      (
	(
	(

	Stroke
	(
	(
	(                    (
	      (
	(
	(

	Diabetes
	(
	(
	(                    (
	      (
	(
	(


Medical History (with dates of onset, if known)
Do you have any allergies? Please give details:

Have you had any major illnesses/operations?  Please give details:

Are you on regular medication?  Please give details:

Date of last smear test:……………………………………………………………………………
Urine Glucose:
 ……………………………….

Protein: …………………………….
www.thevalepractice.com

If you would like to access our on-line system to make appointments and order repeat prescriptions we can give you a PIN number with which to register.

Please ask for this on your first appointment visit to the surgery. 
Form version PreReg Adult 150113 BHO
