THE PARK SURGERY, 60 ILKESTON ROAD, HEANOR, DE75 7DX
Telephone
-
01773 531011

Website
-
www.parksurgeryheanor.co.uk

Please complete this form to assist us in your registration with the surgery.
	Name:
	

	Address:


	

	Post Code:
	

	Home Tel No:
	

	Mobile Tel No:
	I consent to be contacted* by SMS on this number:   


	Email address:
	I consent to be contacted* by email at this address:


	
	*it is your responsibility to keep us updated with any changes to your telephone number, email and postal address.  We may contact you with appointment details, tests results or health campaigns.  If you DO NOT consent to being contacted by SMS or Email please let us know. 

	Next of Kin:


	Name:                                  Tel:                               Relationship:



	Have you ever served in the UK Military?


	Yes                                        Admin; If yes, add military veteran read code.


	Marital Status:
	Single      ‪                        Married
Divorced ‪                        Widowed ‪      

	DOB:
	

	NHS No:
	

	GENDER:
	Male       ‪               Female   ‪

	Do you have any relevant medical history (please give details)?


	

	Do you take any regular medication?  Please list, (include contraceptive pill).
	

	Do you have any allergies?  Please list.

	

	Do you smoke?

(this does not include vaping)
Have you ever smoked?

If yes 
	Yes ‪
No


If yes how many cigarettes etc. do you smoke?    ‪

Yes ‪
No 

Date of stopping:
‪How many did you smoke?:
If you are a smoker and would like help to stop please contact Derbyshire Stop Smoking Service – 0800 085 22 99

	Is there any family medical history which may affect your own health?
	

	What is your height?
	

	What is your weight?
	

	Do you have a recent blood pressure reading?


	Reading:

Date:

	FEMALES ONLY:
When was the date of your last smear?
	

	FOR CHILDREN (under 16):

Other services would include health visitors and school nurses.
	1. Are you happy for the information on our computer to be seen by other services who care for your child?

YES/NO (delete as appropriate)

2. Are you happy for us to see information from other services?

YES/NO (delete as appropriate)
3. Does this child have a Social Worker?
YES/NO (delete as appropriate). If yes, what is the Social Worker’s name?




FOR OFFICE USE ONLY – please add the following codes to patient record:-

XaXbY – Expressed consent for core SCR code.

XacWQ - Allocated named GP.


Xab9D – informed of allocated named GP.

XaXj6 – Express dissent for SCR dataset upload – only on written request from patient.

ALCOHOL INTAKE
This is one unit of alcohol…

[image: image1.emf]
…and each of these is more than one unit 

[image: image2.emf]
	FAST 
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	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
	

	Only answer the following questions if the answer above is Never (0), Less than monthly (1) or Monthly (2).  Stop here if the answer is Weekly (3) or Daily (4).

	How often during the last year have you failed to do what was normally expected from you because of your 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
	

	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
	



An overall total score of 3 or more is FAST positive.



TOTAL = 
If FAST positive, complete remaining AUDIT questions below
	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 your 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
	



TOTAL Score equals FAST Score + Score of remaining questions.

TOTAL =
Scoring: 0-7 lower risk, 8-15 increasing risk, 16-19 higher risk, 20+ possible dependence.
	Religion               
	

	Foreign Nationals - proof of your right to live/work in the U.K



	Country of Birth
	

	
	

	Date of Entry to UK 
	


Please bring the following paperwork with you

	A Valid Work Permit
	

	
	

	A Valid Passport or European ID card
	

	
	

	Two Utility Bills to show your address
	


ETHNIC ORIGIN

White

· English, Welsh, Scottish, Northern Irish or British



· Irish

· Gypsy or Irish Traveller

· Roma
· Any other White background
Asian or Asian British

· Indian

· Pakistani

· Bangladeshi

· Chinese

· Any other Asian background

Black, Black British, Caribbean or African

· Caribbean

· African

· Any other Black, Black British, or Caribbean background

Mixed or multiple ethnic groups

· White and Black Caribbean

· White and Black African

· White and Asian

· Any other Mixed or multiple ethnic background

Other ethnic group

· Arab

· Any other ethnic group

COMMUNICATION AND LANGUAGE

What is your main spoken language?

            

What is your main written language?
Do you need an interpreter?      YES

NO 
Do you have any communication needs? (if yes, specify below)

	Hearing aid              Large print                Lip reading                    Braille                   Easy Read

British Sign Language                     Makaton Sign Language                     Guide dog




Reasonable Adjustments

Are there any other reasonable adjustments you would like to tell us about?
www.england.nhs.uk/learning-disabilities/improving-health/reasonable-adjustements/
If yes, please tell us about what reasonable adjustments you may need

	


Disability
Do you have any access requirements?

Yes                   No 
Please specify:
	


PLEASE LIST ALL PEOPLE LIVING IN YOUR HOUSEHOLD AT YOUR ADDRESS AND ALL IMMEDIATE FAMILY MEMBERS WHO MAY LIVE AT ANOTHER ADDRESS EG, STEP-DAUGHTER, HALF BROTHER, ETC:-
	NAME
	DATE OF BIRTH
	RELATIONSHIP

TO YOU
	IF CHILD, DO YOU HAVE PARENT RESPONSIBILITY?
	ADDRESS IF DIFFERENT

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


ARE YOU A CARER?

To be filled in by the patient and kept on patients computerised record

I would like to inform you that I provide care for a person with a disability, long term illness, or addictive illness.

Carer’s Name 


……………………………………………………………………………………………

Address



……………………………………………………………………………………………




……………………………………………………………………………………………




……………………………………………………………………………………………

Relationship to the person cared for (such as partner, relative, friend or neighbour)




                      …………………………………………………………………………

Name of cared for patient:


……………………………………………………………………….

Date of birth:






………………………………………………………………………..

Name of GP   

(if different to Carer's GP)






….…………….………………………………………………………

Date






..………………………………………………………………………
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