NHS

Family doctor services registration

ovrs1 [ N

Patient’s details

Please complete in BLOCK CAPITALS and tick as appropriate

. Surname
] Mr [0 Mrs [ Miss [] Ms
Date of birth First names
NHS Previous surname/s

No.

Town and country

] Male [] Female of birth

Home address

Postcode

Telephone number

Please help us trace your previous medical records by providing the following information

Your previous address in UK

Name of previous doctor while at that address

Address of previous doctor

If you are from abroad
Your first UK address where registered with a GP

If previously resident in UK,

Date you first came

date of leaving to live in UK
If you are returning from the Armed Forces

Address before enlisting

Service or Enlistment
Personnel number date

If you are registering a child under 5

O I wish the child above to be registered with the doctor named overleaf for Child Health Surveillance

If you need your doctor to dispense medicines and appliances*

[J I live more than 1 mile in a straight line from the nearest chemist

*Not all doctors are
authorised to
dispense medicines

O I would have serious difficulty in getting them from a chemist

[J] Signature of Patient

Version 01/02

[1 Signature on behalf of patient Date

Please see overleaf re: Organ donation



NHS| Family doctor services registration

NHSOrgan Donor registration
I would like to join the NHS Organ Donor Register as someone whose organs may be used for transplantation after my death.
Please tick as appropriate

[ ] Kidneys [ ] Heart [] Liver [ ] Corneas [ _]Lungs [] Pancreas [_] Any part of my body
Signature confirming consent to organ donation Date

For more information, please ask for the leaflet on joining the NHS Organ Donor Register

NHSBlood Donor registration
| would like to join the NHS Blood Donor Register as someone who may be contacted and would be prepared to donate blood.

Tick here if you have given blood in the last 3 years [_]
Signature confirming consent to inclusion on the NHS Blood Donor Register Date

For more information, please ask for the leaflet on joining the NHS Blood Donor Register
My preferred address for donation is: (only if different from above, e.g. your place of work)

Postcode:
To be completed by the doctor
Doctors Name HA Code

[ I have accepted this patient for general medical services
[ For the provision of contraceptive services

[] I have accepted this patient for general medical services on behalf of the doctor named below who is a member of this practice

Doctors Name, if different from above HA Code

[ 11 am on the HA CHSlist and will provide Child Health Surveillance to this patient or

L1 1 have accepted this patient on behalf of the doctor named below, who is a member of this practice and is on the
HA CHS list and will provide Child Health Surveillance to this patient.

Doctors Name, if different from above HA Code

D I will dispense medicines/appliances to this patient subject to Health Authority’s Approval

[(J1am claiming rural practice payment for this patient.
Distance in miles between my patient’s home address and my main surgery is

I declare to the best of my belief this information is correct and I claim the appropriate payment as set out in the
Statement of Fees and Allowances. An audit trail is available at the practice for inspection by the HA’s authorised
officers and auditors appointed by the Audit Commission.

Practice Stamp

Authorised Signature

Name Date

Printed by THE ASTRON GROUP, 03/02, J0160463

HA use only Patient registered for [1ams []cHs [] pispensing  [] Rural Practice
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GOQCDINGE GROUP PRACTICE

Goodinge Group Practice — New Patient Registration Questionnaire

This information will help us whilst we await receipt of notes from your previous doctor. Please be

as accurate as possible.

REGISTRATION INFORMATION

Patient name:

Marital Status:

Date of birth

Mobile number (for text message reminders)

Email address (for email reminders — when available)

Are you a carer?

For whom?

Next of kin name, address and contact number (for contact in emergency)

Do you speak English?

What is your main language?

ETHNICITY PLEASE TICK

White
Q British
Q lIrish

Q Any other white background

Please state

Black or Black British
a Caribbean
Q  African
a Any other Black background

Please state

O  White and Black African

a  White and Black Caribbean
O  White and Asian

Q Any other mixed background

Please state

Asian or Asian British
0 Indian
O Pakistani
a Bangladeshi
a Any other Asian background

Please state

Other Ethnic Group
a Chinese
a Any other Ethnic group

Please state

LIFESTYLE INFORMATION

Do you drink alcohol?  YES O

NO Q4

How many units per week

Height

Weight

Please turn over




MEDICAL INFORMATION

Do you or any of your family have a history of the following medical conditions?

You Year of onset Family Member? | Approximate

age of onset
(please tick) (Sister, father for
example)

Heart disease
eg. heart attack, angina,
heart failure

Stroke

Diabetes

Asthma or chronic
breathing problems

High blood pressure

Epilepsy

Thyroid problems

Mental health problems

Alzheimer’s or
Dementia

Cancer (please tick) Family Member? Approfximatet age
of onse
Age of onset

What part of the body?

Which part of the body?

Any other relevant past
or current medical
history?

Have you had any major Please give details and dates if you can.
illnesses or operations?

Do you have any allergies?

If you are female aged 25 or over, when did you have your last smear test?

Where was this taken? Result if known
(please let us know even if it was taken in another country)

THANK YOU
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GOODINGE GROUP FPRACTICE

Goodinge Group Practice - Smoking Status Request

Today’s Date:.......cccuvumnuns
Name:.......ocvminnns Date of Birth: ..................
Occupation ........cevevueues Phone No: ........c.cemuene

We are currently updating our records and would be grateful if you would let us know your smoking status.

1 Current smoker O

e Cigarette smoker O How many a day.............

e Cigar smoker O How many a day.............

e Pipe smoker O How many grams a week.............

e Chews tobacco O

e Rolls own cigarettes O How many grams a week.............

e Hookah/Hubbly/Shisha [
2 Ex smoker (used to smoke but have now quit) [] How many a day did you smoke...............
3 Non smoker(never smoked) O

Which of the following have you used to stop smoking?

1 NRT (eg. patches, gum, lozenges, inhalator or microtabs) O
2 Zyban O
3 No medication O
I agree and consent for the above information to be passed to the local Yes O
stop smoking service and the DOH for service and evaluation purposes. No O

Your name and address will be kept anonymous:

Signed:

12GG

GOODINGE GROUP PRACTICE

Text Appointment Reminder Service

The Goodinge Group Practice operates a text reminder service for patients with a mobile phone. Please let
us have your number:

My mobile phone number is:




IMPORTANT INFORMATION
SUMMARY CARE RECORD FACTSHEET - YOUR CHOICE

The NHS is changing the way your health information is stored and managed. The NHS Summary
Care Record is being introduced — uploading a centrally held electronic record of important
information about your health. This will be in addition to your existing health records which will
continue to be used as they are now.

At first, the Summary Care Record will contain information such as medications you have been
prescribed, bad reactions to medicines and any allergies that have been recorded by you GP.

Over time, we may add details about any health problems, summaries of your care and the
professionals treating you to your summary care record — including information from hospitals and
other NHS health services. You will be able to discuss what is being added and how sensitive
information is handled with the professionals caring for you.

The Summary Care Record will be available only to authorised healthcare staff providing your
NHS care, which means if you have an accident or become ill, the clinicians treating you will have
immediate access to important information about you.

In the future, the NHS will set up a system for you to register with a website called HealthSpace, and
you will be able to view your own Summary Care Record online using a secure internet connection.

Your choices
You have a choice about whether you have a Summary Care Record or not. To help us to follow your
choice, all new registrations must complete the attached form.

For patients already registered at this practice, it is assumed you that want a Summary
Care Record uploaded unless you opt out.

What are my options?
1) 1do want to have a Summary Care Record; | am happy for my records to be sent to it.
2) | do not want a Summary Care Record; | am not happy for my records to be sent to it.
3) | don’t know whether | want a Summary Care Record; | will decide later.

What happens next?
1) If you choose option 1 we will set our system to create a Summary Care Record for you.
2) If you choose option 2 we will set our system to not create a Summary Care Record for you.
3) If you choose option 3 we will also set our system to not create a Summary Care Record for
you. You will be able to confirm your decision in the future - either requesting that a Summary
Care Record be created for you, or confirming that you wish to opt out.

Whatever your choice, you can change your mind at any time.

If you are the parent or guardian of a child under 16 then you should make this information available
to them if you feel they are old enough to understand. A Summary Care Record will be created for
them automatically. However, you can also request to opt out your child from having a Summary Care
Record.

More information

The leaflet ‘Changes to your health records’ tells you more about what a Summary Care Record
is, how your health information will be stored and managed and your options as a patient. This
includes information on security and confidentiality.

If you have any unanswered questions, or if you wish to discuss your options or concerns further,
please phone the dedicated NHS Care Records Service information line on 0845 603 8510 or
visit the website at www.nhscarerecords.nhs.uk/summary.




Summary Care Record — Goodinge Group Practice

Summary Care Record —

TO BE COMPLETED BY ALL NEW PATIENTS BEFORE
REGISTRATION AT THIS PRACTICE

Before completing the form, if you have any questions about Summary Care
Records, please speak to a member of staff who will ensure you have the
further information available.

1)|:| | do want to have a Summary Care Record; | am happy for
my records to be sent to it.

2) | do not want a Summary Care Record; | am not happy for
my records to be sent to it.

3) | don’t know whether | want a Summary Care Record; | will
decide later.

Surname

Forename(s)

Date of birth

Address

Postcode

Patient/parent/guardian/carer signature

Date

Thank you
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