	ALMOND GROUP PRACTICE - NEW PATIENT REGISTRATION FORM


	First Name(s):
Surname:
	Date of Birth:
Sex:

	Address:

	Tel No (Home):
Tel No (Mobile):



	Postcode:

	Next of Kin:

Next of Kin Contact No:

	Occupation:

	

	Marital Status:


	Are you registered blind or partially sighted:



	Are you registered deaf or hard of hearing:



	Are you a carer (not work related):

YES/NO
If yes, who for   ………………………………………………………………………………………………………………..



Please list below names and dates of birth of children that you care for (do not include children that you care for as part of your profession, if applicable).

	Name
	Date of Birth

	
	

	
	

	
	

	
	

	
	


	GENERAL HISTORY



	Have you had any serious illnesses, operations, x-rays or similar tests – if Yes please provide dates:


	Are you on repeat medication prescribed by your current GP?

YES/NO

If so, what medicines are you taking:


	Have you any allergies to medications or anything else:



What is your approximate current height and weight?
	Height:


	Weight:


What is your smoking status?
	Never smoked:

	Ex-smoker:
	Current Smoker:


(If you are a smoker, there are Stop Smoking Support sessions available locally.  Please ask at Reception for further information.)

How much alcohol do you consume per week (please indicate the approximate number of units – a unit is the same as 1 glass of wine, half a pint of beer or a single measure of spirits):
	Wine:
	Beer:

	Spirits:


	Family History:

Which of your blood relatives have suffered from the following:

	Heart attack/disease:


	Cancer:

	Diabetes:


	High Blood Pressure:



	Asthma:


	Tuberculosis:



	Stroke: 


	Other serious Illness:




For Female Patients Only
	Have you had any children: 
Yes/No
	Give ages:



	Have you had a miscarriage: 
Yes/No
	Date:



	Have you had a termination of pregnancy: Yes/No
	Date:

	Have you had a hysterectomy:

Yes/No:
	Date

	What method of contraception are you using at present:
	


Our staff have the right to work in a safe environment without fear of intimidation, abuse or assault.  It is our policy to prosecute people who fail to respect this right.  In signing this form you are committing yourself to behaving appropriately within the practice.
Signed: ……………….................................……………………….
Date: ………………………………………

ALMOND GROUP PRACTICE

Patient registration form for Text Message appointment reminders
If you are over 16 years of age and would like us to remind you about appointments and send you other communications by SMS text message please complete the form below and hand it in to Reception. 
With your consent we will be able to send reminders of pre-booked appointments you have with Doctors or Nurses in the practice to your mobile phone.  This will also enable you to cancel any appointments you no longer require.  Please do remember to let us know if you change your mobile number.
I consent to receive text messages regarding appointments with doctors and nurses at Almond Group Practice.  This also applies to children in my care.  

	Patient details
	Please complete in BLOCK CAPITALS

	Patient forename
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Patient surname
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Date of birth
	D
	D
	/
	M
	M
	/
	Y
	Y
	Y
	Y
	

	Mobile number
	
	
	
	
	
	
	
	
	
	
	
	

	Signature


	

	Date
	D
	D
	/
	M
	M
	/
	Y
	Y
	Y
	Y
	
	
	
	
	
	
	
	
	
	

	Completing the form on behalf of the patient?

	Print forename
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Print surname
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Relationship to patient
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Signature


	

	Date
	D
	D
	/
	M
	M
	/
	Y
	Y
	Y
	Y
	


Please be aware that your number will be registered on our system with your consent for us to send information to you in this way.  If you change mobile number, or pass your phone to another person, it is your responsibility to tell us, otherwise that person may receive the information intended only for you to your nominated number. 

Some older children may wish to change consent for this service to their own mobile phone number.  In this instance they must complete a new consent form at the practice.  You may withdraw consent at any time by notifying Reception.  

----------------------------------------------------------------------------------------------------------------------------------------------------------

	Staff use only
	(code #9NdP)

	Staff name
	

	Date 
	D
	D
	/
	M
	M
	/
	Y
	Y
	Y
	Y
	


