[image: image1.jpg]Surgery




NHS Number: …………………………………………………… (must be completed)                                           DOB:
Ethnicity: (please tick) 
	White
	
	African
	
	Pakistani 
	
	Other ethnic group
	

	Caribbean
	
	Indian 
	
	Chinese 
	
	I do not wish to disclose this information
	


What is your first language?........................................                    
If you are currently taking medication, please provide us with a side slip from your previous surgery: Preferred pharmacy: (please circle) Lloyds (next door), Lloyds Abbotsham Road, Boots Fremington, Boots Northam, W.Ho Arnolds, Boots Bideford, Well, Asda, Boots Barnstaple.    

Smoking

Have you ever smoked?    YES / NO                         Do you smoke now?  YES / NO

Please tick if you would like to receive any stop smoking advice 

Personal health:           Weight ……………………………………(Approx)    Height .…………………………………(Approx)

Are you a main carer of a relative, partner, child or friend who has an illness, disability or is disabled?                       

YES / NO (please circle)                                                                                  

If YES and you would like to be included in our list of carers and receive helpful information – please ask the receptionist.

Do you have a carer that looks after you?       YES / NO 

Name of Carer: …………………………..………………………………                 Contact number: ……………………………………
Are you currently on any safeguarding registers   Yes/No 

Do you need accessible information i.e  Braille or large Print  Yes/No 
Do you have any problems reading or writing?   Yes/No 

Do you have any specific communication needs? please state...……………………………………………………
You are entitled to a New Patient Health Check once your registration has been accepted. Please contact reception to organise this. If you are on repeat medication you will need to contact the surgery, alternatively if you have your side slip please hand this in with your registration.
Parents / Guardian details:

Mother’s name: ……………………………………………………………………….
Are they registered at the Wooda Surgery?       YES      NO              (please circle) 

Father’s name: ……………………………………………………………………….
Are they registered at the Wooda Surgery?       YES      NO              (please circle) 

Guardian’s name: ……………………………………………………………………….
Are they registered at the Wooda Surgery?       YES      NO              (please circle)
SMS Messages

Please tick if you wish to opt out of receiving free appointment reminders by text from the surgery 
What is your mobile number………………..…………..……..             What is your home telephone number……………………………………
Alcohol: Please indicate your answers by circling in the appropriate box  
	Questions
	0
	1
	2
	3
	4

	How often do you have a drink that contains alcohol?
	Never
	Monthly or less
	2-4 times per month
	2-3 times per week
	4+ times per week

	How many standard alcoholic drinks do you have on a typical day when you are drinking?
	1 – 2
	3 – 4
	5-6
	7-9
	10+

	How often do you have 6 or more standard drinks on one occasion?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily

	How often in the last year have you found you were not able to stop drinking once you had started?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily

	How often in the last year have you failed to do what was expected of you because of drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily

	How often in the last year have you needed an alcoholic drink in the morning to get you going?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily

	How often in the last year have you had a feeling of guilt or regret after drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily

	How often in the last year have you not been able to remember what happened when drinking the night before?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily

	Have you or someone else been injured as a result of drinking?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year

	Has a relative/friend/doctor/health worked been concerned about your drinking or advised you to cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year


Scoring: 0-5 = sensible drinking, 6-15 = hazardous drinking, 16-19= harmful drinking and 20+ = possible dependence                                            

Information Sharing 

Are you happy to share information through Summary Care Record   YES     NO   
(Please ask reception for more details on this) 
This is a summary of your medication, allergies and adverse reactions and can only be accessed by a clinician in England with your expressed consent 
NHS Data sharing 

Your health records contain a type of data called confidential patient information. This anonymised data can be used to help with research and planning. For more information or to stop your confidential patient information being used for research and planning by visiting www.nhs.uk/your-nhs-data-matters
Allergies

Do you have any Serious Allergies:     YES / NO   (please circle)    If YES please give details  
…………………………………………………………………….

Does any of your family or close relations have any of the following illnesses or conditions:

	
	YES or NO
	Relative – Please specify Eg: Mum

	High Blood Pressure
	
	

	Diabetes
	
	

	Heart Attack and/or Angina
	
	

	Stroke
	
	

	Epilepsy or fits
	
	

	Asthma
	
	

	Congenital disease
	
	

	Cancer
	
	

	Kidney Disease
	
	

	Thyroid Problems
	
	


Do you have Diabetes?  YES / NO (Please Circle ) ……

If Yes would you like to be referred to the Diabetic Eye Screening Service Yes / No ( Please Circle )

If you would like to register for our online services please download the NHS app or let the receptionist know and the relevant forms can be provided.
Signature of patient : ………………………………………………..……………  Date:   ………………………………………………..

Signed on behalf of the patient………………………………………………
The Wooda surgery registration questionnaire for children and adults





Please fill in all relevant parts.
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