NEW PARK MEDICAL PRACTICE

NEW PATIENT REGISTRATION FORM

	Date:

	Name:
	Known as:



	Address:
	Phone Number:

	
	

	
	

	
	

	
	

	Date of Birth:
	Place of Birth:


	Marital Status:

(S, M, W, Co-hab, Div or Sep)
	

	Next of Kin:
	Relationship to Patient:


	
	Tel No:

	Consent to be contacted by SMS: Yes/No
	Mobile:

	PLEASE INFORM THE PRACTICE IF YOU WISH TO WITHDRAW THIS CONSENT

	Present Occupation:

	

	Ethnic Origin

(Please advise, e.g. white):-
	Do you require an interpreter? 

(If so, which language?):-

	Do you require a sign language interpreter?


	Yes/No:

	Are you a carer?  

www.fifecarercentre.org
	Yes/No:

	Have you been registered with this practice before? 


	Yes/No:

	If so, which GP:-
	Dr.

	Height:



	Weight:

	MEDICAL HISTORY

Please list any operations and illness you have had (including heart disease, diabetes, high blood pressure, strokes, diabetes, thyroid trouble, glaucoma, nervous complaints, etc….)



	Illness/Operation
	Date

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	FAMILY MEDICAL PROBLEMS

Please list any major illness your father, mother, brothers or sisters have had (e.g. heart disease, diabetes, high blood pressure, strokes, diabetes, thyroid trouble, glaucoma, nervous complaints, etc…….)



	Relative & Illness
	Approx. age when discovered

	
	

	
	

	
	

	
	

	
	


	MEDICATION

Are you on any medication? If so, please list.


	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	If you have a printed repeat prescription list from your previous Practice, 
please hand this when you need to order medication

	ALLERGIES

Are you allergic to any medication? If so, please list.


	

	
	

	
	

	
	

	
	

	SMOKING

Do you smoke?
	If yes – how many?:

	
	If no – have you ever smoked?:

	
	If so, when did you stop?:

	ALCOHOL

How many units do you drink each week? (1 unit = ½ pint beer, 1 measure of spirits, 1 small glass of wine, 1 small glass of sherry or port).


	

	
	

	DRUG MISUSE

Have your ever misused drugs or solvents?


	

	
	

	
	

	EXERCISE AND DIET
	

	Do you exercise regularly?
	

	Do you feel you eat a healthy diet?
	

	FOR WOMEN ONLY
	

	Have you had any pregnancies? Please give dates (year only):
	

	Have you had any miscarriages or stillbirths?
	

	Do you use any form of contraception? 

Please comment.:-
	

	Have you had a cervical smear? If so, please say when and where you had your last smear.
	


Notes: This form must be fully completed or no registration will take place. If you wish a new patient appointment please arrange an appointment with a practice nurse.
Many thanks for taking the time to complete our registration form
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