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PATIENT REGISTRATION QUESTIONNAIRE
For Practice Use ONLY

	Action
	Information
	Signed -Dated

	RECEPTION

	Identity Verified 

(Proof Of Address & Photo ID)
	
	

	New Patient Health Check

(Date Booked – HCA Or DR)
	
	

	REGISTRATION

	Medication Added To Patients Records


	
	


Proof of ID and Proof of address is required for ALL registrations – 
Please BRING COPIES for the surgery along with the original documentation
	Surname


	
	First name
	

	Date of Birth


	
	Title

	Mr/Mrs/Miss/Ms/Other

	Address
	
	Postcode
	

	Telephone Number
	
	Mobile Number
	

	Email address
	
	Please Circle
	Married/Divorced/Single/Widow/

Partnership/Widower/Other 


	
	
	Yes
	
	No
	
	Staff use

	Is this the first time you have registered with a GP in the UK? 
	
	
	
	
	
	#133L

	What is the date you arrived in the UK? ................................................. 

	Are you an Asylum Seeker? 

Date of Asylum Seeker Status ……………………………………………………………..
	
	
	
	
	
	#13ZN

	Are you in or have you served in the armed forces? 
	
	
	
	
	
	#13q3/13Ji 

	Have you been in Prison / have a prison record? 
	
	
	
	
	
	#13H9

	Are you employed? (including self-employed) 
	
	
	
	
	
	#13J

	What is your occupation?..........................................................................                                             
	


	Name of Next of Kin/Emergency Contact
	

	Relationship of Next of Kin to You
	

	Contact Telephone Number for Next of Kin
	


	

Are you a Carer?   
Yes / No If yes, who do you look after? ____________________​​

	     #918A    

	Do you look after someone who has learning difficulties for longer than 1 hour per week?      Yes/No
Alcohol - How often do you drink alcohol? (please circle)  (staff use #136 or #136e)
Never     Monthly or less     2-4 times a month     2-3 times a week      4 or more times a week

How many units of alcohol do you have on a typical day when you are drinking?

(1 unit is 1 small glass of wine or half a pint of normal strength beer/larger)
1 or 2

3 or 4
        5 or 6
7 or 8
      10 or more
How often have you had 8 or more drinks in the same occasion in the last year? ​​________
Physical Activity -  Please tick 
Yes

No

Unemployed – not working, retired, full time carer etc

Do you spend most of your time sitting? (I.e. working in an office, staying at home, studying etc.)

Do you spend most of your time standing or walking which does not require much effort? (I.e. hairdresser, shop assistant, childminder, security guard etc.)

Does your work involve definite physical effort including handling of heavy objects and use of tools (i.e. nurse, porter, cleaner, postal delivery worker, plumber etc?)

Does your work involve physical activity including handling of very heavy objects (for examples, scaffold, construction worker, refuse collector)

During the last week how many hours did you spend doing activities such as:

1. Swimming, jogging, aerobics, football, tennis, gym workout? (please circle)
None

Less than an hour
1 hour but less than 3 hours
    More than 3 hours

2. Cycling to work and during leisure time (please circle)

None

Less than an hour
1 hour but less than 3 hours
    More than 3 hours

3. Walking, such as walking to work, shopping or walking for leisure? (please circle)

None

Less than an hour
1 hour but less than 3 hours
    More than 3 hours

4. Undertaking housework/childcare (please circle)
None

Less than an hour
1 hour but less than 3 hours
    More than 3 hours

5. Gardening/DIY (please circle)
None

Less than an hour
1 hour but less than 3 hours
    More than 3 hours
How would you describe your walking pace? (Please circle)

Slow

Steadily

Brisk

Fast

Females Only - Have you had a Cervical Smear Test? (aged between 25-65 years) 

(staff use #4K2 yes, #908f no)

YES/NO

DATE

RESULT

Smoking

Yes

No

Have you ever Smoker?   (#1371
Are you an Ex-Smoker (#137S)
If Current smoker would you like help to Quit? (#8CAL, #8lAj)
If Current smoker please state what type, and how many a day: ___________________​​​​​​​______________
Medical History
Please circle below any of the conditions that apply to you: -
Coronary Heart Disease, Ischemic Heart Disease, Diabetic Type 1, COPD, Atrial Fibrillation, Epilepsy, Down’s Syndrome, Heart Failure, Hypertension/High Bp, Stroke/TIA, Diabetes Type 2, Asthma, Dementia, Alzheimer’s Disease, Chronic Kidney Disease, Learning Difficulties, Osteoporosis, Hyperlipidemia, Hypothyroidism, Cystic Fibrosis. 
Mental Health problems: - please specify ​​​​​​​​​​​​​​​​​​​​_____________________________________________________

Previous Name and Address of Doctor / GP:
Yes

No

Are you taking any medication on a regular basis?

Medication Name

Strength and Form i.e. Tablets
Daily Dose & Date Started
Example - Paracetamol
10mg tablets
Three times a day July 2017
If yes, please give details and dose and attach prescription.

Do you have an allergy / are you allergic to any medicines?  If yes, please give further details:

​​​___________________________________________________________________________​​​​​​​​​​​​​

	#13Z4E



	Asian
	
	Other Ethnic Origin
	

	Bangladeshi
	
	Chinese
	

	Indian
	
	Somali
	

	Pakistani
	
	Other (please specify)
	

	Black or Black British
	
	White
	

	African
	
	Welsh
	

	Caribbean
	
	British
	

	Black British
	
	Irish
	

	Black Other (please specify)
	
	Scottish
	

	Mixed Race
	
	White Other (please state)
	

	White and Asian
	
	
	

	White and Black African
	
	*** PLEASE TICK YOUR ETHNICITY ***
	

	Other (please specify)
	
	
	


	What is your preferred language? __________________________ 
What is your faith? 


	Islam
	
	Buddhism
	
	Sikhism
	

	Judaism
	
	Hinduism
	
	Jehovah’s Witness
	

	Christianity (Anglican)
	
	Roman Catholic
	
	None
	

	Other (please state)
	
	Do not wish to say
	
	
	

	
	


I Consent for the Surgery to send me messages via Text.  I will inform the Surgery if I wish to opt out.     #9NdP
​​​​​​​​​​​​​​​​​​​​​
Signed:
________________________________________________

Date:

________________________________________________

Thank you for filling out this questionnaire
All information given is treated in strict confidence
