CAMC NEW PATIENT REGISTRATION QUESTIONNAIRE

Title:
Surname:
First Name:


Gender: 
 Male / Female
Date of Birth:
NHS Number: 



Telephone Number Home: 

Work / Mobile:


Address:

Email:
Postcode:



Marital Status:

Occupation or Name of School:


Ethnic Origin:

First Spoken Language:


Do you need an Interpreter?      Yes / No 
If so, what language?

If you are able to, please bring an interpreter with you.
Do you have any Information or Communication needs?        Yes / No              If so, please advise?            
How can the practice assist with these needs?                          
	Health Visitor
	School Nurse
	Other agency

involved


Next of Kin Details
Surname:
First Name:


Telephone Number Home: 

Work / Mobile:

Address:

Email:

Postcode:
	Relationship to you :




Carers:  Are you a carer?
Yes / No



Do you have a carer?
Yes / No
Details of Main Carer 
Details of Parent / Guardian
Surname
First Name:

Telephone Number Home:

Work / Mobile:

Address:

Email:
Postcode:

Do you wish to share your medical information with your carer ?
YES/NO
General History:  Have you had any serious illnesses or operations? 
Yes / No


1.

2.


3.

4.

Have you / DO you have any of the following conditions?

Please tick
Yes
No
Medication
Asthma

COPD

Emphysema / Breathing

Diabetes

High Blood Pressure

Heart Disease

Stroke

Epilepsy

Thyroid Disease

Cancer

Mental Health Problems

Depression

PLEASE LIST ANY CURRENT MEDICATION: PROVIDE COPY OF COUNTER FOIL OR BOX OF PRESCRIPTIONS

Are you allergic to any medicines or anything else?
Smoking Status (Please circle):
I have never smoked


I stopped smoking in

I smoke                            per day

If you smoke are you interested in quitting?           Yes / No 
(Please ask at reception for further information)
How often do you have a drink containing alcohol? (Please circle):
Never
Monthly or less
2-4 times monthly
2-3 times a week
4 or more times a week

How many drinks containing alcohol do you have on a typical day when you are drinking?
1 or 2
3 or 4
5 or 6
7 or 8
10 or more 

How often during the last year have you been unable to remember what happened the night before because you had been drinking? (Please circle):
Never
Less than monthly
Monthly
Weekly
Daily or almost daily

How often during the last year have you failed to do what was normally expected of you because you had been drinking? (Please circle):
Never
Less than monthly
Monthly
Weekly
Daily or almost daily

In the last year has a relative, friend, Doctor or other health worker been concerned about your drinking or suggested you cut down? (Please circle):


No
Yes, on one occasion
Yes, more than one occasion

Have you now or in the past had problems with substance misuse?
Yes / No

WE ARE ABLE TO OFFER CONFIDENTIAL SCREENING FOR CHLAMYDIA INFECTIONS FOR PATIENTS AGED 15 TO 25 AS THIS INFECTION OFTEN HAS NO SYMPTOMS.  IT IS A SIMPLE URINE TEST.  THE NURSE CAN DISCUSS THIS WITH YOU IF YOU WISH TO BE SCREENED.
Yes / No

Family History:  Please give details of any of your blood relatives, under 65, who have had any of the following:

Heart Disease / Attack

Cancer 

Asthma
Diabetes


High Blood Pressure 

Other Serious Illness
 

Vaccinations:  Please give dates of which vaccinations you have (if known).

Diphtheria / Tetanus / Polio
German Measles
MMR

Typhoid


Cholera

Whooping Cough
BCG


Yellow Fever

HPV




Female Patients Only: 

Have you had a Hysterectomy?
Yes / No
Date
When was your last smear test (if known)
Year:
Result 
Are you interested in discussing Long Acting Reversible Contraception? 
Yes / No

Which method of contraception are you using at present?
Ethnic Origin Description
(Please circle appropriate)


White British

White Irish
White European


Chinese

Black or Black British Caribbean
Black or Black British African

Asian or British Asian Indian
Asian or British Asian Pakistani
Asian or British Asian Bangladeshi

Other Please state
Mixed Please state

I Do / Do not agree to share out my medical records with other NHS Health Care Professionals 

(To ‘share out’ means your medical information recorded here would be viewable by other NHS organisations)

I Do / Do not agree to share in my medical records from other NHS Health Care Professionals

(To ‘share in’ means your medical information recorded at other NHS organisations would be viewable by Cambridge Avenue Medical Centre)

I Do / Do not agree to have a Summary Care Records (SCR) created
(An SCR shows you name, date of birth, address, current medication and any allergies to other NHS organisations with your consent)

I Do / Do not agree to have a Summary Care Records (SCR) with additional information created

(Additional information would show any diagnosis, problems etc)

    
I consent to the Practice contacting me by the following methods:     SMS (Text)                    EMAIL  
and it  is my responsibility to keep my contact details up to date

SIGNATURE:


DATE:




[image: image1.png]



CAMBRIDGE AVENUE MEDICAL CENTRE

Application for online access for New Registrations
	Surname
	Date of birth

	First name

	Address
Postcode

	Email address

	Telephone number
	Mobile number


I wish to have access to the following online services (please tick all that apply):
	1.  Booking appointments
	

	2.  Requesting repeat prescriptions
	

	3.  Viewing Summary Care Record
	

	4.   Accessing my medical records (from date of registration)
	


I wish to access online services and understand and agree with each statement (tick)
	1.  I have read and understood the information leaflet provided by the practice
	

	2.  I will be responsible for the security of the information that I see or download
	

	3.  If I choose to share my information with anyone else, this is at my own risk
	

	4.  If I suspect that my account has been accessed by someone without my agreement, I will contact the practice as soon as possible
	

	5.  If I see information in my record that is not about me or is inaccurate, I will contact the practice as soon as possible
	

	6.  If I think that I may come under pressure to give access to someone else unwillingly I will contact the practice as soon as possible. 


	

	
	



For practice use only
	Identity verified by (initials)
	Date
	Method
Vouching 

Photo ID and proof of residence 


Important Information – Please read before returning this form

If you wish to, you can now use the internet to book appointments with a GP, request repeat prescriptions for any medications you take regularly and look at your medical record online (subject to authorisation). You can also still use the telephone or call in to the surgery for any of these services as well.  It’s your choice.

It will be your responsibility to keep your login details and password safe and secure.  If you know or suspect that your record has been accessed by someone that you have not agreed should see it, then you should change your password immediately.

If you can’t do this for some reason, we recommend that you contact the practice so that they can remove online access until you are able to reset your password.

If you print out any information from your record, it is also your responsibility to keep this secure.  If you are at all worried about keeping printed copies safe, we recommend that you do not make copies at all. 
Before you apply for online access to your record, there are some other things to consider.

Although the chances of any of these things happening are very small, you will be asked that you have read and understood the following before you are given login details.
	Forgotten history 

There may be something you have forgotten about in your record that you might find upsetting. 

	Abnormal results or bad news  

If your GP has given you access to test results or letters, you may see something that you find upsetting to you. This may occur before you have spoken to your doctor or while the surgery is closed and you cannot contact them. 

	Choosing to share your information with someone 

It’s up to you whether or not you share your information with others – perhaps family members or carers. It’s your choice, but also your responsibility to keep the information safe and secure.  

	Coercion 

If you think you may be pressured into revealing details from your patient record to someone else against your will, it is best that you do not register for access at this time.

	Misunderstood information 

Your medical record is designed to be used by clinical professionals to ensure that you receive the best possible care.  Some of the information within your medical record may be highly technical, written by specialists and not easily understood. If you require further clarification, please contact the surgery for a clearer explanation. 

	Information about someone else 

If you spot something in the record that is not about you or notice any other errors, please log out of the system immediately and contact the practice as soon as possible.


More information

For more information about keeping your healthcare records safe and secure please visit our website: www.cambridgeavenuemedicalcentre.co.uk
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Signature





Date
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