
Name:   ……………………………………..……………    Date of Birth:   ……... / …….... / ….….

Telephone Number:
  Home: …………………………   Mobile:   …… ………………………………
Next of Kin - Name: ……………………………………      Relationship:………………………………
 NOK Contact Number :  …………… ……………..      Date of Reg. Examination:   .…/ …... / …..

Current State of Health:  

Past Illnesses / Operations / Hospital Admissions:  .………………………………………………..
……………………………………………………   ……………………………………………………..
……………………………………………………   ……………………………………………………..
Allergies:  ………………...............................................................................................................
Immunisations:  ……………………………………………………………………………………........
Drug Use:    ……………………………………………………………………………………………...
Current Medication:  

	Name
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Pregnancies and Outcome:  ..…………………………  ..…………………… . ...…………………..
Last Cervical Screening and Result: ………………………………………………………………….
Breast Screening:  ………………………………… Contraception:   ……………………………….
Housing:                …………………………………  Work:  
        ………………………………

	Alcohol Units

per week
	Blood Pressure
	Height (cm)
	Cigarette’s/Tobacco per day
	Weight (kg)
	Urine Analysis

	
	
	
	
	
	


PATIENT ETHNIC ORIGIN FORM

This questionnaire follows the recommendations of the Commission for Ethnic Equality and complies with the Public Relations Act.
Please indicate your ethnic origin.  This is not compulsory but may help with your healthcare, as some health problems are more common in specific communities and knowing your origins may help with the early identification of some of these conditions.

Choose ONE section below and then tick ONE box to indicate your background.

Name……………………………………………………..…… Date of Birth ………………………...

	White

	   (       Office Use

	British
	
	#9i00

	Irish
	
	#9i0.

	Any other white background please write in below


	#9i2


	Mixed
	
	

	White and Black Caribbean
	
	#9i3

	White and Black African
	
	#9i4

	White and Asian
	
	#9i5

	Any other mixed background please write below


	#9i6


	Asian or Asian British
	
	

	Indian
	
	#9i7

	Pakistani
	
	#9i8

	Bangladeshi
	
	#9i9

	Any other Asian background please write below


	#9iA


	Black or Black British
	
	

	Caribbean
	
	#9iB

	African
	
	#9iC

	Any other black background 
	
	#9iD.


	Chinese or other ethnic group
	
	

	Chinese
	
	#9iE

	Any other please write below

	
	#9iF

	Declined
	
	#9iG


NEW PATIENT REGISTRATION FORM





Family Health   


Any history of:  Stroke  ………………………………………………………….


                         Heart Disease ………………………………………………….  


                         Diabetes  ……………………………………………………….


                         Cancers of:  Bowel …………………………………………….


                                             Breast ……………………………………………  


                                             Other ..............................................................
































2 forms of   ………………  admiintials


ID checked: ……………...  ……





2 forms of ID checked:  ………………………… / …………………………


Admin Initials:                …………  Date:  ……… / ……… / ………….
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