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REGISTRATION QUESTIONNAIRE

Welcome to Streamside Surgery at Thornbury Health Centre.  Please help us to understand your health needs and to improve our service by completing this questionnaire as fully as possible.
	Name
	
	Date
	

	Previous Surnames
	
	Date of Birth
	

	Address
	
	Telephone No.
	

	
	
	Mobile No.
	

	
	
	Occupation
	

	Postcode
	
	Language
	

	E-mail address
	
	Ethnicity (see back sheet)
	

	NHS Number
	
	Religion
	


	I agree to have a “Summary care record”

(Information of medications you take and any allergies you have put on a central data base which can be accessed only by healthcare staff with your consent in the event of an emergency or out of hours care)
	Yes / No

(We advise you to say “yes”. If you say “no”, you will be asked to fill out an “opt out form”)


	I agree to receive text and voicemail messages to my mobile including appointment reminders and results of investigations. I am over 18. I will update you of any changes to my mobile number.
	Yes / No

	I agree to be contacted by email
	Yes / No


Why did you choose Streamside Surgery (Select all that apply)

	Close to home
	
	Website
	

	Close to work
	
	Local listing
	

	Personal recommendation
	
	Yellow pages
	

	Passing by
	
	Advertisement
	

	Other (please specify)


Medical Questionnaire

	Current medical problems

	

	

	

	

	

	


	Past medical problems

(Please list any serious illnesses, operations and hospital admissions with dates)

	

	

	

	

	Pending hospital appointments

(Please advise the hospital that you have changed GP Practice)

	Female Patients

	Date of last Smear
	
	Date of last mammogram (if known)
	

	Result
	
	Result
	


	Current medicines and their dosage

	

	

	

	

	

	I would like to pick my prescriptions up from?

The Surgery / a pharmacy(Delete accordingly)
If a pharmacy, which one?
(Please allow 96 hours for prescriptions to be processed)



	

	Allergies

	

	


	Immunisations

	Please provide a list to our reception team (if known)
	Date

	Tetanus
	

	Polio
	

	Family history of serious illnesses (eg Heart Attack, Diabetes, Stroke, Glaucoma, High Blood Pressure) in your immediate family  (i.e. Father/Mother/Brother/Sister)



	Relation
	Disease
	Age at Onset

	
	
	

	
	
	

	
	
	

	
	
	


	My next of kin is?
Name:

Relationship:
	Address

	Telephone number

	Do you give permission for us to contact your Next of Kin? If yes, please can you fill our consent form, you can pick these up at reception.


	Have you made any advanced care plans, such as “Do Not Resuscitate”
	Yes / No


Lifestyle Questionnaire
BMI and Blood Pressure

(Scales, height measure and blood pressure machine available)

	Weight
	     kg
	Height
	      cm
	Blood Pressure

                                                           (e.g 140/80)
	


Smoking status

	Please tick relevant box
	Tick

	I have never smoked
	

	I am a current smoker
	

	How many do you smoke per day
	

	Would you like help to quit smoking?
	

	I am an Ex smoker
	

	If Ex Smoker how many did you smoke per day?
	


Diet and Exercise

	How would you describe your eating habits?



	Vegetarian
	
	Very Diet Conscious
	
	A Bit Diet Conscious
	
	Not Diet Conscious
	

	How would you describe your exercise level?



	Very Active


	
	Moderately Active
	
	Lightly Active
	
	Inactive
	


Sexual Health
If you are between the ages of 15 and 24 and have been sexually active in the past, we would like to offer you a test for Chlamydia. For women this is a self-taken swab and for men this is a urine test. If you are interested in having this test, please collect a kit from reception.
Alcohol Consumption

Please estimate your weekly alcohol consumption  ........Units

(1 Unit = ( Pint of Beer, or 1 Glass of Wine, or 1 Measure of Spirits)

	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often do you have a drink containing alcohol?
	Never
	Monthly

or less
	2 - 4 times per month
	2 - 3 times per week
	4+ times per week
	

	On those days when you drink alcohol, how many standard alcoholic drinks do you have?
	1 -2
	3 - 4
	5 - 6
	7 - 8
	10+
	

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










       Total score:












(38D4)

Please turn over page and fill in further questionnaire if your score is 5 or above

Alcohol consumption (cont)

Please complete this questionnaire relating to your alcohol intake only if you scored 5 or above on the previous page.

	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

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

	How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

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

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

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

	Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	


Total for both alcohol sections:

(38D3)
If your total alcohol score is 8 or above, please answer the following questions:

	Over the last 2 weeks, how often have you been 

bothered by the following problems?  


	Scoring system
	Your score

	
	0
	1
	2
	3
	
	

	Little interest or pleasure in doing things
	Not at all
	Several days
	More than half the days
	Nearly every day
	
	

	Feeling down, depressed or hopeless
	Not at all
	Several days
	More than half the days
	Nearly every day
	
	

	Feeling nervous, anxious, or on edge
	Not at all
	Several days
	More than half the days
	Nearly every day
	
	

	Not being able to stop or control worrying
	Not at all
	Several days
	More than half the days
	Nearly every day
	
	


(6896 and 38QN)
Do you care for somebody?           Yes/ No

(a carer is somebody who, unpaid, provides help and support to someone who could not manage without your help)

If yes, please provide the details on the person you care for………………………………………

Please see the Carer information table in reception to register as a carer and see signposting information. 
Our Carer’s champion is Jo Trotman if you have any queries.
Is there anything else you would like to tell us?

Patient Agreement Form
Confidentially
The practice has a strict policy regarding confidentially and data protection. We will release test results to the person to whom they relate unless that person has given prior permission for the release of their data or they are not capable of understanding the results.

Contacting you routinely or in emergencies
The surgery uses SMS messages and occasionally emails for surgery appointment reminders, immunisation reminders, health promotion, surgery feedback, changes to clinics etc. Please provide a mobile number and secure email address for the practice to contact you regarding the above. It is the patient’s responsibility to keep this information up to date with the practice. If you wish to opt out of SMS or possible email communications please inform the Surgery in writing with your name, email and phone number.

Investigations
Whilst the practice will endeavour to contact patients for any significantly abnormal investigations, the practice reminds patients it is their responsibility to contact the surgery regarding them. The practice recommends patients to contact the surgery within the below recommended intervals: Average waiting times after having the investigation are: X-rays 14 days, blood tests 7 days, smear 4 weeks, MRI scans 6 weeks.

DNA policy
Patients are advised if they wish to cancel their appointment to do so 24 hours prior so someone else can be seen.  This is so that your appointment can be offered to other patients who may be otherwise unwell and require treatment.   If you failed to contact the surgery within 24 hours to cancel or miss your appointment this is considered to be a missed appointment (DNA). Being up to 10 minutes late for your appointment is also considered a DNA.  If you failed to attend 3 or more appointments you can be removed from the list.  DNAing a same day or urgent appointment is taken seriously and would be breaching our DNA policy which would then come into action.
Out of area

If you live outside a 5 mile radius of the Surgery the you are outside of our practice boundary and you will be classed as an out of area patient. It is important that you understand that out of area registration is voluntary for GP Practices meaning we are not required or under any obligation to provide you with a home visit. You may on occasion, develop an urgent illness or injury at home which would prevent you from attending the Practice for an appointment. In that situation, we would ask you contact the Practice in the first instance. If we determine you needs home visit we may direct you to the local service that has been established for “out of area” patients. The local service could be a GP Practice near to where you live, the local walk-in centre, or A&E.

If in the future, your health needs change, or your medical records indicate that it would be best interest of your health to be cared for by a Practice more local to you, we may review your registration and advice you that it would be more appropriate for you to be registered with a GP Practice closer to home.

Once you have had time to review the information provided, if you still feel your general health is good and you still wish to remain registered with the Practice as an ‘Out of Area Patient’, please sign below to confirm this and return to us.
Abusive/aggressive/violent/intimidating behaviour
The practice has a duty to care for the health and safety of its staff. The practice also has a legal responsibility to provide a safe and secure working environment for our staff members. All patients are expected to behave in an acceptable manner and violent or abusive behaviour towards staff, in line with NHS guidance concerning zero tolerance, may result in patients being immediately removed. 
Our Practice Privacy Notice can be found on our website or a copy can be requested at reception.

If you have any concerns regarding this agreement, please kindly speak to a member of staff. We appreciate your help and co-operation regarding your treatment.

Patient’s name (print) ……………………………………………………………………

Signed by patient ……………………………… 
Signed by parent if for a minor <14 years
Signature on behalf of patient…………………………………………..      Date ………………………………………
