LYNDHURST MEDICAL CENTRE

41 Lyndhurst Road Barnehurst Kent DA7 6DL

NEW PATIENT QUESTIONNAIRE

	REGISTERING AT THIS PRACTICE

PATIENTS APPLYING TO JOIN THIS PRACTICE’S PATIENT LIST MUST LIVE WITHIN THE

PRACTICE AREA.  PLEASE check your address with the receptionist before proceeding.  if you wish to register at this practice, you will need to produce THE ORIGINAL OF A UTILITY BILL (DATED WITHIN THE LAST 3 MONTHS) FOR COPYING.  THIS COPY WILL BE RETAINED UNTIL REGISTRSATION HAS BEEN CONFIRMED.

IF YOU DO NOT H    AVE A UTILITY BILL, YOU MUST PROVIDE TWO ORIGINALS 

FROM THE FOLLOWING DOCUMENT LIST (DATED WITHIN THE LAST 3 MONTHS) 

FOR COPYING.  COPIES WILL BE RETAINED UNTIL REGISTRATION HAS BEEN CONFIRMED: 

· BANK / BUILDING SOCIETY STATEMENT

· CREDIT CARD STATEMENT 

· LETTER/STATEMENT RE MORTGAGE 

· LOCAL AUTHORITY RENTAL AGREEMENT FOR HOUSING (NOT PRIVATE)
· COUNCIL TAX LETTER

· LETTER FROM SOLICITOR 

· OFFICIAL LETTER FROM GOVERNMENT DEPARTMENT RE BENEFITS

· DRIVING LICENCE

THESE DOCUMENTS SHOULD BE RETURNED TO THE SURGERY WITH A COMPLETED PATIENT QUESTIONAIRE AND A MEDICAL CARD/NEW GP NOTIFICAITON LETTER OR GMS1 FORM COMPLETED IN FULL

PATIENTS AGED UNDER 5 YEARS – NO PROOF OF ADDRESS IS REQUIRED BUT UNLESS THERE ARE EXCEPTIONAL CIRCUMSTANCES, WE WILL ONLY REGISTER CHILDREN UNDER 5 YEARS IF THE CHILD’S MOTHER IS ALREADY A REGISTERED PATIENT OR IN THE PROCESS OF REGISTERING 

PATIENTS AGED 6 – 16 YEARS – NO PROOF OF ADDRESS IS REQUIRED BUT UNLESS THERE ARE EXCEPTIONAL CIRCUMSTANCES, WE WILL ONLY REGISTER CHILDREN IN THIS AGE GROUP IF A PARENT/GUARDIAN IS ALREADY A REGISTERED PATIENT OR IN THE PROCESS OF REGISTERING

FAILURE TO PROVIDE THE REQUIRED DOCUMENTATION MAY RESULT 
IN THE REFUSAL OF YOUR APPLICATION

PLEASE NOTE THAT OUR MOST BUSY TIMES ARE MONDAY MORNINGS AND FRIDAY AFTERNOONS AND THEREFORE WE WOULD BE GRATEFUL IF YOU COULD AVOID VISITING THE SURGERY AT THESE TIMES TO SUBMIT REGISTRATION FORMS. 



	fOR aDMIN uSE ONLY – please tick to confirm documentation submitted

	Completed & Signed Questionnaire 
	
	OR
	Completed & Signed Questionnaire
	

	Signed Medical Card or New GP Notification Letter
	
	
	Completed & Signed GMS1 Form
	


	OPTION 1
	
	option 2

	Utility Bill
	
	
	TWO from the following: 
	

	
	
	
	Bank/Building Society Statement
	

	
	
	
	Credit Card Statement
	

	
	
	
	Letter/Statement re Mortgage
	

	  
	
	
	Local Authority Rental Agreement
	

	
	
	
	Contract Mobile Phone Bill
	

	
	
	
	Letter from Solicitor
	

	
	
	
	Letter from Government Dept re Benefits 
	

	
	
	
	Driving Licence
	


Name of Receptionist accepting application: …………………………………………………………….

These questions have been designed to speed up the receipt of your Medical Records and to assist your new General Practitioner in gaining an understanding of your medical history. 

The information provided  will be handled confidentiality but, should you have any concerns about completing any of the medical details, please leave them blank. 

You will receive notification by email or letter as to whether your application has been accepted or rejected within two weeks of receipt of your application.  If your application has been successful you will be informed of your ‘Usual GP’ and be given an appointment for a New Patient Registration Examination.  Please note that it is this Practice’s policy to cancel the registration of new patients who fail to attend a New Patient Registration Examination within 3 months of applying to register with our Practice. 

APPLICANT’S DETAILS – TO BE COMPLETED IN FULL AND IN BLOCK CAPITALS 
	Title:
	Mr/Mrs/Ms/Miss/Master/Dr/Rev
	
	Current Address

(incl Postcode)
	

	Surname:
	
	
	
	

	Forename(s):
	
	
	
	

	Date of Birth: 
	
	
	Last Address

(incl Postcode)
	

	Place of Birth:
	
	
	
	

	Nationality: 
	
	
	
	

	Ethnic Origin: 
	
	
	Last Doctor’s 

Name & Address 

(incl Postcode)
	

	First Language: 
	
	
	
	

	Do you require an Interpreter? 
	
	
	
	

	If yes, please state language for translation:
	
	
	Have you been registered here before?
	YES / NO

	
	
	
	Please give approximate date:
	

	It is Practice policy not to allow relatives or

friends to act as translators
	
	Have you been treated here before?
	YES / NO

	Do you have any other information or communication needs ie large print, sign language, email, text messaging
	YES / NO
	
	Please give approximate date:
	

	
	
	
	Do you have any relatives or cohabiters who are, or have been registered with this Practice?
	YES / NO

	If yes, please complete an Accessible Information Standard form available from Reception.
	
	
	

	Previous Surname(s):
	
	
	If yes, please give name(s):
	

	Occupation:
	
	
	
	

	Telephone No (Home):
	
	
	
	

	Telephone No (Work): 
	
	
	Name & Relationship of Next of Kin:
	

	Telephone No (Mobile):
	
	
	
	

	We only ring mobile phones in 

urgent/emergency situations
	
	Contact Tel No:
	

	Do you consent to us contacting you by text message? 
	YES / NO
	
	Are you a carer for someone who is ill, frail, disabled or mentally ill?
	YES / NO

	Do you consent to us contacting you by email? 
	YES / NO
	
	If you have answered yes, please complete an Identification of Carer form available from Reception

	Email address: 

(PRINT CLEARLY)
	
	
	Have you ever had any involvement with a Social Worker (currently or previously)?
	YES / NO

	
	
	
	If you have answered yes, please give name & contact telephone number
	


Cont’d……..

NEW PATIENT QUESTIONNAIRE

MEDICAL DETAILS – TO BE COMPLETED IN FULL BY ALL PATIENTS

Please give details of any major operations, health problems or serious accidents; plus details of any current illnesses. 

	Date (approx)
	Description of Ailment
	Problems still being encountered (if applicable)

	
	
	

	
	
	

	
	
	

	
	
	


Medication – Please list any pills, tablets, or other medicines that you are currently taking.  
If this medication has been prescribed on repeat prescription by your previous GP please ensure that you have a sufficient supply to last until you are registered with this Practice.  You must attach a copy of the repeat prescription request slip issued by your previous GP.   Please be aware that once your registration has been accepted, you will be required to make an appointment with your named GP before any medication can be issued. 
If you have previously nominated a Pharmacy for the Electronic Prescription Service and it will no longer be possible for you to use this Pharmacy, it is your responsibility to contact the Pharmacy and request that the nomination is cancelled.  This Practice will not accept any liability for prescriptions that are sent to the wrong Pharmacy via EPS once you are registered.  
	Name & Strength of Medication 
	Dose
	Times per day
	Prescribed for (name of ailment) 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Are you allergic or sensitive to any medicines, food, animals etc? 
	YES / NO 

	If yes, please given details: 
	


	Have you ever smoked?
	YES / NO
	If yes, how may cigarettes smoked per day? 
	

	Have you now stopped smoking? 
	YES / NO
	Is yes, please give approximate date: 
	


Alcohol – Please answer the following questions: 

	Question 
	Never
	Monthly or less
	2 – 4 times per month
	2 – 3 times per week
	4+ times per week

	How often do you have a drink that contains alcohol? 
	
	
	
	
	

	How many standard alcoholic drinks do you have on a typical day when you are drinking?
	1 - 2
	3 - 4
	5 - 6
	7 - 8
	10+

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


	Current Height
	
	Current Weight
	

	Date o your last Tetanus Vaccination:
	

	Date of your last Blood Pressure Check:
	


Cont’d……..

NEW PATIENT QUESTIONNAIRE

Please list any illnesses that ‘run in your family’ eg Diabetes, Glaucoma, Heart Attacks etc.

	Illness
	Family Member
	Illness
	Family Member

	
	
	
	

	
	
	
	

	
	
	
	


MEDICAL DETAILS – TO BE COMPLETED FOR CHILDREN ONLY

Please give dates of all Childhood Immunisations and/or indicate if the child has not been immunised. 

	Age
	Immunisation

	
	Diphtheria

Tetanus

Pertussis

Polio

(DTaP/IPV)
	Hib
	Pneumococcal

(PCV)
	Meningitis B

(MenB) 

(from 01.09.15)
	Rotovirus
	Meningitis C

(MenC)
	MMR
	Diphtheria

Tetanus

Polio

(DTaP)
	MenC 

ACWY

	8 weeks 
	
	
	
	
	
	
	
	
	

	12 weeks
	
	
	
	
	
	
	
	
	

	16 weeks 
	
	
	
	
	
	
	
	
	

	12-13 months
	
	
	
	
	
	
	
	
	

	From 3.5 yrs 
	
	
	
	
	
	
	
	
	

	14-18 yrs
	
	
	
	
	
	
	
	
	

	
	
	1st Dose
	2nd Dose
	3rd Dose
	
	
	
	
	

	Girls aged 12-13 years - HPV
	
	
	
	
	
	
	
	


MEDICAL DETAILS – TO BE COMPLETED BY ADULT FEMALES ONLY

	Date of your last Cervical Smear:
	

	How many pregnancies have you had? 
	

	Of these pregnancies, how many of them resulting in the following?
	Live Birth
	Stillbirth
	Miscarriage / Terminations

	
	
	
	


	Applicant’s Signature
	
	
	Date: 
	


