PORTESHAM SURGERY NEW PATIENT FORM 
(over 18’s)
The following information will help the doctor or nurse assess whether there are any particular health needs you may have that need attention, especially before your notes arrive from your previous doctor.  We will add the details to your computer notes so these are as complete as possible from the outset.  
	NAME:
	
	DATE OF BIRTH:
	

	ADDRESS:
	
	PHONE NO (HOME):
PHONE NO (WORK):
	

	MOBILE NO:
	
	EMAIL:
	

	OCCUPATION:
	
	Place of birth:
	

	PREVIOUS OCCUPATION IF RETIRED:
	
	

	First Language:
	
	Ethnicity 
	

	NEXT OF KIN: Please let us have the name and telephone number of two people close to you who could be contacted in an emergency:

	Name
	Tel Number
	Relationship to you

	1.

	
	

	2.

	
	


Communications: if it is ok for us to leave messages on your home answerphone please tick: FORMCHECKBOX 

What is your preferred contact method: ( text   ( email  ( letter  ( phone call 

Is it ok to send you text messages, please tick : FORMCHECKBOX 

Do you have special communication needs?  ( braille  ( large print  (  interpreter  ( easy read  

( lip reading  ( speech to text reporter (STTR) ( advocate  ( British Sign Language BSL
If you need interpretation, what is your first language? 
	SUMMARY CARE RECORD (SCR): your basic details are uploaded to the national NHS database and can be viewed by other health professionals in an emergency (see leaflet).  
ENHANCED SHARE: your full medical record can be viewed electronically by some healthcare professional treating you elsewhere but using the same clinical system, such as Dorset Minor Injuries Units and district nurses.  
If you are happy to have an SCR and share your medical record please sign: 

If you wish to opt out please tick here:  FORMCHECKBOX 
 and sign an opt-out form at reception.  

	SYSTMONLINE ACCESS
You are able to view your medical records, test results, re-order medication, make appointments (when available) via our online system.  If you would like this set up for you, please indicate below.  Please note that should you require access to a third party record or you wish another person to have access to your record, you will need to complete a separate consent form, available online or from reception. 
                                                                               Yes     No                          



YOUR HEALTH
	Height: 


	Weight:

	Your Alcohol Useage:

(please circle the answer that applies)
	Scoring system:
	Your score

	
	0
	1
	2
	3
	4
	

	1. How often do you have a drink that contains alcohol?
	Never
	Monthly or less
	2-4 times/ month
	2-3 times per week
	4+ times per week
	

	2. 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+
	

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

	Pint of Regular Beer/Lager/Cider = 2 units; Alcopop or can of Lager = 1.5 units; 175ml Glass of Wine = 2 units; Single measure of spirits = 1 unit; Bottle of Wine = 9 units

	A score of 5+ indicates hazardous or harmful drinking

	

	Current Smoker (tick)
	YES
	NO
	If yes: 
Cigarettes, pipe or cigar?

	Quantity/day?

	Previous smoker?
	YES
	NO
	If Yes: type & quantity/day 


	When did you give up:

	What exercise do you do:  (Type & frequency):

	Diet: do you watch your eating in any way?


CURRENT MEDICAL DETAILS

	Do you have a long-term medical condition* impairment or sensory loss? (please state)
(* including if you are blind or partially sighted, deaf or hard of hearing, an insulin-dependent diabetic, wheelchair user and or have difficulties walking, heart condition; problems with continence; restricted height; arthritis epilepsy, learning disability, mental health problem, dyslexia)


Please list any special requirements (or talk to any member of staff):

	Have you had any serious illnesses, operations, stays in hospital?  If so please include details and year if known:


	Are you taking any medication (including the pill or HRT)?  Please give name of medication and dosing:


	Are you allergic to anything?  If so what reaction did you have?


	If you have any records of any vaccinations you have had, including your last tetanus, could you give details here or let us see them:


	For ladies: Date of last smear if known:

	Have you had a hysterectomy?  If so, when:

	Have you ever had a mammogram?

	Could you list pregnancies, including year and any problems:



FAMILY HISTORY
	Any immediate family (parents, siblings, grand
-parents) history of:
	Which relative?
	At what age?
	
	Which relative?
	At what age?

	Angina / Heart attack

(please circle)
	
	
	Stroke
	
	

	Diabetes
	
	
	Asthma
	
	

	Breast cancer
	
	
	Bowel cancer
	
	

	Cancer of ovaries
	
	
	Prostate cancer
	
	

	Other cancers – which?
	
	
	

	Osteoporosis (eg broken hips, very curved spine)
	
	
	Glaucoma
	
	

	Thrombosis
	
	
	Any other family history that may be relevant?


	Depression/Anxiety
	
	
	

	Are you a CARER for someone else? 
 ( Yes  ( No
If yes please give the name of the person cared for 
(if they are a patient of ours) and your relationship to them:

Please indicate if you are sole carer / live in or daily/weekly visits:
	Do you have a carer? ( Yes  ( No
If yes, please tell us the name and contact details of your carer:

Are you happy for us to contact your carer about you, if necessary?  ( Yes  ( No




If you are also registering a child or children under the age of 18 at the same address, please complete the following sections:-  (Please note all children under 18 will require a GMS1 form to be completed for them) 
	
	

	CHILDS FULL NAME
	DATE OF BIRTH 
	RELATIONSHIP TO YOU 
	GMS1 form completed and attached Y/N

	1.

	
	
	

	2.

	
	
	

	3.
	
	
	

	4.
	
	
	


	New Patient Health Checks

Portesham Surgery offer a New Patient Health Check with a Practice Nurse.   

Please indicate whether you wish to be contacted to arrange a health check.  
	Yes / No 


	For Office use only: 
	Tick when done

	systmOnline access given (where requested) 
	

	ID documents seen and recorded on S1
	

	Carers Lead notified (where applicable) 
	

	Practice Nurse Team advised of NPHC requirement (where requested) 
	






























