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----- NEWPATIENT QUESTIONNAIRE
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George House, 40-48 George Lane,
Loddon, MNorfolk NR 14 60H
Please could you complete this form and return to us along wit h your purple registration form.
Thank You.
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Accessibility Information

Itis our aim to meet th e communication needs of all our patients . Please let us know if you require

support or assistance. If yes, my communication needs are:

DO YOU SUFFER KM ANY OF THEFOLLOWING?
Please tick if appropriate:
Asthma [ ] Diabetes [ ] Epilepsy[ ] Mental Healthlssues [ ] Thyroid Problems [ ]
Coronary Heart Disease [ ] Hypertension|[ ] Chronic Pulmonary Disease [ ]
Do you suffe r from any otherillnesses? Yes [ ] No [ ]

s 7z z

Ifyes, pleasegivedetails é & .é¢ééé . eééeéecéeecééeecée.eéeeeeceééececéécecée

CARERSY Do you care for someone ?Yes[ ] No[ ] Orareyoucaredfor ? Yes[ ] No[ ]
If Yes, please ask the Receptionist fora Carers Pack. Reception please initial once this information has been
given out . Thank you.

MEDICAL HISTORY- Please give details of any illnesses which run in your family  including those of

blood relativeS'
”””” b ééééédééééeceedceeceececeecceceececeeecececeeeeceecee. &
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REGULAR MEDICATION Please list names of all tablets, medicines, creams etc with dosage or times

used:
Cééebéééecbéééebebééeebéeceéecbbéeeecbéeecbpeceeeecde. &
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PLEASEATTACH PREVIOUS SURGER REPEAT MEDICATION SLIP




ALLERGIES
MEDICATION (please specify):
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Your Height: é ¢ é e é éééé. YourWeight:é e ééeé.eéeéée

SMOKING STATUS Please tick one of the following
Never Smoked : [ ] ExSmoker: [ ] Smoker: [ ] Quantityperday ( )
If you are a smoker, would you like  help or advice with regards to stopping Yes [ | No [ ]

ETHNICITY0 Please tick accordingly

ENGLISH SCOTTISH IRISH
Other Please State
WELSH AFRICAN CARIBBEAN
INDIAN/BRITISH PAKISTANI GREEK
CHINESE TURKISH ITALIAN

Have you an 1UD/coil fitted? Yes/No
I f yes, when was it fitted? ééééeceeé
Have you an |mplant fitted? Yes/No

///////

I f yes, when was it . fitted? éééeéeé

Sharing of information

If there is the need for a clinician to refer patients to specialist clinics, the Hospital, or other health care providers,
it will be necessary to share certain clinical information with them. By signing the registration form to join the
surgery, we assume your agreement to this.

‘ PATIENTS MUST BE REGISTERED BEFORE AN APPOINTMENT CAN BE MADE

1 IFYOU HAVE REGULAR MEDICATION, YOU WILL NEED TO MAKE A DOUBLE
APPOINTMENTWITH YOUR GP BEFOREANY FURTHER PRESCRIPTIONSAN BE
ORDERED
9 If you are not on regular medication but would like an appointment BarsicHealth Checlaspart of
your New Patient Regiration, please tick thisox
(This will consist of height, weight, BMI, BP, urine test and lifestyle advice)

MOBI LE PHONE USERO®S WI IMESSREECAE THEHIME OFBOXKING AN APPOINTMENT
AND AGAIN AS A REMINDER, 2 DAYS PRIOR TO THEAPPOINTMENT
However, ifyou do not wish to receive a Text message regardingiatopens and reminders,
pleasetick this box

EMIS ACCESS
This serviceallows you toaccess parts of your medical recordequest nmedicationand
book/cancelGP Appointmentsonline. In order to set up your accountyou will need toprovide 2
forms of identification (1 photographic e.g. passport/driving licence and 1 proof of residence e.g.
bank statement/council tax bill).Please bring this with you and speak to a receptionist who will
provide you with further instructions and a registration form.

Signature: e ééeééeeéeeé. eéee . Date: ééeéée. . eeéecée.
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Thank you for completing this questionnaire

This brief intervention package is based on the Drink-Less programme originally developed at the University of Sydney as part of a W.H.O. collaborative study.
©2006 Institute of Health & Society, Newcastle University. Produced by Design Services, Gateshead Council.
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Glass of Wine
(175ml)

Bottle of
Wine

Single Measure
of Spirits

Alcopop or
Can of Lager

Pint of Regular
Beer/Lager/Cider

Alcohol Users Disorders Identification Test (AUDIT)

Scoring System Your
2 Score
How often do you have a drink that Monthly 2-4times | 2-3times | 4+ times
- Never
contains alcohol? or less per month | perweek per week
How many standard alcoholic drinks
do you have on a typical day when 1-2 3-4 5-6 7-9 10+
you are drinking?
How often do you have 6 or more Less than Daily or
standard drinks on one occasion? Never monthly Monthly Weekly almost daily
How often in the last year have you .
Less than Daily or
found you were not able to stop Never Monthly Weekly i
- monthly almost daily
drinking once you had started?
How often in the last year have you Less than Dailv or
failed to do what was expected of Never Monthly Weekly yor
o monthly almost daily
you because of drinking?
How often in the last year have you Less than Dailv or
needed an alcoholic drink in the Never Monthly Weekly yor
- ) monthly almost daily
morning to get you going?
How often in the last year have you .
. . Less than Daily or
had a feeling of guilt or regret after Never Monthly Weekly .
o monthly almost daily
drinking?
How often in the last year have you not Less than Dailv or
been able to remember what happened Never monthl Monthly Weekly almostydail
when drinking the night before? y Y
Yes, but Yes, during
Have you or someone else been .
- . No not in the the
injured as a result of your drinking? |
ast year last year
Has a relative/friend/doctor/health Yes, but Yes, during
worker been concerned about your No not in the the
drinking or advised you to cut down? last year last year

Scoring: 0-7 = sensible drinking, 8-15 = hazardous drinking, 16-19 = harmful drinking and 20+ = possible dependence




Medical PEay2ley

Care Information Choices
Programme (Sharing of patient information
opt-out form)

This form is about the sharing of your data. Whilst the Care.Data programme has been terminated, other
functions still operate and patients are still offered the optaestrict the use of their data. If you require
assistance on making your decision please call the helpliG@@n 303 5678

Please tick one or both options below:

I do NOT want my personal confidential data to be released by my GP surgerypfosgriother than Direct
Patient Care (Direct Care means eg. referral for ongoing care).

I do NOT want my personal confidential data from hospitals and other care providers to be
released by NHS Digital (previously HSCIC) other than the purposes ofCaire{Direct Care means eg. referral
for ongoing care).

Section A:it is important that you complete this section accurately and pleagt Q&K CAPITALS
Title
Forename(s)
Surname
Address

Telephone No.

Date of Birth

NHS Number (if known)
Patientds s

Date
If you are filling out this form on behalf of another person or child, their GP practice will check that
you have the authority to do so. Please ensure you fill out their details in section A and your details
in section B.

Section B:

Your Name

Relationship to patient

Your signature

Date

*** Pl ease return this completed form to your GP
are completing this form for somebody else) ***

For GP use only:

9NuO added Y/N

9Nu4 added Y/N

Initials

Date




Your emergency care summary
My Summary Care Record Choice
A. Please complete in BLOCK CAPITALS PATient details

T e Surname / Family name.................ocoooeei

eI L1 PR —E——————————
410 S ————————————————
Postcode ..o Phone NO..........ooooviiiiiiii Date of birth.......................

NHS Number (if KNOWN).........oooiiiiiii e

B. If you are filling out this form on behalf of another person or a child, their GP practice will consider this
request. Please ensure you fill out their details in section A and your details in section B

L a1 = 1 (= — Your signature...............c.oooeevoeei

Relationshipto palient oo simmme s i iamsssnnmmme u ;- —

Summary Care Record Options ?_Ie:se
ic

YES | would like a Summary Care Record containing details of my medications, allergies and
any bad reactions to medications | have had

YES | would like a Summary Care Record containing details of my medications, allergies and

any bad reactions to medications | have had AND any other information that | have agreed with my
GP Practice to have included in my Summary Care Records

Please indicate what information you would like adding if you know

NO | do not want a Summary Care Record

If you do not return this form, a Summary Care Record will be created for you
based on implied consent.

What does it mean if | DO NOT have a Summary Care Record?

NHS healthcare staff caring for you  Your records will stay as If you have any questions, or if you
may not be aware of your current they are now, with want to discuss your choices, please:
medications, allergies you suffer information being shared by ° contact your local Patient Advice
from and any bad reactions to letter, email, fax or phone. Liaison Service (PALS); or
medicines you e contact your GP practice.

have had, in order to treat you
safely in an emergency.






