	BOWER MOUNT MEDICAL PRACTICE

1 Bower Mount Road, Maidstone, Kent ME16 8AX

Tel: 01622 756721


New Patient Registration Process

· Please check with reception staff that you are living within our practice catchment area.  If you are you will need to complete the registration documents fully before you can be registered with the Practice.

· We shall require proof of address and photographic identification at the time of registration, and the following documents may be produced.
	Photographic ID Documents
	Proof of Address Documents 
(valid within past 2 months)

	Driving Licence
	Credit card / Bank statement

	Current Passport
	Mortgage Statement

	Armed Forces ID Card
	Rental Agreement

	NHS Staff Smart Card
	Council Tax Statement

	Birth Certificate
	


When you have completed the new patient registration forms, please hand these to the receptionist who will check the information and advise you whether you need to make an appointment with a Doctor.  This will be necessary if you are taking any regular medication.

YOUR HEALTH RECORD

Welcome to Bower Mount Medical Practice.  Please complete fully the following health questionnaire which will assist us before your full medical records arrive with us.  All information given is confidential and can only be passed to other people outside of the practice with your written consent.

	TITLE
	Miss (  Ms (  Mrs (  Mr (  Other (

	SURNAME
	

	FORENAMES
	

	PREVIOUS SURNAME
	

	DATE OF BIRTH
	

	HOME TELEPHONE NUMBER
	

	MOBILE TELEPHONE NUMBER
	

	EMAIL ADDRESS
	


	CONSENT TO CONTACT YOU VIA SMS TEXT
	Yes ( (9NdP)   No ( (9NdQ)

	CONSENT TO CONTACT YOU VIA EMAIL
	Yes ( (9NdS)   No ( (9Ndy)


	ARE YOU MOVING IN WITH AN EXISTING PATIENT REGISTERED WITH THE PRACTICE?

If yes, please inform us of the name of the patient so your details can be entered under that address

NAME OF PATIENT: …………………………………………………………………………………….……………..
	Yes (   No (


	ARE YOU CURRENTLY EMPLOYED?

If yes, what is your occupation?

OCCUPATION: ……………………………………………………….…………………………….
	Yes (   No (   Retired  (   


	NAME OF NEXT OF KIN

(who to contact in an emergency)
	

	RELATIONSHIP TO PATIENT
	

	ADDRESS
	

	POSTCODE
	

	HOME TELEPHONE NUMBER
	

	MOBILE TELEPHONE NUMBER
	


	ARE YOU A MAIN CARER FOR A RELATIVE OR FRIEND SUFFERING FROM DISABILITY OR ILLNESS?

NAME OF PERSON YOU CARE FOR: ……………………………….…………………………………

Spouse (   Partner (   Mother (   Father (   Daughter (   Son (   Sister (   Brother (   Other Relative (   Friend (
	Yes ( (918G)   No (   


	DO YOU CURRENTLY HAVE A CARER/ IS ANY PERSON RESPONSIBLE FOR YOUR OWN CARE BECAUSE OF YOUR DISABILITY?

If yes, please complete details of carer below
	Yes ( (918F)   No (   


	NAME OF CARER
	

	ADDRESS
	

	POSTCODE
	

	HOME TELEPHONE NUMBER
	

	MOBILE TELEPHONE NUMBER
	


	HEIGHT
	
	WEIGHT
	


	DO YOU CURRENTLY SMOKE?

If yes, how many? ……………………………………………………………………………
	Yes (   No (   

Cigarettes (   Roll-Ups (   Pipe (   

	HAVE YOU EVER SMOKED?
	Yes (   No (   

	DO YOU HAVE ANY ALLERGIES?

If yes, please state: ................................................................................................................
	Yes (   No (   




	YOUR MEDICAL HISTORY

Please give details of operations, serious previous illness or psychological problems and list any on-going medical problems

	

	


	ARE YOU PRESCRIBED REGULAR REPEAT MEDICATION?

If yes, please attach your repeat prescription re-order form
	Yes (   No (


	DO YOU CURRENTLY SUFFER FROM ANY OF THE FOLLOWING:
	Epilepsy (   Diabetes (   Asthma (   High Blood Pressure (   Kidney Disease (


	ALCOHOL CONSUMPTION
	One unit of alcohol = half pint of regular beer / 1 small glass wine / 1 single spirit measure / 1 small glass sherry /single aperitif

	Question
	0
	1
	2
	3
	4
	Scores

	How often do you have an alcoholic drink?
	Never
	Monthly
or less
	2-4 times/month
	2-3 times/week
	4+ times/week
	

	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
	

	How often during the last year have you found that you were not able to stop drinking once you had started?
	
	
	
	
	
	

	How often during the last year have you failed to do what was normally expected from you because of drinking?
	
	
	
	
	
	

	How often during the last year have you needed a first drink in the morning to get yourself going after a heavy drinking session?
	
	
	
	
	
	

	How often during the last year have you had a feeling of guilt or remorse after drinking?
	
	
	
	
	
	

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?
	
	
	
	
	
	

	Have you or someone else been injured as a result of your drinking?
	
	
	
	
	
	

	Has a relative or a doctor or another health worker been concerned about your drinking or suggested you cut down?
	
	
	
	
	
	


ETHNICITY MONITORING

Everyone belongs to an ethnic group and we are collecting this data on behalf of the NHS so that the needs of patients and services users can be ascertained and to identify health risk factors, improve public health and to ultimately provide better provision of care and services throughout the country.  We are asking our patients to voluntarily provide the following information.
	WHAT IS YOUR FIRST LANGUAGE?
	 

	DO YOU NEED AN INTERPRETER
	Yes (   No (   


	WHAT IS YOUR ETHNIC CATEGORY?

	White
	British (
Irish (
Eastern European (please specify) (

	Mixed
	White & Black Caribbean (
White & Black African (
White & Asian (
Other Mixed (please specify) (

	Asian/British Asian
	Indian (
Pakistani(
Bangladeshi (
Other Asian (please specify) (

	Black or Black British
	Caribbean (
African (
Other Black (please specify) (

	Other Ethnicity
	Chinese (
Any Other (please specify) (


SIGN UP FOR ELECTRONIC PRESCRIPTION SERVICE

The NHS Electronic Prescription Service (EPS) gives you the chance to change how your doctor sends your prescription to the pharmacy.  If you currently collect your repeat prescription from the surgery this mean you will not have to visit the practice as instead we will send it to your nominated pharmacy (please see further details towards the end of this document).
	NAME OF PREFERRED PHARMACY
	 

	ADDRESS
	


YOUR FAMILY HISTORY

	DO ANY OF YOUR IMMEDIATE FAMILY, I.E. MOTHER, FATHER, BROTHER OR SISTER, SUFFER FROM ANY OF THE FOLLOWING:

	Diabetes (   Asthma (   Angina/Heart Attack (   Stroke (   Cancer (   High Blood Pressure (   Kidney Disease (   Nervous Disorder (   


MANAGE YOUR HEALTHCARE PROVISION ON-LINE

The Practice operates a service called Vision On-line Services.  This will let you interact with our practice using the internet at your convenience, even when we are closed.  You will need to register with us to access this service and once registered you will be given information that will enable you to create your username and password.  If you are interested in this service, please complete the form below and return it to the Practice. 

	Patient details
	 Please complete in BLOCK CAPITALS

	Patient forename
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Patient surname
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Date of birth
	D
	D
	/
	M
	M
	/
	Y
	Y
	Y
	Y
	

	Email address

This email address will be used by your practice to send you notifications and reminders.  
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	

	Mobile number
	
	
	
	
	
	
	
	
	
	
	
	

	Signature


	

	Date
	D
	D
	/
	M
	M
	/
	Y
	Y
	Y
	Y
	
	
	
	
	
	
	
	
	
	

	Completing the form on behalf of the patient?

	Print forename
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Print surname
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Relationship to     patient
	

	Signature


	

	Date
	D
	D
	/
	M
	M
	/
	Y
	Y
	Y
	Y
	


--------------------------------------------------------------------------------------------------------------

	Staff use only
	

	Patient ID seen 
	

	Type of ID
	

	Staff name
	

	Date 
	D
	D
	/
	M
	M
	/
	Y
	Y
	Y
	Y
	


PATIENT CONSENT
If you wish to give permission for a third named person to receive results on your behalf please complete the consent form below.  Our reception staff are trained to give out results of some diagnostic tests which have been reviewed by the doctors on their instructions.  Staff will not give results to any third party, including a spouse or close relative, unless written permission has been given by you.  Details will be recorded on your medical records to alert staff and allow disclosure.
I wish the person named below to receive results or messages concerning my healthcare from Bower Mount Medical Practice on my behalf:

	NAME OF PERSON
	

	RELATIONSHIP 
	

	HOME TELEPHONE NUMBER
	

	MOBILE TELEPHONE NUMBER
	


I understand that any message or result may be of a medical and confidential nature.  Having given permission I accept that Bower Mount Medical Practice partnership and staff are absolved of responsibility to further safeguard confidentiality when passing on the results of tests or telephone messages to third parties as above.  Should at any time I wish to change or cancel the above agreement or named person I shall inform Bower Mount Medical Practice in writing.

	MY NAME IN FULL
	

	DATE OF BIRTH
	

	SIGNED
	

	DATE
	


There are times when your medical records may be shared by an external organisation for the following reasons.  Please indicate whether you consent to each area.  

Summary Care Record: This is an electronic record which includes your name, address, date of birth, NHS number and includes any allergies you suffer from and bad reactions to medicines along with any medicines you are currently taking.  This information will enable healthcare professionals in hospitals and out of hours care providers around the country to see this brief medical information about you.  This can be very useful in an emergency.  

	DO YOU CONSENT TO THE UPLOAD?
	Yes ( (9Ndn)   No ( (9Ndo)


Department of Health information: Personal confidential data, date of birth, postcode, NHS number and gender can be extracted from the Practice GP system with the intention to improve healthcare and co-ordinate improved integrated services between organisations.
	DO YOU CONSENT TO THIS?
	Yes ( (9Nd7)   No ( (9Nu0)


External NHS Assessors occasionally check medical records in a practice in relation to probity checks on financial claims for work that may be undertaken on behalf of the local Clinical Commissioning Group and NHS England.

	DO YOU CONSENT TO YOUR MEDICAL DATA BEING CHECKED?
	Yes ( (9Nd4)   No ( (9Nd9)


Please check that you have completed all of the questions fully before signing this form and handing to the receptionist.

	SIGNED
	

	DATE
	

	PRINT NAME
	


When you have completed this form please hand it to the receptionist with your identification documentation.   You will then be registered at the surgery and can see any doctor available on the day. 
Staff use Please state type of ID provided

	State Proof of ID provided
	

	State Proof of address document provided
	

	Received and checked by (staff signature)
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