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New Patient Questionnaire
Dear Patient

This set of questions has been designed to help us to get to know you and your medical problems. All the information
gathered from these questions will be handled confidentially, however, if you have concerns regarding any questions,
then please leave them blank and speak to the Practice Nurse. We would appreciate you returning the completed
forms to the surgery at your New Patient Health Check appointment.

REGISTRATION CONSULTATION: Date......ccccceceerrurrennes Time..ivrrrccerrcenenes With...ooooeeeeececcerecreececceccaeenns

SUMNAME: ...t FOr@NAamES: .......cooiiiiieier et s e Sex: M/F

AAIESS: ......ooeiceietiet et ettt ettt ettt ettt et et et et tes et et bes et et tes s easeaseas et eae s et eas e s e as e s et e s et et es et et et et et et e e eneaneaneaneans

Post Code: .......cccooovivieiicecece e TelNO: oo

Mobile NO: ..o s

EMail @ddress: .......c.oouiiiiiiiiicece e e e e s st et e e

DOB. ...........cecceeeeeveeeeee.. Country of Birth: ... .. Marital Status: e,

Children: Male ............ Female ................. Occupation (Past & PreSeNt) .......ceeeervevereverveververvenernens

Place of Birth..........cccoooiiiiieeceeeeecececeeeees REIGION Lot

Have you been a member of the ArMEA FOICES ..ottt et e eer et sae st st aeb e e st eteeanaerbenaes

HOUSING: ..covvivieiive e

Next of Kin: .......c.cccevveeveeececeeeiecceesie e eeeevveeeen. REIQEONSAIP: oo,

TeINO: ..o AArESS: ..ottt st s r e st s et et st se et
If you would like to register for online services please ask at reception for an application form.

COMMUNICATION

We want to get better at communicating with our patients. We want to make sure you can read and understand the
information we send you. If you find it hard to read our letters or if you need someone to support you at appointments,
please let us know.

We want to know if you need information in braille, large print or easy read.

We want to know if you need a British Sign Language interpreter or advocate.

We want to know if we can support you to lip-read or use a hearing aid or communication tool.

Please tell the receptionist when you arrive for your NEW PATIENT HEALTH CHECK, or call the practice and speak to a
receptionist.



ETHNICITY Interpreter Needed: YES/NO  If YES, language ..........................

White British 3 | Indian 4 Black Caribbean 3 | Any Mixed Background [
Other White British [ | Pakistani I Black African L | Other Ethnic Group I
White Irish E3 | Chinese = Black British 1 | Other =
White European 3 | Other Asian - Other Black [ | Patient Declined —c
HEIGHT & WEIGHT

Do you know your Height .......cccoevvrviiveiveiceieeeecee & Weight ..cccooecee e

PRESENT ILLNESSES/TREATMENTS
Please list all illnesses you are receiving hospital treatment for:

PRESENT MEDICINES (Prescribed)

Please provide a printed list from your previous practice of any medicines or tablets you are taking at present and the
illness for which you are taking them. If you require repeat medication, please provide us with either the last computer
tear-off slip, showing the medication prescribed or the original containers showing the relevant information.

If you do not have a printed list, please give details of any medication you take (prescribed or otherwise):

MEDICATION
NV T =T 0 ) e [ U =P

DIOSAE: .ttt ettt ettt ettt ettt et st st bes sae et s sheees e sheeesbe sheeer bt sheeesaeesaeaennessae e
NV T =T o T e [ U =P
DIOSAE: .t ceterte ettt sttt st sttt sttt sttt st te e et bes b st ben sheaes e saeeeaae saeeen e saeeen it sanaennn
NGME OF ATUE: oottt sesaesae s e e e aaeeteareareaaeaaeaaeaaeateaaearesrearesaeeeee
DIOSAGR: ittt ettt ettt et ettt et te st et es she et en sheeesbes sheeesbe she e et aeesheeerae sheastneesaees

ALLERGIES
Are you allergic or sensitive to any medicines, food, animals, etc.?

CARERS
Do you need / have anyone who looks after you or your daily needs? Yes / No
If “Yes”, would you like them to deal with your health affairs here? Yes / No

What is the name and contact details Of YOUF CArer? ... ee e ane s

Do you care for anyone else? Yes / No
If “Yes”, ask the receptionist about Carers support
What is the name of the person being cared for: ........ccceieieinieicicice e




MEDICAL HISTORY (YOURSELF OR YOUR FAMILY)
Do you or your family members have any of the following illnesses or conditions:-

CONDITION

YES OR NO

WHO HAS/HAD THE CONDITION & AT WHAT AGE

High Blood pressure

Heart Attack

Stroke

Angina

Asthma

Eczema/psoriasis

Any Hereditary Diseases i.e. Cystic
Fibrosis, Huntington’s etc.

Diabetes

Breast or Bowel Cancer

Any other illness or condition

SMOKING

Do you smoke Yes/ No
Cigarettes per day .............
Have you stopped smoking Yes/No

How old were you when you started .......................
Cigars per day ........

Ounces of tobacco per day ...............
When did you Stop .....ccceeeeiveeeiiiieeenns

Would you like to stop smoking: Yes NO / (Please ask for further details)

EX-SMOKERS Date when you stopped SmOoKiNg? .......cccceveeveeveererveereinesneccecre e

EXERCISE
Do you take regular exercise?

Yes / No

If yes, What SOrt of @XErCISE? .......uivivieeeieeeeeeeee et ettt ettt et et aer s e How many times per week..................

ALCOHOL - Please score below

Questions 0 1 2 3 4 Your
score
How often do you have a drink that 2-4 2-3 4+
contains alcohol Never Monthly | times per | times per | times per
or less month week week
How many alcoholic drinks do you
have on a typical day when you are 1-2 3-4 5-6 7-8 10+
drinking
How often do you have 6 or more Less than Daily or
standard drinks on one occasion Never | monthly | Monthly | Weekly almost
daily

Never drink alcohol: Please tick box:




Pharmacy Nomination for Prescription Collection

If you wish, you can nominate a local pharmacy to receive and dispense your prescriptions; these are the choices in our
practice area: Name of Pharmacy Please tick

Rowlands Cardinal Gardens (next door to surgery)
Other please specify:

Dear Patient

You may be aware that from April 2015 all practices are required to provide all their patients with a named
GP who will oversee your care that our surgery provides.

Your named GP will be ............ccccceeeeeeunennee This does not prevent you from seeing any GP in the practice.
You do not need to take any further action, but if you have any questions, or wish to discuss this further
with us, please contact the surgery.

FEMALE PATIENTS - only

Date of most recent cervical smear: ......ccoeoevvvevvevverenne. Where Was this dONE: .....eieiviiver it
Results Of MOSt FECENT SMEAN: ....cviiiiiciie ettt e s sar e

Please Note: If you do not wish to have a cervical smear please ask to sign a disclaimer which will deduct you from
our recall list for 5 years
Do you use contraceptives (please tick):

The pill

Intra-Uterine Coil

Diaphragm

Sheath

Other Methods

Sterilized/partner had vasectomy

Not applicable

CHILDREN UNDER THE AGE OF 5 - only

PrevioUs SCROOI/NUISEIY: ..ottt ettt et et se et e e s es et e ste et sensesbessssae et sensasesessane
NEW SCNOOI/NUISEIY ....eeverie et ettt ettt et eeete et ee et aes e ete st st st sessesessae et sesesseseessas et seensasens

Previous GP/Health ViSitOr DetailS: ....cccueeieeeeiiieeeeeeeeeee ettt e s eeeeeeree e s e s eeeaeeeeeeeseeas



Patient Data Consent Form
Please read the following carefully as it will give you information about how we protect, use and share, your electronic
and paper based health record.

1. How we protect your information within the Legislative Framework
The purpose for which we hold and process both personal and medical data is to assist the Practice in the provision
and administration of patient care. As guardian of this information, we endeavour to follow a code of conduct which
encompasses ‘The Access to Medical Records Act 1990°, ‘The Freedom of Information Act 2000’, ‘The Data
Protection Act 1998’, ‘The Common Law Duty of Confidentiality’ and adhere to the NHS Code of Practice when
sharing information between health professionals in support of patient care. We will not share or disclose your
information with other 3rd parties (outside of the said purpose), unless we have your signed consent to do so.

We ask that you consent to the information that is recorded about you, being made available to other NHS care
services that care for you now and in the future for e.g. Secondary Care Services, District Nursing Services,
Community Services etc.

Please tick box to note consent:

2. Summary Care Record — your emergency care summary
The NHS introduced the Summary Care Record, to ensure that those caring for you in an emergency situation have
enough information to treat you safely. The Summary Record contains information about any medicines you are
taking, allergies you suffer from and any bad reactions to medicines you have had.
Please tick box to note consent

Further information can be accessed from the follow links:
www.nhscarerecords.nhs.uk
www.legislation.gov.uk

Please let us know if you do not want a Summary Care Record or to share your information with other NHS Services
and we will provide you with an opt-out form.

3. Messages to patient’s via Text (SMS) and Email
The practice offers SMS Text messaging service to your mobile phone. We use this service in several ways:
e To remind patients about their appointments
e To ask them to contact the practice
e Toinform them on current health screening opportunities and in some cases about test results etc
(None of these messages will contain your name)

Due to the personal content of these messages, it is very important that you keep the Practice informed of any
changes to your mobile phone number or email address.
(Please note that the NHS mail messaging service utilises the public telephone network and as such full security is not
guaranteed)
Please tick box to note consent

Patient’s Signature
L et se e (PATTENTS NamMe)
Give my consent for Carmel Surgery to hold and process my personal data as noted above in the Patient Data Consent

Form

SIENATUNE........ootiie e e e Date......covviir e e


http://www.nhscarerecords.nhs.uk/
http://www.legislation.gov.uk/

CARMEL MEDICAL PRACTICE

DR A FUAT

DR E MOORE bl NUNNERY LANE
DR C MARKWICK DARLINGTON
DR A ROSS : e, CO DURHAM
DR L WILSON L e DL3 8SQ

DR G GEDDE
GG S Telephone: 01325 520794

Facsimile: (01325) 381834

ZERO TOLERENCE POLICY

The Practice takes it very serious if a member of staff, which includes Reception, Doctors and Nursing Team, is treated
in an abusive or violent way.

The Practice supports the Government’s ‘Zero Tolerance’ campaign for Health Service Staff. This states that GP’s and
their staff have a right to care for others without fear of being attacked or abused.

To successfully provide these services a mutual respect between all the staff and patients’ individual needs and
circumstances. They would respectfully remind patients that very often staff could be confronted with a multitude of
varying and sometimes difficult tasks and situations, all at the same time.

Out staff understand that patients who are unwell do not always act in a reasonable manner and will take this into
consideration when trying to deal with a misunderstanding or complaint.

However, aggressive behaviour, be it violent or abusive, will not be tolerated and may result in you being removed from
the Practice list and, in extreme cases, the police being contacted.

In order for the Practice to maintain good relations with their patients, the Practice would like to ask all its patients to
read and take note of the occasional types of behaviour that would be found unacceptable:

e Using bad language or swearing at practice staff.

e Any physical violence towards any member of the Practice Team or other patients, such as pushing and shoving.

e Verbal abuse towards the staff in any form.

e Racial abuse and sexual harassment will not be tolerated within this Practice.

e Persistent or unrealistic demands that cause stress to staff will not be accepted. Requests will be met wherever
possible and explanations given when they cannot.

e (Causing damage or stealing from the Practice’s premises, staff or other patients.

e Obtaining drugs and/or medical services fraudulently.

e Abuse on public facing websites including social media sites.

We ask you to treat your GP’s and their staff courteously at all times.
Thank you for you co-operation.

Carmel Medical Practice

Patients Name:

Signature: Date:




Family doctor services registration  awss -

Patient's details e compdote in BUOCK CARTALS and rick [W] as aperopedara
Su

Omr O Owmis O A
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HHS ii i i Poii Frosl ot Susmaaimsins

Moo |1 1| i

. ] L] ] L] ] L] A
Trwan anid

] rate [ Female mu: raunETy

Hoira ackdress

Postcoda Tedepdhiones fimbar

Please help us trace your previous medical records by providing the following information
Yo praveous addres im U Mamss of previous dector while at that address

Address of prindoat docor

If wou are from abroad
Your firt UK addres whare regitered with a GF

Ffprm.dyuﬂdintlnm!. Date you first came
date of Kawing o v i WK

If you are returning from the Armed Forces

Address before enlszing
EiEoE aOr Endszmant
Persoaingl nusnber dlate

If you are reglstering a child under 5
D | wiizh the child above to be registered with the doctor named overleaf for Child Health Surveillance

If you need your doctor to dispense medicines and appliances* =t o cocies ane
i X . i autharkiad o
] 1live more than 1 mile in a straight line from the nearest chemist e methcines

[ 1 wmould have seriows difficulty in getting them fraom a chemist

[] Signature of Patient  [] Signature on behalf of patient Diate i) !

NHS Organ Daoned iegistration
| vkt 10 regieter my dertaik on the NHS Drgan Donor Reghter a5 someons whise cegaraht s may be used for transplantation
atter my death. Please tick the boxes that apph.

[ &ny of ey cogass aned tisue o
[ vadneys  [] Heart ] viser [] corneas  [] Lungs ] Pancreas ] &ny partof my body
Skpnaiume CondfirTing M) SR L T HAgeVTIEELD O\na o Date I !

Fior mone keformanion, aleace ask af receodion for an knovmation kadar of Wel the websine
vAAsLLNTR kN . ongL Lk, o Gl D300 123 23 73,

NHS Blocsd Domor registration
| vwnrtibd ko 00 jod il WHS B ood) Dol REQESTET 36 SOMaona whis My b contacted and woild be propared to Sonate blood.

Tick hes I you have given blood in the last 3 years [
Skpnaiume condirTming consant fo isolision on the MHS Blocd Domnow Repis ter Dot ! I

My prefamed addhess o donatian & fonly if oifforont from abows, .. pour place af work)

Postoode:

HAuseenly  Patentregistersdfor  [JGaMs  [Jous [ Dispersing [ Rural Practice




m Family doctor services registration GMST

To be completed by the doctor

Docors Hamae HaA Coda

D Ihmnﬂd&nplmlhyr—rﬂn—:‘:ﬂ-m D hhmmﬂmﬂrﬁm&-ml
D | hires aciigtod thii patiant for ganaral medical wrvices on bahall of tha decticr mamad Balerw v i o membar of this pracises
Dociors Name, & oRieent [ram Jtowe HA Coda

| @ om the HA CHS list ard will provice Child Health Susnveillance 10 this patient or
I'have accepied this patient om bshall of the doctar named baloss, wihe i a member of thic practice and & on the
HA& CHS Bt and will provide Child Health Surveillance to this patievt.

Daoctors Hame, & osforent fam abawe HaA Code

-n | Hnd:lmlng n.i'al pﬂrﬂu p:.!mntfumu: pnﬂmt

Digtanoe i milis between my patients homs aodness and my main surgeny &
| doclana 1o M best of My bolied this iformadion k& comect and' ) oladm Ma Praciice Stama
HEOIOERan o a5 52t out in Me Staremaent of Fees and ARowancos. An Jualt
mad & areviihs ol M preciioe for nsoectian by the A% autharked officws and
Al syopodnied by e At Comamissian.

feunorioa sgran]

Hama Date _____ & )

EATIENT DECLARATION for all patients who ane not ordinarily resident in the UK
Adrgbody i Eregland cas rigiites with & GP practaoe and s i Mo iradizal cans Troms Bl practce.
Hermirsis, il you are notl ‘eedisarly reiadam’ in e UK you my havi ta pay Tor NHS tneatment sotide of Ehi GF practice. Being
erdinarily riident broadly raar Bing Lwiully inthe UK en a propesly stk bass Tor e lime beng. ba mest cri, nationak
o CouiFies uside B Eunogsan Biorsmit Anea miit die haee B Lt of ‘irdfinile ks 1o raman’ in the U
Somin i wions, wdh i Rag it et of spielted infection dikats and aivy Wit est of thee dikass ane Trie of Painges 1s

alw;mhﬁuwumﬂmmub ikt Fuaii and I-n-'ﬂ.HI chargis,

Wi say bi athed 1o provide presd of enitlament in ondie & redeivi Trie NHE Sealsan oulside af S GF pradtids, Sthirvisa
jpend miry i chirgind Tae pour eatsanl Evis i oo hiva 1o gay for & v, pou will dhairys b provided with amy
imestadiatly neoriary o urgant Ereatsant, repardid of advands payranl

Tha infermation you give on this Torm sl B weed 10 i in identilying your chargeable staves, and may B sbared, inchading
waith NHS dscedary care S ganmation (iag. hosgitali] and NHS Dighal, Ter the purpesic of validatiss, Evoidng and o
ricavary You may B cetaited on Bahalll of the NHS 16 eanlinm any detaili yoe hinrs providied

Plaasi tick one of tha Tellveing basaes:

al Dln..n‘hmmm:lm-yu-dwm;.-ianHSmm:muihnfhffwm

2] lundumtand | have a valid aeafglion fram paying fer HHE etiade ol B GF practeoa, This include fed
[TF] an BHIC, & payiint of e Ismsigratiss Hialth Changs [Mhe Surchange =), whie seosmsganiin by & ol d viea. |dan
prowide docunmirth b suppon e sl reguaied

eb 10 de et knew: mry chargeabla stats

| disdare that tha infesmation | give @ this Teem & correct and complte. | wrsdaritand thar # i 6 nol comen, sperapriale
actien may ke takan saine ra.

A pariniiguandian ibsuld comabate B Teem on Bahall of & dhild under 16.

Signad: Date:
Rk m— Rielatiorship o
On bahalf of: partient:

Complete thi secton it you live in another EEA couniny, or have meovid to the UK o stedy or metine, or if you live in
thi UE bist veoak in anythir EEA meambiar state. Do not osenplete this seothean if you have an EHIC [sssed by the LI

Do you have a nagellE EHIC or PR | vES: [ no:[J -""‘I s your ERIL o
Country Code: 0
3: Hamiz
A Gl Mames
5: Date of Birth
6 Personal kdent fication
If you are eisiting fram anather EEA Humiar
counmmy and do pod fodd 3 cument 7: ldemtitication nusbaer
Elﬂcthﬁn-.unulrﬁ'npﬁnu'n:: of the Institution
Clarntificato (FROWET, pou may b hilled
o thee cosT of Ay troatment recefed &wm
outsids af (e GF prectios, induding L
at @ frospital 9 Exgiry Db
FRL walldity pesiod {a) Frome i T |

P'Inmﬂcl.l:li'rrau hawe an 50 [2.g. you e retining o the UE or vou have been postied here by your employer for
ok or you v incthie UK bt weork In another EEA maimiber state). Plaase glve your 51 forms to the practioe stalf.
Hizva il yoiar EHICAPROCISN data by ueead? By wsineg your EHEC or PRC for NHE treatment cosis your EHIC or FRC data
and GF appodniment data will be shared with NHS secondary cane (hospitak) and KHS Digital solely for the purposes of
coat recovery. Your clinical data wall ot be shared im the Cost recovery process.

Yeasr EHIC, PRCor 51 infarmation will be shared with The Departmaent for Work and Pendions for the purposs of
recovering wour MHS coets from your homss countng.




