SPRINGFIELD MEDICAL PRACTICE
- Dr JH Macpherson MBChB MRCS LRCP - Dr J Pywell MB CHB - Dr HMG Perera MD -
- Dr N Rajakumaran - MBBS MRCOG MFFP - Dr Edzii-DeVeer - MBChB DCH 
	New Patient Registration Questionnaire

Please complete this form fully in order for us to proceed with your registration at our practice. We will need photo proof of your ID and written proof of your address.  Thank you.     
__________________________________________________________________________________________
Do you care for a sick or elderly friend or family member?  Do you have a carer for yourself?  If “yes”  please inform the receptionist who will give you another form to complete.
PATIENT DETAILS
Full name :…………………………………………………………..    Date of Birth ……………………..
Address ……………………………………………………………………………………………………….

Post Code:    ………………… …………. Sex: M / F                    Occupation ………………………
Town of Birth………………
Home Phone Number: …………………..Mobile Phone Number:………………… Work Phone…………
Next of Kin or someone we can contact in case of emergency which may involve disclosing medical information about yourself (Please be clear you are giving permission for this by giving us a contact).

Name………………………….  Relationship…………………………. Phone Number ………….………

PATIENT’S GENERAL MEDICAL DETAILS

Are you a smoker?            Y / N               How many per day?
Are you an Ex-smoker?     Y / N               When did you stop?
How much alcohol do you drink per week?   Beer…………..     Wine ………….  Spirits ………….
How would you describe your diet?      Very Poor      Poor    Average    Good    Very Good

How would you rate your level of exercise?  Very Poor     Poor     Average     Good     Very Good
What is your weight…………………….   Height…………………….  BP…………..(Use machine in reception please)

Do you have any allergies to medicines or anything else?    Y/N  If yes please give details;
……………………………………………………………………………………………………
PLEASE LIST ANY MEDICATION YOU ARE ON (You may need to see a GP before you next repeat is due)

Attach your repeat slip from your previous doctor or continue on a separate sheet please.
__________________________________________________________._______________________________________

FAMILY HISTORY                                                        
Which of your blood relations have suffered from any of the following?

Heart……  Cancer ………Blood Pressure…………  Diabetes …………Stroke …………Asthma …………TB……………
Any other serious illness such as depression? ……
YOUR OWN MEDICAL  HISTORY  - please indicate below any illness you have been diagnosed with
Please tick one of the following to indicate your ethnicity: 
White                          Mixed                                         Asian/Asian British             Black/Black British
□ British                      □  Black & White Caribbean         □ Indian                                 □ Caribbean

□ Irish                         □  Black & White African               □ Pakistani                            □ African

□ Other                       □  White & Asian                           □ Bangladeshi                       □ Other Black

                                   □  Other Mixed                               □ Other Asian

                                                                                          □ Sri Lankan

□ Other – please specify                                                         □ Decline to answer


Signed…………………………………………     Date ………………………………………………
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