Maida Vale Medical Centre

NEW PATIENT DETAILS
Please complete form and then print & bring to surgery
Date:


     
Surname: 

      


First Name:

     
Date of Birth:
     


Sex:


 FORMDROPDOWN 

Address:

     


Post Code:

     
Telephone Home:
     


Telephone Work:
     
Mobile:

     


Email Address:
     
Occupation:

     

Place of Birth (if in UK, borough or county):       
Date Of UK Arrival (If Born Outside Of UK):
     
Next of Kin:


     
Next of Kin Address:
     
Next of Kin Telephone: 
     
Name of Previous GP: 
     
Address of Previous GP:
     
MEDICAL DETAILS
Are you a smoker?   
 FORMCHECKBOX 
 
 How many cigarettes do you smoke each day?      
Are you an ex-smoker?
 FORMCHECKBOX 
 
 How many cigarettes did you smoke each day?      
What date did you stop smoking?      
Have you never smoked?  FORMCHECKBOX 


What is your height in meters?      
What is your most recent weight in kilograms?      
What date did you last have a Tetanus vaccination?      
If you are under 20 Yrs, what date did you last have a MMR (Measles, Mumps & Rubella) Vaccination?       and Polio vaccination?      
CURRENT MEDICATIONS:

Please list any medicines you are taking:      
(Please note that it is our practice policy not to prescribe sleeping tablets long term)
Medication allergies
     
Type of reaction

     
Severity of reaction
Mild  FORMCHECKBOX 

Moderate  FORMCHECKBOX 

Severe  FORMCHECKBOX 

Additional information
     
Past medical history
Do you suffer from any of the following? Please tick where appropriate and give details and the date the illness started.
	 FORMCHECKBOX 
 Heart Disease  / Heart Attack / Heart Failure. Details      
	Date      

	 FORMCHECKBOX 
 Stroke  / TIA. Details      
	Date      

	 FORMCHECKBOX 
 High Blood Pressure. Details      
	Date      

	 FORMCHECKBOX 
 Diabetes. Details      
	Date      

	 FORMCHECKBOX 
 Lung Disease  / Emphysema  / COPD.  Details      
	Date      

	 FORMCHECKBOX 
 Epilepsy. Details        
	Date      

	 FORMCHECKBOX 
 Under Active Thyroid / Hypothyroidism. Details      
	Date      

	 FORMCHECKBOX 
 Cancer. Details      
	Date      

	 FORMCHECKBOX 
 Chronic Mental Illness. Details      
	Date      

	 FORMCHECKBOX 
 Asthma.  Details      
	Date      

	Any other major illness not mentioned above      
	Date      


	Please list any operations you have had      
	Date      


FAMILY HISTORY

Do you have a family history of any of the following diseases in near relatives (mother / father / brother / sister / maternal and paternal aunts / uncles / grandmother / grandfather)
	
	Affected Relative
	Approx. Age At Diagnosis
	Details

	Heart Disease: 
	     
	     
	     

	Stroke:  
	     
	     
	     

	Diabetes:
	     
	     
	     

	Any Other Hereditary Disease
	     
	     
	     


CARER DETAILS:

Do you look after someone? 
 FORMCHECKBOX 

Please give details:      


Does someone look after you?  FORMCHECKBOX 

Please give details:      

WOMEN:
Have you ever had a cervical smear? 

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If yes, please give date of your last smear test       
Where was it done?
Taken by NHS clinic  FORMCHECKBOX 
 

Privately  FORMCHECKBOX 
 

Abroad  FORMCHECKBOX 
  
What was the result?      
Date next test due?      
Have you had a total hysterectomy? 

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 
 
Date      
Alcohol Questionnaire

Because alcohol can affect your health and can interfere with certain medications and treatments, it is important we ask you some questions about your use of alcohol. If you are over 16, please can you answer the questions below.

	For the following questions please tick the answer which best applies.
	0
	1
	2
	3
	4

	1. How often did you have a drink containing alcohol in the past year?
	Never
  FORMCHECKBOX 
 
	Monthly or Less
 FORMCHECKBOX 
 
	Two to four times a month 

 FORMCHECKBOX 
 
	Two to three times per week 

 FORMCHECKBOX 
 
	Four or more times a week 

 FORMCHECKBOX 
 

	2. How many drinks did you have on a typical day when you were drinking in the past year?
	1 or 2   
 FORMCHECKBOX 
 
	3 or 4   
 FORMCHECKBOX 
 
	5 or 6
 FORMCHECKBOX 
 
	7 or 9   
 FORMCHECKBOX 
 
	10 + 
 FORMCHECKBOX 
 

	3. How often did you have six or more drinks on one occasion in the past year?
	Never
  FORMCHECKBOX 
 
	Monthly or Less
 FORMCHECKBOX 
 
	Monthly 

 FORMCHECKBOX 
 
	Weekly 

 FORMCHECKBOX 
 
	Daily or almost Daily 

 FORMCHECKBOX 
 

	
	
	
	
	
	

	Number of units of alcohol consumed weekly      


 (unit = glass of wine / ½ pint beer / 1 spirit measure)

National Summary Care Record

As a part of your registration pack you have been given information about the NHS Summary Care Record. This is important as it is about your personal health information. Please ensure you read this carefully. If you do not have this information pack, please ask a member of our reception team for this information.

Please tick this box if you have received the information.  FORMCHECKBOX 

Checklist

Please fill in the following forms & bring them to the surgery to register:

 FORMCHECKBOX 
 Registration Form

 FORMCHECKBOX 
 New Patient Details Form

 FORMCHECKBOX 
 Patient Information Sheet

 FORMCHECKBOX 
 Childhood Immunisation Form (for children under 5)
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