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Abington Medical Centre – Guide to Registration

You will need to complete a separate application for each member of the family wanting to register.

Before you begin please check with a member of staff that your address falls within our practice boundary area.

Do you have – 

· Two x proof of identity – 1 x photographic e.g. passport or driver’s licence and 1 x proof of your address e.g. letter / bill / statement dated within the last 3 months to you at the registered address?

· Note - For children 12 years and under a birth certificate or passport is sufficient.

· Previous address in the UK and / or the date you first came to live in the UK?

· The details of your previous GP?

· The RED BOOK showing any vaccinations for a child 12 years and under, if unavailable, any vaccination history you have?

· If relevant, the repeat medication slips from your previous GP?
· Hand this checklist in with your completed application.
	Checklist
	Applicant

Please tick box
	Staff Use Only

	ALL APPLICANTS
	
	
	

	
	Completed and signed GMS1 (purple) form
	
	

	
	
	
	

	
	Completed Health Check Questionnaire
	
	

	13 Years and OVER
	
	
	

	
	Copy of Proof of identity (photo and address)
	
	

	12 years and UNDER
	
	
	

	
	Copy of Birth Certificate or Passport
	
	

	
	
	
	

	
	Copy of vaccinations from RED BOOK
	
	

	Additional - 
	
	
	

	
	Repeat medication slip
	
	

	
	
	
	

	
	Patient summary
	
	

	
	
	
	

	
	Additional documents
	
	

	
	
	
	

	OVER 18 YEARS 
	New Patient Medical Booked -  NON URGENT
	
	

	
	
	

	Office use only:
	Application checked by (Print Name):
	


ALL the relevant information MUST be completed, or the form will be returned to you and your registration delayed. 
Please note – registration at this practice can take up to 5 working days.
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Abington Medical Centre Health Check Questionnaire

Please try to answer every question where applicable.
All our patients have a named allocated GP, if you wish to know who your named GP is then please contact the practice and our reception staff will be happy to inform you.
PLEASE BE AWARE THAT HAVING A NAMED GP DOES NOT PREVENT YOU FROM SEEING ANY GP.
If you would like to change your allocated named GP, please inform reception staff who will be happy to do this for you.
Have you booked your New Patient Medical with our Health Care Assistant?
	Title
	
	First Name(s)
	
	Surname
	

	

	Marital Status
	Single / Co-habiting / Married / Divorced / Widowed

	Date of Birth
	dd/mm/yyyy
	Country of Birth
	
	Current Age
	
	Yrs.

	Address
	

	
	Postcode
	

	
	
	
	

	Telephone 
	
	HOME
	

	MOBILE
	
	
	

	WORK
	
	ALT.
	

	Email
	
	English Speaker? 
	YES / NO

	Main spoken language
	
	Occupation
	

	

	

	Next of Kin  
	Title
	
	Forename
	
	Surname
	

	
	
	
	
	

	Relationship to Patient
	
	Date of Birth
	dd/mm/yyyy
	

	Address
	
	Postcode
	
	

	Contact No(s)
	
	

	
	

	

	If you do not wish to receive SMS reminders of your booked appointments, please tick this box (

	


	Ethnic Origin
	White / Mixed / Chinese / Afro Caribbean / Asian / African

	
	Other (Please state)
	
	

	
	
	

	

	Has the patient ever been under the care of Social Services?
	Yes / No

	If YES, please give details including social worker contact details and relevant dates below - 

	

	

	

	Is the Patient…
	ON A CHILD PROTECTION PLAN
	
	LAC (Looked after) CHILD
	

	

	Family History
	

	Does your family have a history of any of the following? (Circle all that apply)

	

	Heart Attacks / Heart Disease / Angina / Stroke / Diabetes Type I /         Diabetes Type II / High Blood Pressure / Cancer

	

	Any other information - 

	

	
	Living Present Age
	Deceased
	Age at Death
	Cause of Death

	Father
	
	
	
	

	Mother
	
	
	
	

	Brothers
	
	
	
	

	Sisters
	
	
	
	

	

	Do you Smoke?
	Yes / No
	
	Do you Vape?
	Yes / No
	

	

	If YES to smoking, how many cigarettes per day do you smoke?
	
	

	
	
	

	Ex-smoker?
	Yes / No
	Ex-Vaper?
	Yes / No
	When did you stop?
	dd/mm/yyyy

	

	If you smoke, please be aware we can organise Quit Smoking Advice.  Please ask at reception.


	Do you have any allergies?
	Yes / No
	

	

	If YES, please list below -

	

	

	Height
	
	
	Weight
	
	

	

	Do you (the patient) have any disabilities or are you in need of help / support to access our services, such as interpreters in language or sign etc?  Yes / No (If YES please tell us how we can help below)

	

	
	

	Have you served in Her Majesty’s Armed Forces?
	Yes / No

	
	

	Are you currently serving in Her Majesty’s Armed Forces?
	Yes / No

	

	Enlistment Date 
	dd / mm / yyyy
	Discharge Date
	dd / mm / yyyy
	

	

	Carers - Do you (the patient) look after / care for a family member or a friend?
	Yes / No

	

	If YES, please give details?

	

	If YES, please visit the www.northamptonshire-carers.org to complete an online referral form or ask at reception for a carers pack.

	

	

	Would you like to Sign Up to GP Online Services? 

If you are aged 16 and over you can book GP appointments, order repeat prescriptions and access your medical record online.
	Yes / No

	
	

	

	If yes, please provide details here:            
	email
	

	
	mobile
	

	

	Please allow 5 working days for registration to be completed and then you may collect your user name and password from reception.


	

	Electronic Prescribing Service (EPS)

	

	We no longer issue paper prescriptions and instead will send your prescription electronically to a conveniently located pharmacy of your choosing.  
Please note – If you DO NOT choose a pharmacy, we will nominate the closest pharmacy to your current postcode. 

	

	Which Pharmacy is your preferred choice?
	

	

	Your Data Matters to the NHS
Information about your health and care helps the NHS to improve your individual care, speed up diagnosis, plan your local services and research new treatments.  

YOU CAN CHOOSE WHETHER YOUR CONFIDENTIAL PATIENT INFORMATION IS USED FOR RESEARCH AND PLANNING

	

	

	If you wish to OPT OUT,  you will need to record a national data opt-out that offers you a way of preventing your confidential patient information from being used for research and planning.  You can find out more about the national data opt-out online at www.nhs.uk/your-nhs-data-matters
Unfortunately, the national data opt-out cannot be set by the GP surgery, you can record your opt-out on line following the above link or by contacting:  0300 3035678.

 

	For more information visit the local website.  www.northamptonshire.nhs.uk/scr or www.nhscarerecords.nhs.uk or telephone the dedication NS Summary Care Record Information Line on 0300 123 3020.
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	Please complete the attached questionnaire for alcohol screening.


Alcohol Questionnaire 1

	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often do you have a drink containing alcohol?
	Never
	Monthly

or less
	2 - 4 times per month
	2 - 3 times per week
	4+ times per week
	

	How many units of alcohol do you drink on a typical day when you are drinking?
	1 -2
	3 - 4
	5 - 6
	7 - 8
	10+
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	


Scoring:
A total of 5+ indicates increasing or higher risk drinking.

An overall total score of 5 or above is AUDIT-C positive.

If your score is 5 or more, please complete Alcohol Questionnaire 2

---------------------------------------------------------------------------------------------------------------------------------------------
Alcohol Questionnaire 2

	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often during the last year have you found that you were not able to stop drinking once you had started?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you failed to do what was normally expected from you because of your drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you had a feeling of guilt or remorse after drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Have you or somebody else been injured as a result of your drinking?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	



Scoring: 0 – 7 Lower risk 

 8 – 15 Increasing risk
16 – 19 Higher risk
20+ Possible dependence
Score





Score








