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Woodseats Medical Centre – New Patient Information

If you are on repeat medications you will need to bring in the back of an old prescription or something with full details of your repeat medication on before these can be issued. 

Please ensure when registering that you have at least 2 weeks’ worth of medication.

Please complete as fully as possible and return to the practice.
	Name:                                                                                       Male or Female (please circle as appropriate)

Address:

Post Code:                                                                                NHS Number: 
Date of Birth:                                                                           Email: 
Mobile Number:                                                                     Home telephone number: 
I give my consent to receive text messages from Woodseats Medical Centre   FORMCHECKBOX 
 

Next of kin:                                                  Relationship:                              Tel Number: 
Today’s Date:                                                                          Signature: 


Past Medical History

· Have you any ongoing minor or major illnesses?  Please list even if you no longer think they
 are important or don’t take medication anymore. 
Date:


Problem:
	
	


Allergies

· Please list any medication that has caused an allergic response or had to be stopped because of side effects. 
Medication:
                Effects:
	
	


Contraception  
· Please write down the form of contraception you currently use.  This includes sterilisation or a vasectomy.
         ………………………………………………………………………………………………..

Smoking status 
· Never smoked     FORMCHECKBOX 
      Passive Smoking   FORMCHECKBOX 
    When? ……………………….…

· Ex-Smoker            FORMCHECKBOX 
    Date gave up? ………………………  How many did you smoke per day?...................
· Current Smoker   FORMCHECKBOX 
   How many cigarettes a day? …………….…     How many cigars a day? ……………….…

If you would like help to stop smoking please tick this box  FORMCHECKBOX 
 
Alcohol Consumption
· On average, how many units of alcohol do you consume per week? ………………………………………………………………………………………………..
For reference: 1 unit = 1 standard glass wine/half a pint of bitter/1 PUB measure of spirit.  1 pint of lager is usually 2.5 units and premium lager, eg Stella is 3 units per pint)
Teetotaller   FORMCHECKBOX 

Ex-Drinker  FORMCHECKBOX 

Exercise – On average, how much exercise do you do weekly? 
……………………………………………………………………………………………….……

Diet – Describe your diet, how healthy is it?   --  Good, moderate or poor? 
……………………………………………………………………………………………….
Height ………………………            Weight  ……………………
Family History - including parents, brothers or sisters, or children: 
Relationship:


Problem:

	
	


Are you a carer?        Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
   (Please tick appropriate box)
   Are you cared for?    Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
   (Please tick appropriate box)
If you are a carer and would like any help or information, please speak to a member of the Reception team.
Application for online access to my medical record

	Surname:   
	Date of birth   

	First name:  

	Address:

                                                                                                                                                           Postcode:        

	Email address:  

	Telephone number: 
	Mobile number: 

	I am happy to receive text messages from Woodseats Medical Centre   

	I do not want to receive text messages from Woodseats Medical Centre 


I wish to have access to the following online services (please tick all that apply):

	1. Booking appointments
	

	2. Requesting repeat prescriptions 
	

	3. Accessing my medical record
	


I understand and agree with each statement (tick)

	4. I have read and understood the information leaflet  provided by the practice
	

	5. I will be responsible for the security of the information that I see or download
	

	6. If I choose to share my information with anyone else, this is at my own risk
	

	7. I will contact the practice as soon as possible if I suspect that my account has been accessed by someone without my agreement
	

	8. If I see information in my record that is not about me or is inaccurate, I will contact the practice as soon as possible
	


	Signature
	Date 


For practice use only

	Patient NHS number:

	Practice computer ID number



	Identity verified by

(initials)

     
	Date

     
	Method

Vouching 
Vouching with information in record    

Photo ID and proof of residence 

	Authorised by       
	Date      

	Date account created 

	Date passphrase sent 

	Level of record access enabled

Prospective 
Retrospective    

All 
Limited parts 
Contractual minimum 
	Notes / explanation




Summary Care Record Patient Consent Form

Please choose one of the options below and return the completed form to your GP Practice:

Yes – I would like a Summary Care Record
□ Express consent for medication, allergies and adverse reactions only. 

or

□ Express consent for medication, allergies, adverse reactions and additional information.          

No – I would not like a Summary Care Record 

□ Express dissent for Summary Care Record (opt out).
Name of Patient: ………………………………………………..…...............................................................

Address: …………………………………………………………………………………………………………………………….

Postcode: …………………………………………
Date of Birth: ………..........................................

NHS Number (if known): …………………………..………………...........................................................

Signature: …………………………………………………………..
    Date: ………………………………………………

If you are filling out this form on behalf of another person, please ensure that you fill out their details above; you sign the form above and provide your details below: 

Name: …………..........................................................................................................................

Please circle one:  
Parent
 
Legal Guardian 
Lasting power of attorney 









for health and welfare

If you require any more information, please visit http://digital.nhs.uk/scr/patients or phone NHS Digital on 0300 303 5678 or speak to your GP practice.

