CHURCH STREET MEDICAL CENTRE

Patient registration Form

Please complete all sections 

First Name(s)…………………………………………………… Surname………………………………………

Title:  MR  MRS  MS  OTHER (please indicate)…………..................Date of Birth…………………………… 

Address………………………………………………………………………………………………………………..

......................................................................................................................................................................

Post Code………………………………………………….
Land Line Telephone Number…………………………

Mobile Telephone Number ……………………………

Work Telephone Number………………………………

Marital Status:  please circle:   Common Law Partnership     Divorced      Married         Separated       Single Person    Widowed

Next of Kin...............................................................

Address if different..........................................................................................

............................................................................................................................................................................ 

Your Occupation……………………………………………………………………………………………………………… 

E Mail address ………………………………………………………..   Looking to the future would you like to receive details of activity in the Surgery via E mail (i.e. Flu/Other clinics, Doctor changes) ?                     Yes/No
If the patient registering is under 18 years old, please give name and contact number of parents/carer:

Mother………………………………………………………….. Contact Number ………………………………………………………………….

Father……………………………………………………………  Contact Number …………………………………………………………………

Would you like us to hold another contact number? E.g. family member, friend?
If yes, please give name of person and relationship to you .......................................

Their contact number..................................................................................

Local School/Nursery Attended:...............................................................................................

Previous School/Nursery Attended:...............................................................................................

Name and date of birth of other children in household

………………………………………………………………………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………………………………………………….

PTO

Are you a resident in a Care Home?  If so please indicate, are you :

Nursing Home Patient

or

Residential Home Patient
(Circle as appropriate)

Are you a Carer?   Yes/No                                          Do you have a Carer?    Yes/No
Is the person you care for a Relative/Neighbour/Friend/Other – please circle as appropriate

If Other can you give details....................................................................................................... ...

Are you in receipt of any Carers allowance (If so it has advantages such as entitlement to flu vaccine:  Yes/No
If yes, would you like information about the Carer’s Association?                    Yes/No
Do you smoke?     Yes/No
 

Are you an ex-smoker?
Yes/No
If Yes how many a day?..................................... Would you be interested in Smoking Cessation Advice?      Yes/No
Ethnicity:

Black or Black British


Mixed

Please tick

Caribbean




White/Black Caribbean




African




White/Black African





Other……………………


Other …………………………






Asian or Asian British


White




Indian




British



Pakistani



Irish




Bangladeshi







              



Other.............................




Chinese













Other..............................

English Speaker   Yes/No                 First Language spoken ………………………………

Signature..................................................Date of Registration...........................

Thank you – all information is Confidential

Office Use only:

Registration Documents submitted: Two required one from each list 

Birth Certificate




Local Authority Rent Card

Marriage Certificate




Paid Utility Bill

Medical Card





Bank/Building Society statements

Photographic Driving Licence



Payslip

Passport





Letter from Benefits Agency/Benefit








Book/Signing On Card








Papers from Home Office








P45

Date of Registration Medical
.....................





 

