CMC REGISTRATION & HEALTH QUESTIONNAIRE
In order to provide appropriate future medical care, we need you to complete this form. 

All information given is completely confidential.
	IMPORTANT NOTICE: It is very important that you take personal responsibility for your own healthcare – as a practice we will not automatically call you in for routine health screening. Therefore, if you feel you need to discuss any aspect of your health with either a Doctor or a Nurse, then it is important that you tell us at the time you first register with us, so that we can arrange an appropriate appointment – this will not happen UNLESS you ask for an appointment. Thank you.
 


Please enter the date you complete this form ___________________
PERSONAL DETAILS
Mrs □
Mr □ Miss □ Ms □ Other (please state) ______________
	Surname:
	Forenames:


	Date of Birth:
	Nationality: 
	Male  ......       Female ...... 


	Address & Postcode:



	Telephone No:_______________________
Mobile No.   _______________________
Work No.    ________________________

	Your Email address:

_______________________________________


	Marital Status:  please tick
	Single   
	Married
	Divorced
	Separated
	Widowed


	Which NHS GP Surgery were you previously 

registered with? (If none, please state “NONE”)
	


	Have you recently arrived from a country outside the UK?  Yes / No


	If yes, which country?

________________
	If yes, what is your 1st language?

_________________________


	Have you been NHS registered in the UK before? ( tick Y/N)
	YES
	NO

	Are you an Armed Forces Veteran ( tick Y/N)
	YES
	NO

	Are you a Carer ( tick Y/N)
	YES
	NO


Others in Family / Household who are also registering
	Name
	Age
	Relationship

	
	
	

	
	
	

	
	
	


Significant Medical History 

	Medical Condition
	Tick Below

if relevant
	If Ticked - Enter date 1st Diagnosed or details of needs / disability

	Registered Disabled? Special Needs?
	
	

	Asthma
	
	

	Atrial Fibrillation
	
	

	Cancer (please specify type)
	
	

	Heart Disease
	
	

	Kinney Disease
	
	

	COPD
	
	

	Dementia
	
	

	Depression
	
	

	Diabetes (please state type I or II)
	
	

	Epilepsy
	
	

	High Blood Pressure
	
	

	Hypothyroidism
	
	

	Learning Difficulties
	
	

	Osteoporosis
	
	

	Stroke
	
	

	Rheumatoid Arthritis
	
	

	Any significant operations?
	
	

	Mental Health Issues – e.g. Schizophrenia or Bipolar disorders?
	

	Date of last smear test? (females only)
	______________________________


	Are you on any Repeat medication at present? If yes please provide a copy of your Repeat Prescription list from your previous GP
	


	Do you have any allergies? 

If yes please specify;


	


Immunisation Medical History - Essential Information: 
This next section is essential information for all applicants over 14 years of age. If this section is not fully completed, we will be unable to register you as a patient. 

Adults and children over 6 years ONLY

	When did you last have a Tetanus vaccination?
	


	Have you ever had a Meningitis vaccination?
	


	Have you ever had a Rubella/MMR vaccination?
	


Children under 6 years ONLY
When did your children receive the following vaccinations?  Please give exact dates if possible.  Incomplete dates may result in your child missing important vaccinations. 
	Immunisation
	Date of First
	Date of Second
	Date of Third
	Date of Pre-School Booster

	Diphtheria, tetanus, Polio
	
	
	
	

	Whooping Cough
	
	
	
	

	HIB
	
	
	
	

	MMR
	
	
	
	

	Meningitis C
	
	
	
	

	In which surgery/town were they given?
	
	
	
	


You must bring the red immunisation book for all children under 6 in order for them to be registered.
FAMILY HISTORY
Have any of your family (parents, grandparents, brothers, sisters etc) ever suffered or died from heart diseases, high blood pressure, stroke or diabetes?  Are there any other important illnesses in the family?

If so, who and what age? Please state below 
	Significant Family Illnesses:


	If any illnesses are referenced, please state relationship to you (i.e. Father, Sister etc) and ages.



Other relevant personal information
	MAIN LANGUAGE SPOKEN _______________  OTHER PREFERRED LANGUAGE __________________

	Current Height: ____________________
	Current Weight:___________________

	Blood Pressure ________  / _______   Date of reading ____________________

	Do you smoke? (tick box)
	Yes
	No
	If you do smoke, would you like to be referred to the Stop Smoking Clinic? (Which is run at this our medical centre)
Yes           No  


	Have you ever smoked?


	Yes


	No


	If Yes, when did you give up? Date .................................................


	Have you ever used addictive drugs?
	Yes
	No
	Please specify;


Alcohol Questionnaire
One unit of drink = ½ pint beer or lager, 1 x (125ml) small glass of wine or 1 measure (25ml) of spirits
	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?
	Zero to 1 unit
	1 to 2 units
	3 to 4 units
	5 to 6 units
	7 plus units
	

	How often have you had 4 or more units if female, or 6 or more if male; on a single occasion in the last year
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Total Score
	


	Scored 0-4?
	Scored 5-10?
	Scored 11 or 12?

	Congratulations! You are as safe & sensible drinker. Keep it up but remember it does not take much for drink to sneak up on you.
	You may be drinking at a level that could put your health at risk. A few small changes could make all the difference.
	It may be worth speaking to your GP about your score. Please consider mentioning your score when you next consult your GP










































































