WESTERN RURAL HEALTHCARE


New Registration Form
This is a form for new patients of the practice to fill in when registering with a Doctor. Its purpose is to provide information for the Doctors Only. All the information you provide is confidential but if you would rather not answer a specific question, please leave it blank or check with the reception staff.

Section A.
Personal Details:

Name:                                                                        Mr/Mrs/Ms of Other:                 
Address: 

                                                                                                Postcode: 
D.O.B. 



Place of  Birth  ____________________________
Previous Address:  ________________________________________________________

Previous Doctor’s Name/Address: 


Telephone Number:                                        Occupation:                                       

Marital Status: 

For children in Primary and Secondary Education:

School Attended:

Address:


School Nurse Informed:         Yes (  )       No (   )

Medical History: 

Please list any serious illnesses, operations, or accidents which you have had, with dates, if possible: 
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Please list any regular medication which you are currently taking: 


[image: image2]
Do you suffer from any of the following?  (Please tick)
Asthma (  )  High Blood Pressure (  )  Epilepsy (  )  High Cholesterol (  ) Depression (  )

Diabetes:-

Insulin Dependant (   )   On Medication or Diet Only (   )

Do you suffer from any allergies:  Yes (   ) No (   )

If yes, please indicate what:                                                                                                   
Is there a family history of:-  (Please tick)

Asthma (  )  Heart Disease (  ) Diabetes (  ) Hypertension (  ) Epilepsy (  ) Stroke (  )

Female Patients Only
Have you ever had a Cervical Smear Test?  Yes (  )  No (  )
If yes please give approximate date.                                                  

Have you ever had a mammogram? Yes (  )  No (   )

If yes please give an approximate date.                                                         

Do you use the Oral Contraceptive Pill?  Yes (  )  No (   )

Have you an IUD fitted/ Coil?  Yes (  )  No (  )

Lifestyle
Do you smoke? Yes (  )  No (  ), If yes how many?                                                        
Do you drink alcohol? Yes (  ) No (   )

If yes how many units per week?                    

Do you undertake exercise? Yes (   )  No (   )

Section B:

To be completed by the Doctor:

Height:                                                Weight:    
B/P:                                                     Urinalysis:                                       

Tetanus:                                               Polio:                                     
For Children under 18 -  signature of Parent/Guardian
=============================

