Dr Webb, Dr Stockman, Dr Moffett Practice
REGISTRATION MEDICAL AND HEALTH SUMMARY

	Office Use Only:   Documents received – Medical Card           HS200              HSCR1 form 

         HSCR1 form:  1 Item for each List…. List 1           List 2          List 3         

         HS200 form:  Photographic ID            proof of address         medication list         medical card     

Signed checked by: ______________________________________   Date: ___________________________________


*Have you been registered with this practice before?    Yes  □    No □    
Have you approached any other Practice to register before Regency Medical Centre? Yes (    No  ( 

If Yes please give reason for refusal _________________________ Was letter given Yes (    No  (
	Date:
	

	Surname:
	Country of birth:

	First Name:
	Ethnic Origin:

	Full address (at present):
	Language Spoken:

	
	Next of kin at home:

	Post code:
	Next of kin in N.Ireland:

	Telephone No: (home)
	Translation Service Required     Yes (    No  (

	Telephone No: (work)
	

	Marital Status:
	

	Sex:                       D.O.B 
	

	Present Occupation:
	Previous Occupation:


                                                                   GENERAL HISTORY

	Have you had any serious illnesses or operations, x-rays or similar tests and when?

	


What medicines are you taking?

	Medication
	Strength/dose
	How often taken

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


 If taking Warfarin – please indicate if Hospital or GP monitored – Hospital (  )  GP (   ) 

HAVE YOU ANY ALLERGIES TO MEDICINES OR ANYTHING ELSE?

	


How much tobacco or cigarettes do you smoke?  If non-smoker please state Never smoked or Stopped. If stopped state when.

	


How much alcohol do you consume per week? 

	Wine
	Beer
	Spirits

	
	
	


                                                                         FAMILY HISTORY 

Have any of your blood relations suffered from the following?

	Illness
	Yes/No
	Relation

	Heart Attack
	
	

	Cancer
	
	

	Diabetes
	
	

	High blood pressure
	
	

	Tuberculosis
	
	

	Stroke
	
	

	Other serious illnesses
	
	


Are you a carer?



Yes  (       No  (
If yes, who do you care for?

Name: _________________________________________

Their relationship to you: ​​​​​​​​​​​​​​​________________________________________

Is this person registered with this practice? 


Yes  (     No  (  

Are you receiving help/support in your role of carer?   
Yes  (     No  ( 

If No:

Do you feel you need any support in your role as carer?
Yes  (     No  (  

                For Female Patients Only
	Have you had any children?  If yes, please give ages:

	

	Have you had a miscarriage ? If yes, please give date.

	

	Have you had a termination?  If yes, please give date.

	

	Have you had a hysterectomy? If yes please give date.

	

	Which method of contraception are you using at present?

	

	When was your last smear test?

	

	Have you had a mammogram or breast screening?

	


It is assumed all patients give permission to Emergency Care Summary - hospital pharmacy departments, A&E and doctors on Call to access their medical records in the event of an emergency.  They will be able to access name, address and current medication only. If you do not give permission for this please tick here.    (  and sign _________________________________

PLEASE BRING A URINE SAMPLE TO YOUR REGISTRATION APPOINTMENT.

DO NOT COMPLETE THIS SECTION TO BE COMPLETED BY YOUR DOCTOR

	Date
	Urine
	Glucose

	
	BP
	

	Height
	Weight
	BMI

	Any other relevant information:




