APPLICATION TO REGISTER PERMANENTLY WITH A GENERAL MEDICAL PRACTICE
ALL FIELDS MARKED * ARE MANDATORY AND MUST BE COMPLETED AS FULLY AS POSSIBLE

1. PERSONAL DETAILS
Is this your first registration with a Yes O No O Will you be in the area for more YesO No @
GP Practice in the UK? than 3 months?

(If ‘No’, please complete a temporary resident form)

Male* 1 Female* O

Date of birth * Address *

Title *

| |
| |
Surname * I . }
Forenames * r J

|

Previous surname * [

Postcode * r

Telephone # I

\_L_\_Y

Email address # l I Mobile # ’

# the data supplied in these fields will not be input to, or updated in, the Community Health index (CHI), but will be held on the GP Practice’s system.

The following information can be found on your current medical card:

Community Health Index (CHI) number * l NHS number * [ l

The. following information can be found on your birth certificate:

Town of birth * ‘ I Country of birth * l I
Registered district of birth r ‘ Mother’'s maiden name ’ ’
(Scotland only)

2. HELP US TO TRACE YOUR PREVIOUS GP HEALTH RECORDS BY PROVIDING THE FOLLOWING
INFORMATION

Address in UK when you were last registered with a GP * Name and address of previous GP Practice in UK *

Postcode * I Postcode * [ J

If you are from abroad:

Date you first came to live in the UK * ’ J If previously resident in ’7
the UK, date of leaving *

Your most recent country of residence l’ ' ' 4]

If you have served in the British Armed Forces: Service Number ] J

Enlistment date * l J

Are you a Reservist? Yes O NoO If yes provide your address before enlisting *

Leaving date * ‘ J

Postcode * li

Is this your first registration with a GP since leaving the armed forces? Yes O No O
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3. VOLUNTARY AUTHORISATION FOR ORGAN OR TISSUE DONATION

You have a choice about organ or tissue donation after your death. To find out more about why it is important that you take the time to make your donation’ =~

decision and record it, go to www.organdonationscotland.org

4. HOW WE USE INFORMATION

The information you have provided will be used by NHS Scotland to carry out its various functions and services including scheduling appointments,
ordering tests, hospital referrals and sending correspondence. ’

Your information, including your name, gender, date of birth and address, will be passed to NHS National Services Scotland where it will be held on the
Community Health Index (CHI). This information is used to register you with the GP Practice, transfer your medical records between GP practices in the
UK, make payments to GP Practices for medical services provided, and to process and issue medical exemption certificates and entitlement cards.

NHS National Services Scotland shares information about you within NHSScotland to assist in the provision énd improvement of NHS services and
the health of the public. When we do this, we do it as described by NHS Scotland in the NHS Inform website under the “How the NHS handles your

personal health information” section. .

NHS Scotland is made up of various organisations such as NHS Health Boards, GP practices, the Scottish Ambulance Service of NHS National
Services Scotland (the common name of the Common Services Agency for the Scottish Health Service). These organisations are individually
responsible for your personal health information. In terms of data protection and privacy laws, they are known as ‘data controllers’.

Find out more about NHS Scotland in the link provided above.

5. PATIENT DECLARATION

| declare that the information | have given on this form is correct and complete. | understand that, if it is not, appropriate action may be taken. To enable
NHS National Services Scotland to confirm my eligibility to lawfully register with a GP and for the purposes of prevention, detection, and investigation of
crime, the minimum necessary information from this form could be disclosed to relevant authorities.

I understand that more comprehensive information about how NHS Scotland handles my data is available from NHS Inform.

This information can be provided in other languages and formats on request. The NHS Inform helpline provides an interpreting service.

Patient / Patient’s representative signature | J Date * ‘ J
Representative’s name (if applicable) : r J
Relationship to patient (if applicable) r ]

6. FOR PRACTICE USE

GP reference number | | GP name
|

Practice code Ii I

Identification seen — do not take or retain photocopies

Please initial each relevant box (it is recommended that at least one form of the identification is seen to positively identify the applicant although it is not
mandatory to provide identification to register)
Birthcert 0  Student D card [J Driving licence [0 Passportor 0 Home Office [0  Other/None ,7 ’

) HC2 cert app reg card
I accept this patient onto the practice list and declare that, to the best of my knowledge, this information is correct. | acknowledge that the details may be
authenticated from appropriate records, and that payments generated from this patient registration will be subject to Payment Verification.

Authorised Practice signature r } Date * r » J

7. FOR OFFICIAL USE ONLY

Input by l | Practice stamp
Checked by ‘ ]

Date { ]
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GALLOWAY HILLS MEDICAL GROUP

NEW PATIENT INFORMATION FORM

5 1S
SURNAME <ccvveeeeeeeresssnsssssssssssssssssssssssssssssesssscssesses FIRST NAME(S) .vverrrescemsevssssssssssssssssssssssssssesssssssessssessesssssssses
DATE OF BIRTH .oocorseresersmesssssssssssssssissesessessese PLACE OF BIRTH..oocorevsesssssssssssssssssssiessrnenes
FULL ADDRESS +..vvvvvvvvssseeesesseseeeeessesesesssssseeeseesssssssssssssssssseasassssssess s sesss s ssssssssssssss s ssssssesesss s
TEL NO. HOME wcovvvvreenereeneessssssssssssesssssesssssssss MOBILE .ooovocrvverresssnssssssssssseseseeees WORK.eresresmesssesssssssssnsssns
EVAIL ADDRESS ... eseees s s sttt R S .
OCCUPATION .ooooeeessee s seeeeesseeesseessseeseseesssessessss s ess 55885 RS8R kSRS .
MARTIAL STATUS «.cccvvevessensnseesssssssssssssssssssssssssssssssee SEX 1o eseeee et e s st e e e
ETHNICITY oo s ssessssss s COUNTRY OF ORIGIN.c.coer s S
GENERAL HISTORY

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

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

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

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

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

e eveuaeeuoeenoennsanaranenenodenaoonnest notenneesateenaeoenustenesnedeseteeereTesseseeeNresaesttereeeeiteorIoessiiteltetatiootiiiitiitrTIcrstitsseNsttorITEEI ittt tus el

** pLEASE NOTE IF YOU ARE ON ANY MEDICATION PLEASE MAKE A TELEPHONE APPOINTMENT WITH THE
PRACTICE PHARMACIST FOR A NEW PATIENT CHECK WHEN YOU HAND IN THIS FORM **

HEALTH STATUS:
Do you smoke? If 50 how Many Per day?.........ccmeieemii s s eervenreneeinees ;
Would you like advice on StopPing SMOKING? c...ueuurureurmiriunieiriiiciitir s s s s

Do you drink alcohol? How much do you consume per week?



FAMILY HISTORY

Have any of your blood relations suffered from the following:-

Heart Attack O..ceeveeiivvireerenrnienneeiesssninessssesssenessssenes CaANCET Dluueurrerrerrreeeseseersseestsreeesetsesemessererssstssseststtesessessasassssasasssssasonss
DIabetes Du..uveveveierrireesensenressiseestssssrssessnesorssssees High BloOd Pressure O.......eeveeeesimreisesenninsesiesiinsnssssssensnsssns
ASENIMIE Duveeerereeeeiteessireceearesssesreressrasesssssssssssnssssssanesses TUDEICUIOSTIS Dlavrerreereeeiriessrrrsaneesrarssreersssrennssesssssssesssnsassasasnsesasesses
SEPOKE Dluveereerereissrrersirreessssrenenssesssssnesesiassssonnessssssesnes Other Serious illNESS Tluueviveevveeeeieciirrreereeieerssissereresssssenseesesessssanenns
VACCINATIONS

Vaccinations: (Which vaccinations have you had and when?

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

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

Measles (MMR) vaccinations (how many vaccines, where and when)? Further information can be found at
https://www.nhsinform.scot/campaigns/mmr-against-measles

This is important due to recently seen increases in the number of measles cases across the UK and particularly
across parts of Europe. o

If incomplete MMR history or uncertain vaccination status, do you consent to a referral to the vacciria_tion team

Please circle: YES / NO

CARER — ARE YOU A CARER? Y/N

(A carer is someone who voluntarily looks after a relative, friend or physically or mentally disabled child who may
need support to live at home?)

FOR FEMALE PATIENTS ONLY:-

Have you had any children? PIEase GIVES ES ......cvuieurirersiscmiiiimsinnisie sttt
Have you had any misCarriages? DAte .....c.coeuriueeueeermieiucmnmimiit it e s s -
Have you had @ hYStErECtOMY? DALE ...vveeveessssecceserssesssssnirsssssasssmsssssssssseses s s sesssssis s sss s s e
Which method of contraception are you USing at PreSeNt? ......coceecversiniiiiiieiiii st s o »

WHEN Was YOUT 1St SMEAE TESE? ..oucuuiviireiiirietsrierases st es bt LR e

Please visit our website www.gallowayhillsmedicalgroup.co.uk for information on our Practice.



