New Patient Form - Aged 15 and Over 
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Fleetwood Surgery

West View Health Village, Broadway, Fleetwood. FY7 8GU
Telephone Number: 01253 957555
Prescription Line: 01253 957551
Email: fwccg.fleetwoodsurgery@nhs.net
 Welcome to Fleetwood Surgery.
Please note the following:

Enclosed in your pack is a health questionnaire form, a permission to act form and a GMS1 registration form which you will need to complete and return to Reception ensuring all the questions are answered fully and that the forms are signed. 
Please bring a list of any current medication that you are presently taking.  Please ensure you have a month’s worth of medication from your previous practice before registering with us. 
If you have any long-term conditions, such as Diabetes, Asthma, COPD etc., we will invite you in for review.  
We have a Zero-tolerance policy for abusive or aggressive behaviour or language to any member of staff or towards other patients within the practice.  Behaviour of this kind will result in an immediate removal from the practice list. 
If you book and fail to attend three appointments within a 12 month period, you may be asked to register with another Practice.  We do our very best to ensure every patient who needs to be seen can be seen, and have a low tolerance for patients who fail to attend. 

We do not prescribe Benzodiazipines such as Diazepam, Zopiclone etc. 
                NEW PATIENT INFORMATION RECORD   - Aged 15 and Over
Date of Joining: ……………...........
	Full Name: ……………………………………………

Previous Surname: …………………………………
Marital Status: ………………

Name of Next of Kin: ………………………………

Contact No of Next of Kin: ………………………..

Relationship to Next of Kin: ……………………….
Is your Next of Kin registered at this practice: Yes or No? …………………
Veterans / Armed Forces Community: Are you currently / have you ever served in any of the

armed forces?  If so which ……………………..


	Date of Birth: ……………………………………
Address: …………………………………………
……………………………………………………
Post Code: ………………………………………
Telephone No: ……………………………………
Mobile No: ………………………………………..
E-mail: ………………………………………………

Are you happy for us to contact you via email?                                 Yes    (       No    (


	How many glasses of the following do you drink each week?

	Wine ……….   
Beer ….……  
Spirits ……….

	Do you smoke?                    Yes    (       No    (
If yes, how many per day? ……………………

If no, have you ever smoked? Yes    (    No    (
If so, what date did you give up?  ………………
Do you smoke any other substances e.g. cannabis?                                Yes    (    No    (


	Can you normally attend the Surgery for appointments?    Yes    (                        No    (
	

	Please state any allergies or adverse reactions you may have:

………………………………………………………

………………………………………………………
………………………………………………………

WOULD YOU LIKE TO ORDER YOUR PRESCRIPTION ONLINE?  PLEASE ASK THE SURGERY FOR FURTHER DETAILS


	Please list your current medications

………………………………………………………
………………………………………………………
………………………………………………………

………………………………………………………
………………………………………………………
Which chemist would you like your prescriptions to go to Electronically?
Albert Wilde’s                         (
John’s Chemist                      (
Warburton’s                           (
O’Brien’s                                (
Boots Fleetwood                    (
Asda Fleetwood                     (
Morrison’s                              (
Other (please state name)     (


	SUMMARY CARE RECORD

This is a means of sharing your current medications, allergies and adverse reactions with other Health Care providers e.g Hospitals and Urgent Care Centres.  Your consent will always be obtained prior to access of these records.  

If you wish to OPT OUT of this service please tick the box                      (

	

	ETHNICITY
Please circle one of the following which best describes your ethnicity:

White British                                   Bangladeshi                   Pakistani                                                          
Irish                                                 Chinese                          Black African        
Asian                                              Black Caribbean             Indian       
Other White Ethnic Group           Black Other Mixed          Other Ethnic Mixed Origin       
Black Other Non-Mixed Origin    Other Ethnic Non-Mixed Origin                


	SEXUAL ORIENTATION

Please circle one of the following which best describes your sexual orientation:

Heterosexual / Straight                             Gay                                   Bisexual

Lesbian                                                    Transsexual                       Prefer not to say



	FOR PATIENTS AGED 15 TO 24:

Would you like a test for Chlamydia?  This is a simple urine test.            Yes    (            No    (   

	MAIN SPOKEN LANGUAGE:       ___________________________________
INTERPRETER NEEDED:              YES        (                     NO        (
If you are providing a substantial and regular amount of care to someone (other than through your employment), you may be a Carer.  If you would like to go on our Practice Carers Register, please complete one of the yellow Carers forms available from reception:

Are you a carer?                      Yes    (            No    (       

If so, please give details of person cared for: ………………………………………………………………

Do you have a carer?               Yes    (            No    (       
If so, please give contact details (including any Care Agency): 
…………………………………….................................................................................

	Patients moving into the area:

Are you under any Specialists / Consultants for your conditions eg Cardiology – if so please list them below and we will write to them to ask for you to be seen locally where available.  Please note… where possible you should keep the original appointment with the specialist as there is sometimes a 6 to 12 month wait to be seen locally. 

Speciality eg Cardiology

Follow Up Appointment date

ALL PATIENTS/GUARDIANS:

Patient Responsibilities:

We aim to offer a prompt, courteous and efficient service to all our patients.  To help us achieve this we ask that you:

· Use the Practice Appointment System and Repeat Prescribing System appropriately and responsibly.

· Supply any information requested by staff to assist in your care.

· Treat all the Practice Staff with courtesy and respect.

Please note:  On signing these agreements you are undertaking a responsibility to the Surgery.

PATIENT/GUARDIAN SIGNATURE:  ………………………………………… Date:  ……………………


Reviewed June 2022

Next review Due June 2024
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