GPR NH

NHS IN SCOTLAND N—

APPLICATION TO REGISTER PERMANENTLY WITH A GENERAL MEDICAL PRACTICE SCOTLAND
Please use BLOCK CAPITALS to complete the form and tick all relevant boxes

PERSQNA!,_Q»E]‘A[LS (ALL FIELDS MARKED * ARE MANDATORY AND MUST BE COMPLETED AS FULLY AS POSSIBLE)
Eligibility to use the NHS services depends mainly on residence in the UK, and on other qualifying provisions set

out in the Regulations. By completing this section fully, you will assist us in processing your application and locating
any existing medical records promptly.

WILL YOU BE IN THE AREA FOR MORE THAN THREE MONTHS?* YES D NO D
IS THIS YOUR FIRST REGISTRATION WITH A GP PRACTICE?* YES D NO D
SURNAME * TITLE# MALE * FEMALE *
FORENAME * MIDDLE NAME *
PREVIOUS SURNAME * DATE OF BIRTH *
ADDRESS *

POSTCODE *

TOWN & COUNTRY OF BIRTH *

MOTHER’S MAIDEN NAME * TELEPHONE NUMBER #

EMAIL ADDRESS #

PREVIOUS ADDRESS IN UK *

POSTCODE
NAME AND ADDRESS OF PREVIOUS REGISTERED GP PRACTICE IN UK *
POSTCODE *
COMMUNITY HEALTH INDEX NUMBER NHS NUMBER

NATIONAL INSURANCE NUMBER

# 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.



ARE YOU RETURNING / HAVE YOU ARRIVED FROM ABROAD OR HM FORCES? * YES D NO

DATE OF DEPARTURE DATE OF ENTRY/RETURN , g :
FROM UK 2 Y] ] Y Y TO UK D i M
IF RETURNING FROM H M FORCES SERVICE/PERSONNEL NO.

DATE ENLISTED

COUNTER FRAUD 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 the Common Services Agency to confirm my eligibility to lawfully register with a GP and for the
purposes of prevention, detection, and investigation of crime, | consent to the disclosure of relevant information from this form
including to and by the NHS Business Services Authority, the Common Services Agency, UK Border Agency, Identity and

Passport Service, the Department for Work & Pensions, HMl Revenue and Customs, the General Register Office and Local
Authorities. ,

PATIENT OR REPRESENTATIVE SIGNATURE

DATE | n | D
IF SIGNING AS A REPRESENTATIVE, PLEASE STATE:
YOUR NAME
YOUR RELATIONSHIP TO THE
PATIENT
VOLUNTARY CONSENT TO ORGAN DONATION
| authorise the donation of (Please tick the boxes that apply)
A. any of my organs and tissue or my
B. kidneys heart liver small bowel
eyes lungs pancreas tissue
for transplantation after my death E

PATIENT SIGNATURE DATE

PRACTICE ACCEPTANCE AGREEMENT - for GP Practice use only
PRACTICE

CODE GP NAME

GP REFERENCE NUMBER

IDENTIFICATION SEEN

MEDICAL CARD BIRTH CERTIFICATE PASSPORT OTHER - SPECIFY

| accept this patient onto the practice list and declare that, to the best of my knowledge the information | have given on this form
is correct and complete and | understand that if it is not, action may be taken against me. | acknowledge that the details may be
authenticated from appropriate records, and that payments generated from this patient registration will be made to my Practice,
which will be subject to Payment Verification. Where Common Services Agency is unable to obtain authentication, |
acknowledge that the onus is on my Practice to provide documentary evidence to support this application.

GP SIGNATURE DATE

OFFICIAL USE ONLY

Input By: Date: Checked By:




TRANENT MEDICAL PRACTICE

It would be very helpful if you could kindly take the time to answer the following questions as best you can.

Thank you. Today’s Date:

INAME? 0 o b oot annis sl soy s Sasidssisn Darssiss Date. of Birth.iiliesees oo O CCUP At BN s Wb s 5 el &

ADDRESS: s ssnvws .oms 5o s s s0s v s dumions Tel: s sves s wmms somvnms w5 Married/Single/Widowed/Divorced/Separated/
OheTs - - s s mo 5 s s 8 5. vin s s e
Ethnic Origin:
(Please see over)

Would you need the services of an INTERPRETER to be provided Yes/No Language: ......covvvvniniiiiiiiiiennes

1. Have you previously been registered with YES /NO If YES, when?
this Practice?

2. Have you ever had any important medical
condition, accident or operation?

3. Has your Father/Mother/Brothers or YES /NO If YES, please list
Sisters ever suffered from Stroke/Heart
Attack/Diabetes?

Please also detail any OTHER family
history that you feel may be relevant.

4. Do you take any regular medication? YES /NO If YES, please list
5. Are you allergic to any medication? YES /NO If YES, please list
6. Do you smoke? YES /NO Cigarettes / Cigars / Pipe

IfYES,howmuch .............coooeiiiie
Have you ever smoked? YES /NO
If YES, when stopped? .............o..ooee.

7. Do you drink alcohol? YES /NO If YES, how many units per week? .......
(1 Unit = 1 half pint beer or
1 pub measure spirits/wine/sherry)

FOR WOMEN PATIENTS ONLY

8. Have you ever had a Cervical Smear test?  YES/NO IfYES, when? ..o,
9. Have you ever had an abnormal result? YES /NO
10. Have you had a hysterectomy? YES /NO

We are very grateful to you for your help in supplying the above information.



In order for the NHS to plan services for each population mix, and for us to
have some basic information about any communication support needs you
may have, we would appreciate if you could also advise us:-

1) What is your ethnic group?

Please choose ONE section from A to E, then tick the appropriate box to indicate your ethnic group.

A : White
0 Scottish o Irish
o English 0 Gypsy/ Traveller
o Welsh o Polish
@ Northern Irish
0 British
O Any other White background (please write in)

B : Mixed or Multiple Ethnic Group

0 Any mixed or multiple ethnic group (please write in)

C : Asian, Asian Scottish or Asian British

Pakistani, Pakistani Scottish or British
Indian, Indian Scottish or British
Bangladeshi, Bangladeshi Scottish or British
Chinese, Chinese Scottish or British

Any other Asian background (please write in)

00000

D : African, Caribbean or Black

African, African Scottish or British
Caribbean, Caribbean Scottish or British
Black, Black Scottish or British

Any other Black background (please write in)

o000

E : Other ethnic group

a Arab
0 Any other (please write in)

F: IF YOU DO NOT WISH TO GIVE THIS INFORMATION, PLEASE TICK HERE

2) Do you need an interpreter?

Do you need an interpreter or sign language support? YES NO

If you do need an interpreter, what language do you speak?

Note: Please advise staff that an interpreter will be required each time you make an appointment at the
surgery. They will be able to help to make necessary arrangements for you.




