New and Re-Registration applications aged 15yrs or over     Date …………………………………..
CENTRAL MEDICAL CENTRE Please complete for your medical records:-
Patient Family NAME/Surname……………………………………………………………………………..
First Names………………………………………….. Date of Birth………………………………………..
Ethnicity /Nationality….………………………………Main Spoken language…………………………...
Tel (home)……………………………………...................Mobile…………………………………………………….
E-mail ……………………………………………………
Are you registered with another GP in this area?         Yes/No
If YES, please state reason for transfer…………………………………………………………………....
Are you a carer? (other than parental)    YES/NO
Do you have a carer? (please give contact details) ……………………………………………………………........................................................................................

CURRENT SMOKING STATUS (Ex./Never/amount smoked)……………………………………………….......
Height ………………………

Weight ……………………………….
YOUR HEALTH – please give date of onset if you have a history of any of the following:-

Diabetes………………………………………………. ………………………………………………………………...
Coronary Heart Disease (Angina/Heart Attacks)…………………………………………………………………….

Stroke/TIA……………………………………………  Hypertension (high blood pressure)……………………….
Asthma……………………………………………….. COPD………………………………………………………....
Other long term condition…………………………... Major surgical procedures…………………………………..

Are you taking Aspirin that you buy ‘over the counter’?   Yes/No
Please list any medicines or treatments you are taking stating dosage:-
………………………………………………………………………………………………………………….….………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………….
Are you allergic to any medicines? ..............................................................................................................
Do you have any non-drug allergies (i.e. nuts, insect bites, pollens)……………………………………….. 
Date of last Tetanus booster…………………………………………………………………………………………
Preferred Chemist & Address………………………………………………………………………………..
Female patients – date of last smear…………………..Contraception method…………………………………
Family History (this applies to parents, brothers, sisters & grandparents)
Heart Attacks or Angina  
YES / NO   
If yes, were they under 60 years old?  YES / NO

Diabetes                           
YES / NO
High Blood Pressure        
YES / NO

Strokes/TIA                      
YES / NO
High Cholesterol               
YES / NO
Asthma, Hayfever, Eczema – please state ……………………………………………. ……………………………      
Any other relevant history e.g. Cancers …………………………………………………………………...
Exercise      Very active……     Moderate……   Gentle……      Inactive……  
Usual diet    Good……     
      Moderate……    Poor……         Vegetarian……     Vegan……

We also require having sight of proof of your place of residence in one of the following forms:-
RECENT      BANK STATEMENT      UTILITY BILL    OTHER 

FIRST UK REGISTRATION requires PASSPORT/ID CARD

Please hand all forms to reception before you leave today and make a New Patient Registration appointment if you qualify. You are requested to bring a fresh sample of urine when you attend.
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	AUDIT 
	Scoring system
	Your score

	Patient Name: 
	0
	1
	2
	3
	4
	

	How often do you have a drink containing alcohol?
	Never
	Monthly

or less
	2 - 4 times per month
	2 - 3 times per week
	4+ times per week
	

	How many units of alcohol do you drink on a typical day when you are drinking?
	1 -2
	3 - 4
	5 - 6
	7 - 9
	10+
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you found that you were not able to stop drinking once you had started?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you failed to do what was normally expected from you because of your drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you had a feeling of guilt or remorse after drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Have you or somebody else been injured as a result of your drinking?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	


Scoring: 0 – 7 Lower risk, 8 – 15 Increasing risk,
 16 – 19 Higher risk, 20+ Possible dependence

This is one unit


of alcohol…





…and each of these is more than one unit 





SCORE








