Nuffield Road Medical Centre

              ADULT 16 YEARS +
                                    Nuffield Road, Cambridge, CB4 1GL

                                                                                              Telephone(01223) 423424

Email  CAPCCG.NRMCpatients@nhs.net


OUT OF AREA REGISTRATION (OOA REG)

Name: *

Contact Telephone Number: *

Clinical Question:

Will your health care be compromised by a registration that does not include access to home visits or emergency treatment by the doctor who knows you and your medical history? 
(PLEASE ENSURE YOU HAVE TICKED A BOX AND SIGNED BELOW)

·  Yes – please give details

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

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

· No

Patient / Representative signature ……………………………………………………………...

FOR OFFICE USE ONLY

·  Registration Accepted

·  Registration Declined

 Reason:…………………………………………………………………………………….

……………………………………………………………………………..………………………………………………………………………………………………………………….
· Patient informed registration accepted / declined.

Date: ……………………………………………….

New Patient Questionnaire for Adult 16 years +
As part of our registration process please complete this questionnaire and make an appointment with the receptionist for a Well Person Check. This is conducted by one of our practice nurses.  The purpose of these checks is to look for risks that might increase the chance of heart disease or stroke.  We will also carry out other simple tests and measurements to detect diabetes or early signs of kidney disease.   The whole process takes about 20 minutes.  The nurse will be happy to give you any advice needed on the various ways you can reduce your health risks and if necessary bring your vaccinations up-to-date. You will also need to bring a urine sample in a small, clean container when seeing the nurse.

FULL NAME (Mr, Mrs / Miss / Ms):  *
DATE OF BIRTH:  *





NATIONALITY *
ADDRESS:  *
POST CODE  *
PLEASE STATE YOUR PREFERRED METHOD OF CONTACT:    TEXT   (   EMAIL   (   LETTER  (
PLEASE SUPPLY DETAILS BELOW THAT WE CAN USE TO CONTACT YOU.

HOME TELEPHONE NO. *




MOBILE  *
WORKS TELEPHONE NO.*




EMAIL ADDRESS:  *
NEXT OF KIN NAME & TELEPHONE NO:  *
COUNTRY OF ORIGIN:  *
Have you lived in this country for the last 6 months

Yes / No

Have you previously been registered or seen by a doctor at Nuffield Road Medical Centre?    Yes / No

If you are from abroad, how long will you be resident in the UK?  

Less than 1 year ( 

 Less than 2 years ( 

 More than 2 years (
CONFIDENTIAL QUESTIONNAIRE FOR NEWLY REGISTERED PATIENTS

It can take a while for your previous doctor’s records to reach us and, therefore, it would help us to have some basic details. Please complete this Confidential Questionnaire.

What (if any) on-going medical problems do you have? *
PLEASE TURN OVER

Please list any serious illnesses/operations/serious accidents you have had in the past.
*
Please list all medicines, injections, creams/gels you are taking.
*
Do you have any Allergies?  *
_____________________________________________________________________________________

Family History:

	Is there any history of the following in your family (father, mother, brother or sister) 



	
	Family Member
	Age of Onset

	Heart Disease ?  (heart attacks, angina)
	Yes/No
	
	

	Stroke?
	Yes/No
	
	

	Hypertension?
	Yes/No
	
	

	Diabetes ?
	Yes/No
	
	

	Cancer?
	Yes/No
	
	

	Site of Cancer?-----------------------------------------------

--------------------------------------------------------------------
	


Health Background:
Do you Smoke? 




YES/NO
How many per day?    *
If “no” have you ever Smoked?


YES/NO
When did you stop?     *
Do you drink Alcohol?




YES/NO


If “yes” how much do you drink per week? 

Pints of Beer    *
Glasses of Wine/Sherry    *



Measure of Spirits:    *
Do you take regular exercise? 


YES/NO
Marital Status  *
Do you live alone 
(

With Family (



With Partner (


Do you have any Children ?   YES / NO


How many ?  *
What is your Occupation ?  *
_____________________________________________________________________________________

For Women

Last Cervical Smear (date, place taken and result)   *
_____________________________________________________________________________________
Please indicate your Ethnic Group
	White
	
	Black or Black British
	 

	White British
	(
	Black, Caribbean
	(

	White, Irish
	(
	Black, African
	(

	Irish Traveller

Gypsy / Romany

White, Other (please write in)                         ………………………………………………….
	(
(
(
	Black, Other (please write in)                         …………………………………………………..
	(

	Mixed
	
	Other Ethnic Group
	

	Mixed, White & Black Caribbean
	(
	Chinese
	(

	Mixed, White & Black African
	(
	Other, Ethnic Group (please write in)              …………………………………………………..
	(

	Mixed, White & Asian
	(
	
	

	Mixed, Other (please write in)                         …………………………………………………...
	(
	
	

	Asian
	
	Not Stated
	

	Asian, Indian
	(
	Not Stated
	(

	Asian, Pakistani
	(
	
	

	Asian, Bangladeshi
	(
	
	

	Asian, Other (please write in)      
                    …………………………………………………...
	(
	
	


PLEASE STATE YOUR 1ST SPOKEN LANGUAGE 
	English
	
	Luganda
	

	Akan (Ashanti)
	
	Malayalam
	

	Albanian
	
	Mandarin
	

	Amharic
	
	Norwegian
	

	Arabic
	
	Pashto (Pushtoo)
	

	Bengali 
	
	Patois
	

	Brawa
	
	Polish
	

	Cantonese
	
	Portuguese
	

	Creole
	
	Punjabi
	

	Czech
	
	Romanian
	

	Dutch
	
	Russian
	

	Ethiopian
	
	Serbian/Croatian
	

	Farsi (Persian)
	
	Shona
	

	Finnish
	
	Sinhala
	

	Flemish
	
	Slovak
	

	French
	
	Somali
	

	Gaelic
	
	Spanish
	

	German
	
	Swahili
	

	Greek
	
	Swedish
	

	Gujerati
	
	Sylheti
	

	Hakka
	
	Tagalog (Filipino)
	

	Hausa
	
	Tamil
	

	Hebrew
	
	Telugu
	

	Hindi
	
	Thai
	

	Hungarian
	
	Tigrinya
	

	Igbo (Ibo)
	
	Tswana
	

	Indonesian
	
	Turkish
	

	Italian
	
	Urdu
	

	Japanese
	
	Vietnamese
	

	Korean
	
	Welsh
	

	Kurdish
	
	Yoruba
	

	Latvian
	
	
	

	Lingala
	
	Other (please state below)
	

	Lithuanian
	
	
	


	The Alcohol Disorders Identification Test:  Self – Report Version

PATIENT: Because alcohol use can affect your health and can interfere with certain medications and treatments, it is important that we ask some questions about your use of alcohol.  Your answers will remain confidential so please be honest.

Place an X in one box that best describes your answer to each question.



	Questions
	0
	1
	2
	3
	4
	

	1. How often do you have a drink     containing alcohol?


	Never
	Monthly or less
	2 – 4 times a month
	2 – 3 times a week
	4 or more times a week
	

	2. How many drinks containing alcohol do you have on a typical day when you are drinking?


	1 or 2
	3 or 4
	5 or 6
	7 to 9
	10 or more
	

	3. How often do you have six or more drinks on one occasion?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	4. How often during the last year have you found that you were not able to stop drinking?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	5. How often during the last year have you failed to do what was normally expected of you because of drinking?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	6. How often during the last year have you needed a first drink in the morning to get yourself going after a heavy drinking session?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	7. 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


	

	8. How often during the last year have you been unable to remember what happened the night before because of your drinking?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	9. Have you or someone else been injured because of your drinking?


	No
	
	Yes, but not in the last year.
	
	Yes, during the last year
	

	10. Has a relative, friend, doctor or other health care 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
	


Are you a carer?

This Surgery is actively raising awareness towards the role of the unpaid carer to help improve its support for them. Please could you take the time to complete this survey and return it to the reception desk before you leave today.

	Do you help a family member, friend or neighbour that:
	Please circle below

	- is frail and aged?
	Yes / No

	- has a disability?
	Yes / No

	- has a chronic illness? and/or
	Yes / No

	- has a mental illness?
	Yes / No

	- is this your paid job?
	Yes / No


If you answer YES to any of the questions below you may be a carer and assistance may be available.

	Is this help regular and ongoing?
	Yes / No

	Does this help involve showering, toileting, dressing or other personal care?
	Yes / No

	Does this help involve cleaning, cooking, shopping, transport, and/or assistance with bills or other paperwork?
	Yes / No

	Does this help involve medication or other health care?
	Yes / No

	Would this person have difficulty managing on their own if you could not provide the regular and ongoing support?
	Yes / No

	Do you receive a Carers’ Payment and/or Carers’ Allowance?
	Yes / No

	
	

	Is this person registered at this practice?  If YES please write their NAME and Date of Birth below.
	Yes / No

	Name:  *
	DOB:   *

	What is your relationship to this person?  *
	


YOUR NAME   *
DATE OF BIRTH  *
