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Please circle the answer which best applies for each of the following questions:

1._How often do you have a drink that contains alcohol?
Never (skipto | Monthlyorless | 2todtimesa | 2fo3timesa |4ormoretimesa

questions 9-10) ‘month week week
2. How many standard afcoholic drinks do you have on a typical day when you are
drinking?
[ NA | 1or2 | 3ord | 50r6 [ 7.80r9 | 10ormore ]
3._How often do you have six or more standard drinks on one occasion?
Never Less than Monthly Weekly Dally or aimost
monthly daily

4. How often in the last year have you found you were unable to stop drinking once you
had started?

Never Tessthan Wonthly Weekly Dally or aimost
monthly daily
5. How often in the last year have you failed to do what was expected of you because of
drinking?
Never Less than Monthly Weekly Daily or aimost
monthly daily
6. How often in the last year have you needed an alcoholic drink in the morning to get
yourself going?
Never Tessthan Wionthly Weekly Baily or aimost
monthly daily
7._How often in the last year have you had a feeling of guilt or regret after drinking?
Never Less than Nonthly Weeky Dally o aimost
‘monthly daily
8. How often in the last year have you not been able to remember what happened when
drinking the night before?
Never Less than Monthly Weekly Dally or aimost
‘monthly daily

9. Have you or someone else been injured as a result of your drinking?
[ No T Yes butnotin the lastyear | Yes, duning the lastyear ]

10.Has a relative, friend, doctor, or another heaith professional expressed concern about
your unnmg or suggested you cut down?
[ T _Yes butnotinthe lastyear | Yes, duning the lastyear ]
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Ossett Surgery

New Patient Registration Questionnaire

	Full name:
	

	Date of Birth:
	
	Which gender do you identify yourself as:
	( Male        ( Female



	Preferred telephone no:
	
	Other telephone no:
	

	Do you consent to receive text message alerts?
	( Yes:     ( No   
	Please note that we can send alerts to home / 
Landline numbers as well however other people that live with you may pick these up?  



	Email address:
	

	Date came to Britain (if applicable):
	
	Visa number
	


Ethnicity/Cultural needs
( British or mixed British

( Irish

( Other White background

( White and Black Caribbean

( White and Black African

( White and Asian

( Other Mixed background

( Indian or British Indian

( Pakistani or British Pakistani

( Bangladeshi or British Bangladeshi

( Other Asian background

( Caribbean

( African

( Other Black background

( Chinese

( Other, please specify:


……………………………..….

( Ethnic category not stated

	Please specify your main spoken language:
	

	Do you (also) speak English?
	( Yes:        ( Well        ( Poorly

( No

	Do you require a Translator/ interpreter?
	( Yes:        ( No

	Religious or Cultural needs:
	

	Sensory impairments (i.e. speech, hearing, sight):
	

	Are you an assistance dog user?
	

	Physical disabilities:
	

	Allergies or sensitivities:
	

	Other (e.g. advocate / someone to speak on your behalf):
	


	Height

Please provide details of your height (if known):
	Weight

Please provide details of your weight (if known):

	_____ feet _____ inches
	____________cm
	Please specify your weight: ____________

	When was this measurement taken?
	


Smoking Status

	Please specify your smoking status
	( Never smoked tobacco
	( Ex-smoker
	( Smoker

	Number of cigarettes currently / previously smoked:
	per day

	Number of cigars currently / previously smoked:
	per day

	For patients who are ex-smokers please specify the approximate date you stopped smoking:
	     /              /

	If you are a smoker, help with stopping is available locally. Please ask reception for further details.


Online Services
If you would like to sign up to our online services, please complete the details below. Using the online system allowed you to:
· View test results
· Completing forms online such as travel forms

· Order repeat medication

· Update your details online 

( Yes

( No
How would you like to receive your log in details?

( Email 
( SMS 
(Please make sure the relevant information is provided on page 1)
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Medication
Please attach a list of your repeat medication (green repeats list from your previous surgery). We cannot add medication to your repeats without this. Please note any form of contraception does not go on your repeat list. Please make an appointment for a pill check with the nurse before you run out. These appointments can be booked up to 6 weeks in advance. 
Have you provided a repeat slip?

( Yes

( No
Electronic Prescriptions 
Would you like to sign up to a nearby chemist?  This means we can send your prescriptions straight there instead of you coming to the surgery to collect them.

( Yes
 (please complete the details below)
( No


Please tick your preferred chemist

( Ossett Pharmacy( In the atrium)  ( Giles and Ward Pharmacy      ( Well Pharmacy (Co-op)

( Carlton’s Pharmacy 
( Other (please state)  

Long term conditions

Do you have any long term conditions? If so please provide the details below:

	Conditions
	Yes
	No

	Diabetes/Pre Diabetes
	
	

	Asthma
	
	

	Hypertension
	
	

	COPD (Chronic obstructive pulmonary disease) 
	
	

	Hyperthyroidism 
	
	

	CHD (chronic heart disease)
	
	

	Stroke/TIA 
	
	

	Dementia/ Epilepsy
	
	

	Rheumatoid Arthritis  
	
	

	PAD (Peripheral arterial disease) 
	
	

	Learning Disability
	
	


	If you have any other health problems that you feel we need to be aware of, please state below. 

	


Carers
Ossett Surgery works closely with Carers Wakefield and District to support carers and those being cared for; please complete a form available from reception
	Do you live in a Care Home? If so, please specify which one: 
	

	Are you a carer?
	( Yes        ( No

	If you are a Carer, please state the name / address / phone number of the person you care for:
	Person Cared For Contact Details:

	If you have a Carer, please state their name / address / phone number.  (If you wish us to disclose information about your health to your Carer please complete a consent form available from reception.)
	Your Carer Contact Details:

	Do you have a “Living Will”

(A statement explaining what medical treatment you would not want in the future)?
	( Yes        ( No
	If “Yes”, 

can you please bring a written copy of it

to the Reception

	Have you nominated someone to speak on your behalf (e.g. a person who has Power of Attorney)?
	( Yes        ( No
	If “Yes”, please state their name / address / phone number:


Patient Participation Group
	The Practice is committed to improving the services we provide to our patients. To do this, it is vital that we hear from people about their experiences, views, and ideas for making services better. By expressing your interest, you will be helping us to plan ways of involving patients that suit you.  It will also mean we can keep you informed of opportunities to give your views and keep you up to date with developments within the Practice.



	I am interested in becoming involved in the Practice Patient Participation Group (Please tick the “Yes” Box)
	( Yes        ( No
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 Your options for sharing information about you 

In order for us to share & receive your information with other healthcare organisations we require your consent. This can help speed up the process of your care.
Please carefully read the options below & tick the relevent boxes.
Sharing out – Your GP practice uses a computer system called SystemOne that allows the sharing of your electronic record across different NHS Care Services. We are telling you about this as a patient at this practice as you have a choice to make about how your practice shares information about your care from your electronic patient record. You can choose to share or not to share your electronic GP record with other NHS care services.
( Yes, please share    ( No, do not share 
Sharing in – You agree for this practice to view information you have agreed to share at other NHS care services. Please record your preference

( Yes, please share    ( No, do not share 
Summary care record – your emergency care summary
The NHS in england has introduced the summary care record, which will be used in emergency care. The record will contain information about any medication you are taking, allergies you suffer from to ensure those caring for you have enough information to treat you safely. 
Your Summary Care Record will be available to authorised healthcare staff providing your care anywhere in England, but they will ask your permission before they look at it. This means that if you have an accident or become ill, the doctors treating you will have immediate access to improtant information about your health.

( Consent to Summary Care Record        (   Disent to Summary Care Record 
What does it mean if I do NOT give permission for Summary Care Record?

NHS healthcare staff caring for you may not be aware of your current medications, allergies & sensitivites. This can have an effect on the lengevity & safety of your care, especially during an emergency. 
Print name ____________________________________
Date of Birth: ______ / ______ / ______
Signature of patient: _____________________________
To complete your registration please provide photographic identification (e.g. passport, driving licence) and confirmation of your address (council tax bill, utilities bill etc, dated within 3 months of the registration).  Two forms of address identification are required if you don’t have photographic ID.

Signed:
…………………………………………………….
Date:
…………………………

For office use only:

	Identification provided:
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Utility Bill                       Bank letter

Council tax bill              Birth certificate

Driving Licence             Other

(paper)
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