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THE CHISLEHURST MEDICAL PRACTICE

Patient Registration Form – please use black ink
All information supplied is treated confidentially and forms a part of you medical record.

Surname: ……………………………Married/ Single /Widowed/ Divorced
First Names: ………………………………………………………………M/F………….

Maiden or former name: ………………………………………………
Address; ……………………………………...................................................

…………………………………………………………………………………………..

Tel No Home:……………………….  Mobile:…………………………………….

Please note we will use your mobile no as part of our appointment reminder service. If you do not want to receive reminders please tick this box  FORMCHECKBOX 

Date of Birth:………………………     Occupation:…………………………….

School:………………………………..

Name & Address of previous doctor: ………………………………………….

…………………………………………………………………………………………..

Place of Birth: …………………………Mothers Maiden Name……………….
Next of Kin

Name………………………………………………………………………………………

Address…………………………………………………………………………………..

Contact No……………………………………………..
Are you are carer?  If so please give details if you wish …………………..


…………………………………………………………………………………………….
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ABOUT YOU

Height: ………………..     Weight: ………………..

Do you smoke?  (please tick)  Current smoker ………….per day
                                                   Ex-smoker gave up………(month/year)
                                                   Never smoked
Are you allergic to anything?  Yes /No    Details: …………………………….

Are you on regular medication? Please enter details below or attach a repeat request form from you previous surgery.
	Medicine
	Strength
	Frequency

	
	
	

	
	
	

	
	
	


Have any of your immediate relatives suffered from any of the following:-
	Please tick as appropriate
	    Relative e.g. mother, sister
	Under

60
	Over 

60

	Angina or Heart Attack
	
	
	

	Stroke
	
	
	

	High Cholesterol
	
	
	

	Asthma
	
	
	

	Diabetes
	
	
	

	Cancer (please specify)
	
	
	

	High Blood Pressure
	
	
	


Please add any other information that you would like the doctors to know about you.

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………
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Alcohol: (Patients 15 yrs and over)
In moderation alcohol can be part of a healthy lifestyle, but excessive alcohol can be harmful to you. We would be grateful if you could answer the following questions as honestly and accurately as possible. To help answer the questions use the alcohol unit guide below to help estimate the amount of alcohol you drink.
[image: image1.png]‘RN

Pint of Regular Alcopop or Glass of Wine Single Measure Bottle of Wine
Beer/Lager/Cider Can of Lager (175ml) of Spirits

Remember, drinks poured at home are usually bigger





	
	Questions
	Scoring system
	Score

	
	
	0
	1
	2
	3
	4
	

	1.
	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
	

	2.
	How many units of alcohol do you drink on a typical day when you are drinking?
	1 -2
	3 - 4
	5 - 6
	7 - 8
	10+
	

	3.
	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
	

	
	
	
	
	
	
	TOTAL
	


Please score your questions. For example if the answer to question 1 is ‘monthly or less’ this will score 1 for that question.

Add your scores for questions 1-3. 
A total score of 4 or less for the above 3 questions is an indicator of a safe level of drinking.
If you total score is 5 or more then please continue with questions 4-10 on the next page:
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	Questions
	Scoring system
	Score

	
	
	0
	1
	2
	3
	4
	

	4.
	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
	

	5.
	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
	

	6.
	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
	

	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 you had been drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	9.
	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
	

	10.
	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
	

	TOTAL
	


If you have completed questions 4-10 this may indicate that there is a potential health implication due to drinking alcohol. We invite you to make a routine appointment to discuss this further.










   PAGE 6 OF 10
What is your ethnic group? 

Please choose ONE section from A to E, then tick the

appropriate box on the right to indicate your ethnic group.

Ethnic group Tick

	Ethnic Group


	TICK HERE
	

	A White

British
	
	9i0

	Irish
	
	9i1

	Any other white background (please write in line below)


	
	9i2

	B Mixed

White and Black Caribbean
	
	9i3

	White and Black African 
	
	9i4

	White and Asian 
	
	9i5

	Any other mixed background (please write in line below) 


	
	9i6

	C Asian or Asian British

Indian 
	
	9i7

	Pakistani
	
	9i8

	Bangladeshi
	
	9i9

	Any other Asian background (please write in line below) 


	
	9iA

	D Black or Black British

Caribbean
	
	9iB

	African
	
	9iC

	Any other Black background (please write in line below)


	
	9iD

	E Chinese or other ethnic group

Chinese
	
	9iE

	Any other (please write in line below)


	
	9iFK

	Not stated/declined

Declined: patient chooses not supply this information


	
	9SD
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FIRST LANGUAGE TICK BOX RECORDING

Please tick the box that applies to the main language that you/the patient speaks or prefers to speak.

	Language 
	Tick Box
	Read Code

	Akan (Ashanti)
	
	13lc.

	Albanian 
	
	13Ls. 

	Amharic 
	
	13ld. 

	Arabic 
	
	13l0. 

	Bengali 
	
	13l1. 

	Brawa 
	
	13le.

	Uses British Sign Language 
	
	13ZM

	Cantonese 
	
	13l2. 

	Creole  
	
	13Z6 

	Dutch 
	
	13lf. 

	English 
	
	13l4.

	Ethiopian 
	
	13lg. 

	Farsi (Persian)
	
	13Lo. 

	Finnish 
	
	13Ut. 

	Flemish 
	
	13lh. 

	French 
	
	13l5. 

	French Creole
	
	13li. 

	Gaelic 
	
	13lj. 

	German 
	
	13Lr. 

	Greek 
	
	13Lv. 

	Gujerati 
	
	13l6. 

	Hakka 
	
	13lk. 

	Hausa 
	
	13l7. 

	Hebrew 
	
	13ll. 

	Hindi 
	
	13l8. 

	Igbo 
	
	13lm. 

	Italian 
	
	13Lq. 

	Japanese 
	
	13Lw. 

	Korean 
	
	13Lx. 

	Kurdish 
	
	13Ln. 

	Lingala 
	
	13ln. 

	Luganda 
	
	13lo. 

	Makaton Sign Language 
	
	13ZP 

	Malayalam 
	
	13lp. 

	Mandarin 
	
	13Lb. 

	Norwegian 
	
	13lq. 

	Pashto  (Pushtoo)
	
	13lr. 

	Patois 
	
	13ls. 

	Polish 
	
	13Lc. 

	Portuguese 
	
	13Ld. 

	Punjabi 
	
	13Le. 

	Russian 
	
	13Lf. 


	Serbian 
	
	13lt.  

	Croatian
	
	13Lt.

	Sinhala 
	
	13lu. 

	Somali 
	
	13lG. 

	Spanish 
	
	13lH. 

	Swahili
	
	13lI. 

	Swedish 
	
	13lv. 

	Sylheti 
	
	13lJ. 

	Tagalog  (Filipino)
	
	13lw. 

	Tamil 
	
	13lK. 

	Thai 
	
	13lx. 

	Tigrinya 
	
	13ly. 

	Turkish 
	
	13lZ. 

	Urdu 
	
	13lL. 

	Vietnamese
	
	13lb. 

	Welsh 
	
	13lz. 

	Yoruba 
	
	13lM. 

	Other 
	
	13Z6 

	Patient Declines 
	
	13ZG 
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FAMILIES WITH CHILDREN UNDER 5

If you are a family with children under the age of 5 yrs please make sure you have filled in the Health Visitor contact form .

There are 2 Health Visitors connected to the surgery

Kay Okoro
Malene Ridley

They can be contacted by telephone at Mottingham Clinic 020 8857 6028 and hold drop-in clinics twice weekly as follows:

Tuesday morning              
9.15am – 11.30am
The Willows Clinic Red Hill in Chislehurst

or

Thursday morning           
9.15am – 11.30am

Castlecombe Children and Family Centre in Mottingham
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Information for you to keep
Smoking 

If you are a smoker, please keep these numbers handy for advice about help with stopping smoking.

If you would like help from the Surgery with stopping smoking please book an appointment with Debbie the Healthcare Assistant
OR contact these free helplines

NHS SMOKING HELPLINE  0800 169 0169 

 9.00AM – 11.00PM DAILY

QUITLINE 0800 002200

9.00AM – 9.00PM DAILY

BROMLEY SMOKERS SUPPORT SERVICE 020 8289 6657

Alcohol

If you are interested in how alcohol affects you, or think you may be drinking too much go to www.drinkaware.co.uk or

· log-on to ‘Down your Drink’ at www.downyourdrink.org.uk

· call Drinkline, the national alcohol helpline, on 
0800 917 82 82. Lines are open 24 hours a day, 7 days a week and calls are free from a landline

· Make an appointment to see your GP.

If you may have a problem with your drinking, are finding it difficult to cope on your own or are getting withdrawal symptoms, plenty of help and support is available. Visit or call your local alcohol help centre:

REACH open access service
35 London Road, Bromley, Kent BR1 1DG 
Tel: 020 8289 1999
or contact Drinkline for details of local support.
