Your consent status

Alveley Medical Practice uses SMS Text messaging to communicate with patients over 16years old, for appointment reminders, your healthcare and practice information 

Do you consent to receive SMS text messaging from the practice?

□Yes
□No

Preferences will apply to ALL sharing this number. You can request to opt in or opt out at any time.

Summary Care Record- Urgent Care

Access to your Summary care record information means that care in other settings is safer, reducing the risk of prescribing errors. It also helps avoid delays to urgent care.

As a minimum, the SCR holds important information about;

· current medication

· allergies and details of any previous bad reactions to medicines

· the name, address, date of birth and NHS number of the patient

If you wish to opt out of a summary care record, please visit https://digital.nhs.uk/services/summary-care-records-scr download the opt out form and hand it to reception.

Your Data Matters

Your health records contain a type of data called confidential patient information. This data can be used to help with research and planning.

For more information visit https://www.nhs.uk/your-nhs-data-matters/ 

Patient or representative Signature:



Date:

Thank you for completing this form

Office use only:

Form of Identification checked: 
Photo ID □
Proof of Address □
Checked by whom:

Alveley Medical Practice CHILD 0-18y Patient Registration Form
Patient details:
First Name…………………………………..
Surname………………………………………….

Date of Birth DD/MM/YYYY

Sex…………………………………………………..
Ethnicity……………………………………...
Religion……………………………………………

Main Language spoken……………………………………………………………………………….
Communication requirements
Do you require any other communication methods such as: (please tick)
	Braille
	
	Large Print
	
	Easy Read:
	 

	British Sign Language
	
	Language Advocate
	
	Other……………
	


Do you Lipread or use a hearing aid: Yes/ No please state:……………………………..

Contact Details
Guardians Full name…………………………………………………………………………………..
..
Relationship to you…………………………………………………………………………………..

Mobile Number……………………………
Telephone number……………………………..
Are you in Foster care? □Yes □No
Carers Details

□ I am a carer for…………………………………………. Are they our Patient? □Yes □No

□ I have a carer called………………………………….. Are they our Patient? □Yes □No
All carers registered at the practice are invited for a free health check, please book in with the nurse today.

School Details

Name of school/ nursery attended………………………………………………………………

Your Medical History

Do you have any allergies or sensitivities to any medicines, food, animals or metals? Please list and give a brief description……………………………………………..

…………………………………………………………………………………………………………………….

	Current Medical problems:

(any current illness or conditions that require regular attention and medication)




	Past medical history:

(Any relevant illness, conditions, operations or procedures you have had in the past)




	Are you currently taking any medication?

(Please attached a copy of repeat prescriptions if possible)

Please inform Dispensary if you have any problems administering if your own medications


Family History i.e Parents, Grandparents, Siblings

	Diabetes
	□Yes□No
	Who?
	High Blood Pressure
	□Yes□No
	Who?

	Asthma
	□Yes□No
	
	Stroke
	□Yes□No
	

	Glaucoma
	□Yes□No
	
	COPD
	□Yes□No
	

	Cancer
	□Yes□No
	Who and Type?



	Heart Disease
	□Yes□No
	Who and Type? Heart attack/ Angina/ Other


Are you up to date with your childhood immunisations?

□Yes □No please specify………………………………………………………………………………..

…………………………………………………………………………………………………………………..
Female Questions only

Do you use any form of contraception:

□Coil


Date fitted: DD/MM/YYYY
□Implant

Date fitted: DD/MM/YYYY
□Depo Injection
Due Date: DD/MM/YYYY
□Pill

Lifestyle Questions for 14y-18yrs
Have you ever smoked? □Yes □No
When did you stop?................................

Do you smoke?
   □Yes □No
What do you smoke?..............................

Do you want to stop?     □Yes □No
How many do you smoke a day?.............

How often do you exercise per week? …………………………………………………………..

What type of exercise do you do?.......................................................................

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

2. 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 

3. 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 

4. Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down? 

□Never
    □ Less than monthly    □Monthly    □Weekly      □Daily or almost daily 
