[bookmark: _GoBack]LITTLE BUSHEY SURGERY
REGISTRATION FORM                          
	 Forename 
	Surname 

	NHS Number 
	Previous Surname 
(if applicable) 

	Present Address (including post code) 

	Home 
Telephone 
	Work 
Telephone 
	Mobile 
Telephone 

	Date of Birth 
	Sex 
	Marital Status 

	Country of Birth 
	First Language 
	Do you require an interpreter? 

	Are you a Carer? 
	If you are a Carer, who do you care for, and what is your relationship? 



Ethnic Origin (please tick) 
	British 
Irish 
Other White 
White & Black Caribbean 
White & Black African 
White & Asian 

	Other mixed 
Indian 
Pakistani 
Bangladeshi 
Other Asian 
Caribbean 

	African 
Other Black 
Chinese 
Other group (please state) 




 Medical History Please provide information regarding your general health
	What is your height (cm) ? 
	Blood Pressure reading (from machine in reception)
……./………

	What is your weigh (kg)t? 
	

	What are your smoking habits?
[bookmark: Check5][bookmark: Check6][bookmark: Check7]Never Smoked |_|     Ex-smoker |_|     Current Smoker |_|
If current or ex-smoker, how many cigarettes do you/did you smoke a day?
There is a smoking cessation clinic available at the surgery
	How much do you drink? 
(per week) 
Please complete alcohol questionnaire

	What is your occupation? 

	How much exercise do you take a week? 


	Do you suffer from any allergies or intolerances? (please give details) 



Do you need any specific communication support or need information in any particular format

Yes   	(if yes, please provide details_________________________________) 			No  

Please provide details of any regular medication being taken use a separate sheet if necessary)
	Name 
	Dosage 
	Frequency 

	
	
	

	
	
	

	
	
	

	If you have a repeat prescription slip please supply it 
	
	



Please provide details of any serious illnesses, disabilities or operations. (Please list the most recent first, using a separate sheet if necessary)
	Date 
	Details 

	
	

	
	




Is there any family history of any of the following, if yes, please state relation and age …
Cancer                                  …………………………………………………………………………………………..
Diabetes                               …………………………………………………………………………………………..
High Blood Pressure	   	
Asthma                                 …………………………………………………………………………………………..
TIA/Stroke                            …………………………………………………………………………………………..
Ischaemic Heart Disease   	Over 60 yrs Under 60 yrs 
Other conditions? …………………………………………………………………………………………………………………

Additional details for Female Patients only
	
Date of last smear test, and result _______________________________________________________________




Summary care record The NHS uses an electronic record called the Summary Care Record (SCR) to support patient care.
The Summary Care Record is a copy of key information from your GP record. It provides authorised care professionals with faster, secure access to essential information about you when you need care.
The summary care record contains your details of your current medication, allergies and adverse reactions This is shared nationally with those medical staff who have a legitimate reason to look at your record with your permission. 
If you wish to have a summary care record you do not need to do anything as this will happen automatically and be created from your GP record. 
If you do not wish to have a summary care record then please complete the attached form to opt out of Summary Care Records. This can be done at any time. If you would like further information on the summary care record please ask at reception or visit www.nhscarerecords.nhs.uk 















Research & Planning -National Data Service
	To find out more about data sharing and how to set a national data opt-out please visit the ‘Your Data Matters’ website (www.nhs.uk/your-nhs-data-matters) or call 0300 303 5678




SMS MessagingThe surgery uses SMS text messages to send you appointment and review reminders. Text messages will be sent to the mobile number provided at the time of registration.
I agree to take responsibility to keep the surgery informed of any changes to my contact details 
If you do not wish to receive SMS text messages from the surgery please tick this box         Opt Out of SMS 





	
the mobile number provided at registration. If this number changes, it is your responsibility to inform the surgery


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

This form should be completed and handed to reception when registering at the practice.
You should also bring with you two forms of identification; one should contain a photograph (such as a passport, photo driving licence or for a child a birth certificate) and the other should provide address confirmation (such as a recent utility bill or a bank statement).

	Office use only:
[bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check4]Photo ID seen|_|  Proof of address seen: |_|  SMS Consent Documented|_|   Informing patients of named accountable GP |_|                              Parental Responsibility documented        |_|   Online Access Provided       |_|   Online Access Declined    |_| New Patient Health Check offered |_|

Registration form checked by: ________________
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‘The following questions are validated as screening tools for alcohol use:
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Your emergency care summary

CONFIDENTIAL

OPT-OUT FORM

Request for my clinical information to be withheld from the
Summary Care Record

If you DO NOT want a Summary Care Record please fill out the form and send it to your
GP practice

A. Please complete in BLOCK CAPITALS

Lo [ Surname / Family NAME ....oo et
(S Y=Y 0T 10 011 €3 I
AAUAATESS ettt ettt ettt ettt e s a et e e o st e e ettt e e se e e e Re e e e Ree e eaRAeeeREeeeaaREeeeaEeeeaaREeeeReeeeREeeeaReeeeaReeeeaReeeaAeeeeaneeeeneeeaanneeanneean
Postcode......ocvviiiiieiieee e Phone NO.....ooveiiiiieeeee e Date of birth .....ccccoeveiiieiiiie
NHS NUMDET (if KNOWN) ..uuititieeeee et e e e e e e e e e e e e e eeeeeees Signature......cccccveeeieee e

B. If you are filling out this form on behalf of another person or a child, their GP practice will consider this request.
Please ensure you fill out their details in section A and your details in section B

(o 10 T =T 0 =P Your signature.......ccccceeveeveeeeeencneennn,

Relationship 1O Patient . ... s Date .ueeeei i

What does it mean if | DO NOT have a
Summary Care Record?

NHS healthcare staff caring for you Your records will stay as they are now  If you have any questions, or if you
may not be aware of your current with information being shared by want to discuss your choices, please:
medications, allergies you suffer from letter, email, fax or phone. ¢ phone the Summary Care Record
and any bad reactions to medicines Information Line on

you have had, in order to treat you 0300 123 3020;

safely in an emergency. e contact your local Patient Advice

Liaison Service (PALS); or
e contact your GP practice.

FOR NHS USE ONLY
Actioned by practice: yes/no Date. i

Ref: 4705
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How will other people be prohibited rom seeing my record?
 Toviewyou oniine Recordyouhave to dentiy yourselfwith passwords.
and PIN that oniy youknow.
* Unlessyourevealhisinformationto someone else yourwl be the.
‘only personable o access yourmedicalrecordvia the online system.

Whatif find an errorin my medicalrecord orifl see someone else’s
‘medicalinformation?

« Ifyoufindany errorsor missinginformationinyourmedical record you can

telthe Recepfonist or discuss twith{he Pracice Manager or your GP.

« Ifyousee someone else’s medicalrformation you shoudimmedately exit

from the system and nfom the practice staf.

I would ike to view my children'srecords.

" Each personmustusually filintherr own requestform. Unil they are of
an agewhenthey canmakedecisions for themsehes, b
‘can have online access to children's records until the age of 11.

« Betweenthe ages of 11-16,onine record access will be stopped and
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form i signed by the child and the parentguardian.

« Access grantedioa parentiguardianwil end once the chidreaches 16
years. The young person should complete and igna new consent fomif
they wishto continue wih onlineaccess o their mecical records.
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LITTLE   BUSHEY   SURGERY   Application   form   for   online   access   to   the   practice   online   services  

Surname  Date   of   birth  

First   name  

Address         Postcode  

Email   address  

Telephone   number  Mobile   number  

  I   wish   to   have   access   to   the   following   online   services   (please   tick   all   that   apply):  

1.     Booking   appointments  □  

2.     Requesting   repeat   prescriptions  □  

3.     Accessing   my   medical   record  □  

I   wish   to   access   my   medical   record   online   and   understand   and   agree   with   each   statement   (tick)  

1.     I   have   read   and   understood   the   information   leaflet   provided   by   the   practice  □  

2.     I   will   be   responsible   for   the   security   of   the   information   that   I   see   or   download  □  

3.     If   I   choose   to   share   my   information   with   anyone   else,   this   is   at   my   own   risk  □  

4.    If   I   suspect   that   my   account   has   been   accessed   by   someone   without   my   agreement,   I   will   contact   the   practice   as   soon   as   possible    □  

5.     If   I   see   information   in   my   record   that   is   not   about   me   or   is   inaccurate,   I   will   contact   the   practice   as   soon   as   possible      □  

6.    If   I   think   that   I   may   come   under   pressure   to   give   access   to   someone   else   unwillingly   I   will   contact   the   practice   as   soon   as   possible.        □  

Signature  Date  

For   practice   use   only   

Patient   NHS   number  Practice   computer   ID   number  

Identity   verified   by   (initials)     Date  Method   used  Vouching   □   Vouching   with   information   in   record   □   Photo   ID   and   proof   of   residence   □  

Documentary   evidence   provided   

Authorised   by  Date  

Date   account   created  

Date   login   credentials   emailled/given  

Level   of   record   access   enabled   Detailed   coded   record   □           Other   limited   parts □   □    Notes   /   explanation  

Date   clinical   assurance   completed  Assured   by   (initials)  

Reason   for   refusal   if   record   access   is   refused   after   clinical   assurance.  
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LITTLE BUSHEY SURGERY

Application form for online access to the practice online services

		Surname

		Date of birth



		First name



		Address







Postcode



		Email address



		Telephone number

		Mobile number



		

I wish to have access to the following online services (please tick all that apply):



		1.  Booking appointments

		□



		2.  Requesting repeat prescriptions

		□



		3.  Accessing my medical record

		□



		I wish to access my medical record online and understand and agree with each statement (tick)



		1.  I have read and understood the information leaflet provided by the practice

		□



		2.  I will be responsible for the security of the information that I see or download

		□



		3.  If I choose to share my information with anyone else, this is at my own risk

		□



		4.  If I suspect that my account has been accessed by someone without my agreement, I will contact the practice as soon as possible

		

□



		5.  If I see information in my record that is not about me or is inaccurate, I will contact the practice as soon as possible

		

 □



		6.  If I think that I may come under pressure to give access to someone else unwillingly I will contact the practice as soon as possible. 

		

 □



		Signature

		Date



		For practice use only

		



		Patient NHS number

		Practice computer ID number



		Identity verified by (initials)



Date

		Method used

		Vouching □

Vouching with information in record □
Photo ID and proof of residence □



		Documentary evidence provided

		



		Authorised by

		Date



		Date account created



		Date login credentials emailled/given



		Level of record access enabled

Detailed coded record □ 

 



Other limited parts□ □ 

		Notes / explanation



		Date clinical assurance completed

		Assured by (initials)



		Reason for refusal if record access is refused after clinical assurance.







Application form for online access


