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Trinity Surgery 

 29 St Augustines Road,
 Wisbech, Cambs PE13 3UZ
 Tel: 01945 476999 Fax 01945 476900

New Patient Registration Questionnaire
NAME___________________________________________________________    Date of Birth:   _________________
ADDRESS__________________________________________________________________
____________________________________________________________________________
TELEPHONE NUMBER  ____________________________ 

MOBILE NUMBER_________________________________      

⁭ CONSENT GIVEN FOR COMMUNICATION BY TEXT MESSAGE (please tick)

I understand and accept the risks of breach in confidentiality if my phone is lost, stolen or read by a third party.

I understand and accept the need to inform Trinity Surgery if my mobile phone number is changed.
I understand that I can opt out of this agreement at any time by informing Trinity Surgery in writing.
Signed ……………………………………………………………..   Date ………………………………………
HEIGHT_____________________                                             WEIGHT _________________________
BP           _____________________                                              PULSE    _________________________
URINE SAMPLE ⁭ (Please note: - we are unable to accept urine samples after 3pm)
This Questionnaire may be returned in person, or by post, or faxed to the surgery. 
Thank you for returning the enclosed questionnaire. 

………………………………………………………………………………………
It can take several weeks and sometimes months to obtain your original notes, therefore any information you can provide will assist the doctors and nurses to assess your needs and risks and offer you appropriate healthcare. 

All of this information will remain completely confidential and will not be used for any other purpose. 
· Please supply a urine sample in a clean container. This is screened for infection and diabetes.

· If you have any vaccination record cards please bring them with you.

· If you have a copy of your repeat prescription from your previous surgery please bring this with you, or contact your previous surgery to ask them to Fax a medication list to this surgery (number above).
· Please measure your height, weight and blood pressure using the equipment in the main waiting area and bring the results to reception. There are slips available in the waiting area to record your results.
If you wish to discuss a medical problem you need to make a separate appointment with a Practice Nurse or GP. 
TRINITY SURGERY NEW PATIENT QUESTIONNAIRE
PATIENT DETAILS
Occupation:




Country of Birth:

Main language spoken:                                       Interpreter required    Yes ⁭        No    ⁭
Are you a Carer?



Who do you care for? 


Known Allergies:



Previous surgical procedures:
Do you take regular exercise E.g. 20 mins brisk walking, 1/2/3/ times per week?
Yes / No

If no, why is that?

Female patients only – Date and Result of last cervical smear / pap smear?

Do you smoke?
Yes / No
/ Ex smoker
If yes, how many per day and what?

Alcohol consumption (please complete below)

	Q1. How often do you have a drink containing alcohol? (please tick)
	
	Q2. How many units of alcohol do you drink on a typical day when you are drinking? (please tick)
	
	Q3. How often do you have six or more units (if female) or 8 or more (if male) on a single occasion? (please tick)
	

	Never

	
	1 or 2
	
	Never
	

	Monthly or less

	
	3 or 4
	
	Less than monthly
	

	2-4 times a month

	
	5 or 6
	
	Monthly
	

	2-3 times a week

	
	7 or 8
	
	Weekly
	

	4 or more times a week

	
	10 or more
	
	Daily or almost daily
	

	

	Please note you may be asked for further details regarding this part of the questionnaire


CURRENT MEDICATION
Please provide a copy of your repeat prescription from your previous surgery; this will enable us to issue a prescription for your repeat medication.

If this is not possible, please ask your previous surgery to fax a copy of your medication to Trinity Surgery on 01945 476900.
You will be asked to book an appointment for a review within approximately 2 months of registering at the practice.
Ethnic origin (please tick the description which you feel is most appropriate)
If you do not wish to provide this, please tick the “Patient Declined” box at the end of this list.    
	White British
	
	White Irish
	

	Other White ethnic group
	
	Pakistani
	

	Indian
	
	Bangladeshi
	

	Chinese
	
	Other Asian ethnic group
	

	Black African
	
	Black Caribbean
	

	Other Black ethnic group
	
	Black African & White
	

	Other ethnic Asian/ White origin
	
	Black Caribbean & White
	

	Other ethnic group
	
	Ethnic Group not given – patient declined 
	


· Everyone belongs to an ethnic group, so all our patients are being asked to describe their ethnic group. We are collecting this information to help the NHS and social services to:

· Understand the needs of patients to provide better services

· Identify risk factors – some groups are more at risk from specific diseases.

· Improve public health

· Complying with the law – The Race Relations (Amendment) Act 2000 gives public authorities a duty to promote race equality and good relations, and ethnic monitoring is important in making sure that race discrimination is not taking place.

· This list of categories will help us collect information. it is not intended to leave out any groups of people. It is important to us that you are able to describe your own ethnic group. If you need to complete any of the boxes labelled “other ethnic background”, then please give some details, so that we may better understand your needs. You do not have to complete this questionnaire, but providing the information is important to us, and will help us to plan and improve our services. 

· If you have any concerns or questions regarding this request, or you want to make any comments or complaints regarding the collection of this information, please contact the Practice Manager.



Appointment Date……………… 





Clinician      …………………….
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