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Lister Surgery

Patient Registration Form – ADULT

Please complete clearly all sections of this registration form
	
	

	PRIMARY REGISTRATION FORM
	


	1. Patient Information

	Title:
	     
	Home Telephone:
	     

	Forename(s):
	     
	Mobile Telephone:
	     

	Surname:
	     
	Work Telephone:
	     
	Ext:
	     

	Previous Name(s):
	     
	Email Address:
	     

	Country of Birth:
	     
	Social Security Number
(very important)
	     

	Date of Birth:
	     
	Resident in Jersey Since:
	     

	Current job
	     
	Current Employer
	     


	2. Home Address and Emergency Contact Information

	Home Address:

	     
	Name of Emergency Contact:
	     

	
	
	Relationship to Contact:
	     

	
	
	Daytime Telephone:
	     


	3. Patient ID Confirmation (Please bring this with you on the first appointment to verify your details)

	Please provide the following documents / information:
 FORMCHECKBOX 
 Photographic ID (e.g. Passport / Driving Licence)
 FORMCHECKBOX 
 Proof of home address not more than 3 months old (e.g. Utility Bill / Bank Statement)
	For Practice Use Only

Seen By:


	4. Life style and Medical screening questions

	Smoking:

Please provide details of your smoking history (what, how much and for how long)      
Please enter No if you have never smoked

	Alcohol:

Please provide details of your alcohol intake pr. Week :
Wine:            
Beer:         
Spirits:       
(Pint of Regular Beer =  2 Unit / Glass of Wine = 2 Units / Single Measure of Spirits = 1  Unit /  Bottle of Wine = 9 Units)

	Female Patients: over 25 years of age; 
	Date of last cervical smear test:                                   Result:      
Date of last mammogram if carried out:                       Result:      


	5. Patient Medical History

	Please provide details of Medical conditions and operations performed in the past.
	Please provide details of you current medications.

	     
	     

	Please give further information that you feel may be relevant to your medical history.
     


	ALLERGIES

Please provide details of any allergies that you may have.
     


	6. Family History

	Please provide information in relation to medical conditions that are present in your family, such as Diabetes and Heart disease etc. 
     



	7. Health Insurance Fund Status (please indicate the account status that best applies to you)

	Account Status:
	HIO (you have a valid health card from social security and a JY-number):      
HMA (Home Medical Account):                                                                  
Private (Visitor or new to the Island):                                                         


	8. Previous/Existing GP Information

	GP Name:
	     

	Surgery:
	     

	Reason for leaving:
	     


	9: Patient Declaration and Personal Data Statement

	Your personal information:

The information collected on this application form will be used by LISTER SURGERY (hereafter the ‘Practice’) for the purposes of healthcare related services and practice administration.

Personal data relating to you will be retained by the Practice for the purposes of providing you with medical and healthcare related services both in the Practice and where appropriate at the premises of other healthcare providers. This may require your personal data including relevant details of your medical history to be shared with other healthcare providers for the purpose of referrals and for other lawful purposes related to the Practice procedures. 
Lister Surgery takes confidentiality and the protection of your personal data very seriously and we will never share your information with any third parties, companies or otherwise without your explicit consent prior to doing this.
Your declaration to us:

· I understand that the Practice has the right to accept or decline my registration application at any time.

· I understand that by attending a consultation with a GP or other healthcare professional of the Practice I accept the Practice terms of service and fee schedule issued and displayed in the Practice premises and as amended from time to time. 

· I hereby agree to pay the consultation fee prior to seeing a GP or other healthcare professional of the Practice and agree to pay all treatment given by the Practice at the time of the treatment thereafter. I understand that Atlantic Surgery is unable to provide a credit facility and that accounts must be settled on the day and at the time of the consultation with the exception of home visits where an account will be prepared and sent to my home address.
· I give my express permission for the Practice to request information including my medical records from my previously registered GP and I agree to reimburse the Practice for all charges and disbursements relating thereto for being provided with such information should these charges exceed £5 (this usually only applies to transfers from overseas records or UK records)
· I confirm that all the information I have given in this registration form is accurate to the best of my knowledge. Furthermore I understand it is my responsibility to advise the Practice in writing of any changes made in respect of my personal information.


	Signed:
	Print Name:      
	Dated:      


	For Practice Use Only
	Received By:
	On System By:
	Number:

	Past medical records requested* 
	
	Requested By:
	

	Other GP Informed of Registration:
	
	Informed By/Date:
	

	· Send copy of Page 3 section 9 (signed) to existing GP as authorisation to release medical records to the Practic.e
· Separate registration forms to be used for visitors or secondary users of the practice.
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