
APPLICATION TO REGISTER PERMANENTLY WITH A GENERAL MEDICAL PRACTICE

1. PERSONAL DETAILS (ALL FIELDS MARKED ' ARE MANDATORY AND i.lUST BE GOMPLETED As FULLY AS POSSIELE)

Mab.fl Femare.fl f,,T':t"$i::1,:jli'ffi:T*r" yesI r'roD X[?fj"J]Tft;l;?"' vesf NoI
(lf 'No', please ask for form GMSTRFII|)

HHSqf,./
SCOTLAND

Date of 8irth.

Title'

Surname'

Forenames*

Previous Sumame*

email address #

nu[] Address*

-_-1

I
I --- --

Town of Birth'

Registered districl of birth l* 
* ***]

Molhet's maiden name
(ScoUand only)

# the data supplied in these fields will not be input to, or updated in, the Community Health Index (CHl), but will be held on the GP Practice's system

2, HELP US TO TRACE YOUR PREVIOUS GP HEALTH RECORDS BY PROVIDING THE FOLLOWING INFORMATION

Address in UK when you were last registered with a GP' Name and address of previous GP Practice in UK-

Postcode' i- l f-_-"l Postcode*

lf you are from abroad:

oate you first came to live in the UK*

Your most recent country of residence f
lf you have ssrved in the British

Enlistment date'

Are you a Reservist?'

Leaving date'

ls this yourfirst registralion with a GP since
leaving the Armed Forces?'

Armed Forces:

3. VOTUNTARY CONSENT TO ORGAN DONATION

I would like to join the NHS Organ Donor Register as someone whose organs may be used fo. transplanlation afier my dealh.
Please lick the boxes that apply. Your consenl to organ donalion will ire shared wilh NHS Blood and Transplanl together wilh the information you
have provided in Section 1 including your name, gender, date of birth address and CHI number. For more informalion on being an organ donor or
privacy, please ask for the leaflet on joining the NHS Organ Donor Register or visit www.organdonation.nhs.uk.

Any oI my organs and tissue I Or my

f' r t*" 1 i -a

l_-] I I 'i I ltyes. ptease provide
your address before

! Ves I ttto enlisting'

ililil
f ves X lo Postcode' [_:_]{:;x

Liver f Pancreas l--l Small bowel T Tissue I

Date ilr,lt_i
Kidneys f, ryes []

Patienl signature

:: Posrcode' {*_lil_ l

il"re
Telephone #

Mobile #

NHS Number*

The following in{ormation can be found on your currenl medical card:

Community Health lndex iCHl) Number*

The following information can be found on your birth cettificale

|-**_ ..** country of Birth'

n Ll Ll :fpreviouslyresidentinthe UK, dateofleavins* [_i I I t_]

Service Number

Heart I LungsI

GMSGPROO1 v1 (05-2013)



4, HOWWE USE YOUR INFORMATION

The information you have provided will be used by the GP Practice to carry out its various functions and services including
scheduling appointmenls, ordering tests, hospital refenals and sending correspondence.

Your information, including your name! gender, date of blrth and address, will be passed to NHS National Services Scoland where it
will beheldontheCommunityHealthlndex(CHl). ThisinformalionisusedtoregisteryouwiththeGPPractice,transferyour
medical records between GP practices in the UK, make payments to GP Practices for medical services provided, and to process and
issue medical cards, medical exemption certificates and entitlement cards.

NHS National Services Scotland shares information about you within NHSScotland to assist in the provision and improvement of
NHS services and the health of the public. When we do this, we make sure that the information which identifles you as a person and
your health information are separated or anonymised, Health condition and treatment information which could identify you will not be
used for research purposes by the NHS untess you have consented to ihis.

For more information on how NHS National Services Scotland uses your personal infonnation visit rvraryv.-nhsn,s_s-o:g. lf you have any
queries or concems about how your personal information is used by the NHS please ask for the leaflet 'Confidentiality - it's your
right', visit the Health Rights lnformation scotland website st $Mfl.bIlls.alg-ul or ask your Gp surgery.

NHS National Services Sco/and ls the common name of the Common Services Agency For the Scoflis, Health Service.

5. PATIENT DECLARATION

I declare that the information I have given on this form is correct and complete. I understand that, if it is nol, appropriate action may be taken.

To enable NHS National Services Scotland to confirm my eligibility to lawfully registerwith a GP and forthe purposes of prevention, deiec.lion, and
investigation of crime, relevant information trom this form will be disclosed to the NHS Business Services Authority, NHS National Servjces Scofland,
the Home Office, ldentity and Passport SeMce, HM Revenue and Customs, the General Register Office and Locil Authorities.

PatienUPatient's representative signature

Representative's name (if applicable)

Relationship to patient (if applicabte)

6. FOR PRACTICE USE

o"" [*]i*l L__]

GP reference number

Practice code Mileage (No.)

photocopies

nate [: il i:::
7. OFFICIAL USE ONLY

lnput by

Checked by

Date

L-*:'ffi GPname [---:-j^-
- 

1_ --*)ttiti *__1"{ I
*",0 l*_,...""J water 

1*- 

-_.: 
Foorpath i__l

ldentification sacr - do not take or retain
Please initial each relevant box (it is recommended lhat at teast one form of idenlificalion is seen to posilively identify the applicant)

Birth T-l
Cert [.. "J

Authorlsed Practice
signatu.e

Receptionist I -l
initials I l

I accept this patient onto the practice list and declare that, to the best of my knowledge, this info.mation is coffec{. I acknowledge lhat th€ details
may be authenticated from appropriate records, and that p3ymenls generated lrom this patient regislration will be subject to payment Verification.

r*-l J 
-- 1J*' Ir *.1 r ll*-* I

GMSGPRO01 v'l (05-2013)



SOUTHBANK SURGERY
NEW PATIENT REGISTRATION

Home Telephone No:

Mobile Telephone No:

Date of Birth: Email Address:

Ethnicity:

Note: this is a requirement by the
Health Board

See Attached Form Next of Kin:
Name:

Relationship:

Contact Numberi

Do you regularly care for someone who is disabled or chronicarly ill?

Is the person registering at the practice housebound?

LIFESTYLE:

Amount Smoked

Ex-Smoker: Date stopped smoking:

Alcohol Consumption: units/week

CHRONIC ILLNESSES
Does the person registering have any of the following conditions?

Condition:

Ischaemic Heart Disease/ A
rdial infarction/heart attack Heart Failure

Mental health illness

ALLERGIES
Does the person registering have any allergies? please list below



L COND EDICATI
An example has been provided.

Condition Year
diaenosed

Medication: Strength: Dose:

Eg. Hvpertension 2010 Ramipril 1Ome Once dailv
Amlodipine 5me Once dailv

]
]

office use: workflow to computer and pass paper copy to Registration



SOUTHBANK SURGERY
NEW PATIENT REGISTRATION

PAGE2 . ETHNICGROUP

Date of Birth:Name:

A. White

B. Mixed

Scottish (9S13)

Other British (9S14)

Irish (9S11)

Any other White background (9S12) - (specify)

Any mixed background (9SB) - (specify)

C. Asian, Asian Scottish, Asian British

Indian (956)

Pakistani (9S7)

Bangladeshi (9S8)

Chinese (9S9)

Any other Asian background (9SH) - (specify)

D. Black, Black Scottish or Black British

Caribbean (952)

African (9S3)

Any other Black background (9SG) - (specify)

E. Other ethnic Background

Any other background (9SJ) - (specify)

c
o
c
c

c
c
c
c
c

o
c
c

F. Other

Prefer not to say (9SD)


