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Email; ggc.gp43100clinical@nhs.scot        
To; (Insert name of your current surgery)   -                          
I have registered with Southbank Surgery and I authorise you to fax / email my patient summary to my new surgery.

Print name; ....................................................

Date of Birth; .................................................

Signature; .................................................................

Date; ...............................................................
Telephone number of current Doctors Surgery: ………………………………………………
HAVE YOU PREVIOUSLY BEEN REGISTERED AT SOUTHBANK SURGERY….YES/NO

IF YES CAN YOU PROVIDE THE ADDRESS THAT YOU WOULD HAVE RESIDED AT.
………………………………………………………………………………………………..

SOUTHBANK   SURGERY – NEW PATIENT REGISTRATION
***PLEASE COMPLETE ALL SECTIONS***
	PRINT
First Name:


	
	Home Telephone No:


	

	PRINT
Last Name:


	
	Mobile Telephone No:
	

	
	
	Consent for SMS:
	YES
	NO

	Date of Birth:
	/          /
	Email Address: 
	

	
	
	Consent for emails:
	YES
	NO

	Ethnicity:

Note: this is a requirement by the Health Board
………………………………………….
MARITAL STATUS:
Please complete
	……………………………………….
	Next of Kin:

Name:

Relationship:

Contact Number:
	

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


	YES     /     NO

	Is the person registering at the practice housebound?
	YES     /     NO


	LIFESTYLE:

	
	
	
	

	Current Smoker:
	YES/NO

	Amount Smoked
	__________ per day

	Ex-Smoker:
	YES/NO

	Date stopped smoking:
	/          /

	Never Smoked
	YES/NO
	Alcohol Consumption:
	_________ units/week


DATE OF LAST SMEAR……………………………..
	CHRONIC ILLNESSES
Does the person registering have any of the following conditions? Please circle all sections

	
	
	
	

	Condition:
	
	Condition:
	

	Hypertension/High blood pressure
	YES/NO
	Asthma
	YES/NO

	Stroke disease/TIA
	YES/NO
	COPD/ Chronic Bronchiectasis
	YES/NO

	Ischaemic Heart Disease/ Angina
	YES/NO
	Epilepsy
	YES/NO

	Myocardial infarction/heart attack
	YES/NO
	Heart Failure
	YES/NO

	Type I Diabetes
	YES/NO
	Dementia
	YES/NO

	Type II Diabetes
	YES/NO
	Mental health illness
	YES/NO


ALLERGIES

Does the person registering have any allergies?  ………..   If Yes please state what reaction occurs
	
	

	
	

	
	


PLEASE LIST ALL MEDICAL CONDITIONS AND MEDICATIONS

An example has been provided. 

NAME:  ___________________________DATE OF BIRTH: _____ / _____ / _______
ALL MEDICATION IS NOW SENT DIRECTLY TO YOUR PHARMACY 

PLEASE STATE THE NAME OF THE PHARMACY YOU WISH TO USE

PHARMACY.........................................................................................................


	Condition
	Year diagnosed
	Medication:
	Strength:
	Dose:

	Eg.       Hypertension
	2010
	Ramipril
	10mg
	Once daily

	
	
	Amlodipine
	5mg
	Once daily

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Patient Access allows you to order your repeat prescription online, please indicate if you wish to

Receive a registration form by post (allow 14 working days for receipt) ...Yes/No
SOUTHBANK   SURGERY

NEW   PATIENT   REGISTRATION

ETHNIC  GROUP

Name:

_______________________________
Date of Birth:

_________________
DO YOU REQUIRE AN INTERPRETER?  YES/NO…………      
IF YES WHAT LANGUAGE? …………………………………..                                    
A.
White

(
Scottish (9S13)                              

(
Other British (9S14)


(
Irish (9S11)


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

B.
Mixed

       (  
Any mixed background (9SB) -  (specify)

_____________________________

C.
Asian, Asian Scottish, Asian British


(
Indian (9S6)


(
Pakistani (9S7)


(
Bangladeshi (9S8)


(
Chinese (9S9)


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

D.
Black, Black Scottish or Black British


(
Caribbean (9S2)


(
African (9S3)


(
Any other Black background (9SG) – (specify)
____________________________

E.
Other ethnic Background


(
Any other background (9SJ) -  (specify)

____________________________

F.
Other


(
Prefer not to say (9SD)

