m Family doctor services registration Gms7 _

Patient’s details Please complete in BLOCK CAPITALS and tick {z as appropriate
S

!,_‘\ Mr |J Mrs E Miss D Ms hems

Date of birth . l H l T l First names

NHS Previous surname/s

No.

— i o Town and count
|| male [ | Female of birth N

Home address

Postcode Tevlep'ﬁohe number

Please help us trace zour previous medical records by providing the following information
Your previous address in U Name of previous doctor while at that address

Address of previous doctor
If you are from abroad
Your first UK address where registered with a GP
If biévioﬁsl'y resident in UK, e s you first came
date of leaving to live in UK
If you are returning from the Armed Forces
Address before enlisting
Service or RN R ’ " Enlistment
Personnel number date

If you are registering a child under 5
D | wish the child above to be registered with the doctor named overleaf for Child Health Surveillance

If you need your doctor to dispense medicines and appliances* 'N°t'h"”_d:d‘:°" are
- ) authorised to
[_ | live more than 1 mile in a straight line from the nearest chemist dispense medicines

I— ' J | would have serious difficulty in getting them from a chemist

Date / /

lj Signature of Patient l: Signature on behalf of patient

Version 01/ =
ol Please see overleaf re: Organ donation



NHS | Family doctor services registration

NHS Organ Donor registration

| want to register my details on the NHS Organ Donor Register as someone whose organs/tissue may be used for transplantation
after my death. Please tick the boxes that apply.

E] Any of my organs and tissue or
[J kidneys  [] Heart [ Liver [[] corneas  [] Lungs [[] Pancreas [] Any part of my body

Signature confirming my agreement to organ/tissue donation Date / /

For more ihfbrrﬂaiidh, b'leé”s'e ask at récébtién for an information leaflet or visit the website
www.uktransplant.org.uk, or call 0300 123 23 23.

NHS Blood Donor registration
| would like to join the NHS Blood Donor Register as someone who may be contacted and would be prepared to donate blood.
Tick here if you have given blood in the last 3 years [_]

Signature confirming consent to inclusion on the NHS Blood Donor Register Date / /

For more information, please ask for the leaflet on joining the NHS Blbod Dohor Reg:ster
My preferred address for donation is: (only if different from above, e.g. your place of work)

.................................................... s POSYCOd@ i s R e
To be completed by the doctor
Doctors Name HA Code

0, have accepted this patient for general medical services
For the provision of contraceptive services
| have accepted this patient for general medical services on behalf of the doctor named below who is a member of this practice
Doctors Name, if different from above HA Code

[J 1 have accepted this patient on behalf of the doctor named below, who is a member of this practice and is on the
HA CHS list and will provide Child Health Surveillance to this patient.
Doctors Name, if different from above HA Code

D | will dispense medicines/appliances to this patient subject to Health Authority’s Approval

D | am claiming rural practice payment for this patient.
Distance in miles between my patient’s home address and my main surgery is

| declare to the best of my belief this information is correct and | claim the appropriate payment as set out in the
Statement of Fees and Allowances. An audit trail is available at the practice for inspection by the HA's authorised
officers and auditors appointed by the Audit Commission.

Practice Stamp

Authorised Signature

Name Date / /

HA use only  Patient registered for [ |GMS [ JCHS  [] Dispensing [_] Rural Practice



Drs Berry, Verges, Walton, Ahmed, Choedon & Anzak

Kingswood Surgery, Hollis Road, High Wycombe, Buckinghamshire. HP13 7UN

New Patient Health Questionnaire — Under 5s (Confidential)

Please PRINT your answers clearly, using BLACK ink.

Date of Birth: dd.mmm.yyyy | Gender: Male / Female

Title: Mr / Mrs / Ms / Miss / Master / Dr / Rev / Other:

Surname

Forenames:

Address:

Postcode: \

Telephone Numbers: (Please tell us about any changes when they happen)

Home Work Mobile

E-mail: |

Mother’s Name Date of Birth

Father’'s Name Date of Birth

Next of kin details:

Relationship: |

Title: Mr / Mrs / Ms / Miss / Master / Dr / Rev / Other:

Surname

Forenames:

Telephone Numbers: (Please tell us about any changes when they happen)

Home Work Mobile

Name of school: |

What is your ethnic group? This information is required for government health planning. Please
tick / circle the appropriate group.

British | Irish | Any other white (please write in)

White and Black Caribbean | White and Black African | White and Asian

Any other mixed (please write in)

Indian | Pakistani | Bangladeshi | Any other Asian (please write in)

Caribbean African | Any other Black (please write in)

Chinese Any other (please write in) | Not Stated

What language do you speak?

Do you use an interpreter? Yes / No




Immunisations: Please can you give us details of the following immunisations your child has
already been given (if applicable)

Age Due Immunisation Comments Batch No. | Date Given
2 months Diptheria/Tetanus/Whooping
Cough/Polio/Hib/Meningococcal C
3 months Diptheria/Tetanus/Whooping
Cough/Polio/Hib/Meningococcal C
4 months Diptheria/Tetanus/Whooping

Cough/Polio/Hib/Meningococcal C

12 — 18 months | Measles, Mumps, Rubella (MMR)

3 —5years Diptheria/Tetanus/Polio, MMR2
Other Immunisations, e.g. BCG at
birth?
Has your child ever had any serious illness, injury or operations? [Y[N

If yes please give details and dates:

Does your child have any allergies to medication? If yes please give details: [Y|N

Consent to Access Medical Records

This practice holds medical records relating to the treatment and services patients receive from
their GP. We are asking permission for these records to be looked at by external auditors
assessing quality of care if the need should arise.

Your GP practice supports these checks, as they are an important part of ensuring quality and
efficiency of care and treatment in the NHS. The auditors who carry out these checks are bound
by the strict rules of confidentiality and your records will only be used for the purpose described.

Please tick either of the two boxes below:

| DO consent to auditors looking at my medical records

| DO NOT consent to auditors looking at my medical records

Summary Care Records — your emergency care summary

The summary care record (SCR) will contain information about any medicines you are taking,
allergies you suffer from and any allergic reactions you have had. It will be used in emergency
care (A&E, Out of Hours, Walk-in centres, and Temporary patients at other practices), to ensure
those caring for you have enough information to treat you safely. If you already have an SCR, or
are happy to have one, you do not need to take any action. If you do not want an SCR, please
check the “no” box below and we will arrange for you to opt out of the SCR scheme. If you need
more information, please ask at the Surgery. Please tick the box below only if you would like to
opt out of the Summary care record:

| No | do not want a Summary Care Record

Full Name: Date of Birth:

Signature: Date:




