	NEWARK ROAD SURGERY

PATIENT REGISTRATION FORM

(15 YEARS AND OVER/ PARENT ON CHILD’S BEHALF) 


REQUEST TO REGISTER:

ACCEPTED/ DECLINED


INITIALS OF DOCTOR:

	In order to assist the practice with your care whilst we await your complete medical records from your previous practice – please complete this Confidential Form:

	Surname:
	
	Title:
	
	Date of Birth:
	

	First name(s):
	
	Place of birth:
	
	

	Previous surname:
	
	Occupation:
	

	Full address:
	

	
	Post code:
	

	Telephone no:
	
	Mobile:
	
	Email:
	

	

	Have you been registered with this practice before?
	YES/ NO

	Your previous address:
	

	

	
	Post code:
	

	Previous GP and Medical Practice:
	

	
	Post code:
	
	Tel No.
	

	If recently arrived into the UK please complete the section on page 2 before completing all other details (please refer to Receptionist if you have difficulty in completing this.)

	Next of kin:
	
	Relationship:
	

	Next of kin’s address:
	

	
	Post code:
	

	

	Do you have a Carer? 
	YES/ NO
	Are you a Carer?
	YES/ NO

	Their relationship to you:
	
	Carer’s contact no:
	

	Carer’s address:
	

	
	Post code:
	

	Please advise of any disabilities you have:
	


	IF NEW ARRIVAL INTO THE UK

	Date of arrival:
	

	Eligibility to NHS Medical Services determined by reason of (PLEASE TICK):

	
	
	
	I am living in the UK lawfully and on a settled basis and have been resident/ intend to reside for more than 6 months AND CAN PROVIDE EVIDENCE TO SUPPORT THIS. 

	
	
	
	I am a student and can provide evidence of this (if so, is the course government funded? YES/ NO)

	
	
	
	If no, how long is the duration of the course?

	
	
	
	I am an EEA National coming to the UK to Work/ Study. I have a valid E128 Form 

	
	
	
	I am an asylum seeker 

	
	
	
	

	To support my application, I am in possession of my passport and any of the following (please tick whichever applies). Please note that a passport alone is not sufficient: 

	
	
	
	Home Office Letter 
	
	
	Application Registration Card

	
	
	
	Valid Work Permit
	
	
	Letter from organisation

	
	
	
	Proof of attendance on a qualifying course
	
	
	Valid student visa

	
	
	
	Letter from Government body confirming successful candidate

	
	
	
	

	Signed:
	
	Date:
	


The practice will be unable to register you immediately if you are not able to supply the above verification documents.

PATIENT ETHNIC ORIGIN QUESTIONNAIRE
This questionnaire follows the recommendations for the Commission for Racial Equality and complies with the Race Relations Act. 
Please indicate your ethnic origin. This is not compulsory, but may help with your healthcare, as some health problems are more common in specific communities, and knowing your origins may help with the early identification of some of these conditions. 
Choose ONE section from A to F and then tick ONE box to indicate your background. 

	Name:
	
	Date of Birth:
	

	Date completed:
	

	A
	WHITE
	

	
	
	British
	

	
	
	Irish
	

	
	
	Any other white background
	

	B
	MIXED
	

	
	
	White and black Caribbean 
	

	
	
	White and black African
	

	
	
	White and Asian
	

	
	
	Any other mixed background
	

	C
	ASIAN OR ASIAN BRITISH
	

	
	
	Indian
	

	
	
	Pakistani
	

	
	
	Bangladeshi
	

	
	
	Any other Asian background
	

	D
	BLACK OTHER BLACK BACKGROUND
	

	
	
	Caribbean
	

	
	
	African
	

	
	
	Any other black background
	

	E
	OTHER ETHNIC GROUPS
	

	
	
	Chinese 
	

	
	
	Any other ethnic group
	

	F
	NOT STATED
	

	
	
	Not stated
	


