application to join larkshall medical centre

      About you (THIS FORM MUST BE COMPLETED BY THE APPLICANT ONLY / FOR CHILDREN BY *PARENT/Guardian)
	  Title:               First Names:                                         Surname:                                                      DOB:                       Age:


	Current Address:..................................................................................
…………………………………………………………………………………

…………………………………………………………………………...

Postcode:……………………………………………………………………

	Previous Address (moved from):……………………………
……………………………………………………………………...

………………………………………………………………………
Postcode:…………………………………………………………

	Home Telephone:  ………………………………………………………
Mobile Telephone:…………………………………………………………
Email Address:………………………………………………………………
Occupation/Training……………………………………………………..
	NHS Number:……………………………………………………
Date Of Entry To UK:……………………………………………
Place Of Birth:……………………………………………………
Ethnicity………………………………......................................

Religion……………………………………………………………



Postcode:…………………………………………………………………….…..vious GP...ephone No:..........................................................

	













































	Name:………………………………………………………………….

Relationship:……………………………………………..................

Address:………………………………………………………………
………………………………………………………………………….

Telephone No:……………………………………………………….


       About Your Previous GP                    *PARENT (for Children Under 18) / Next of Kin
     MEDICAL INFORMATION
      smoking STATUS
         Please tick:   □ Non-Smoker  
□ Ex-Smoker: date stopped?.........................  □ Smoker: How many per day?............................
          ALCOHOL
      Alcohol Consumption:  Weekly Consumption in Units (one pint, glass wine, one measure spirits – 2units each) ​__________units

        History of Alcohol Dependency?  □Y  □N
 History of non-prescription drug use?  □Y  □N

      PREVIOUS MEDICAL HISTORY (for safe treatment ALL past medical problems MUST be declared)
	List ALL previous medical problems/operations/last smear test RESULT for female patients
List ALL investigations, diagnosis or treatment that have been done before under any doctor, attach photocopies of previous letters if need be.
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..vious GP...ephone No:..........................................................















































Do you require treatment for anything immediately?     Yes  □      No □

....................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................
	Date of past episode
……………………………………………………………………………………

…………………….
…………………….
…………………….…………………….

……………………..
……………………..

…………………………………………...


     MEDICATION (ALL *current & *past medications) 
	Name of Medication                                            Dose                                               How Many Times Per Day?
…………………………………………….                 ……………………                           …………………………………………
…………………………………………….                 ……………………                           …………………………………………
…………………………………………….                 ……………………                           …………………………………………
…………………………………………….                 ……………………                            …………………………………………
…………………………………………….                 …………………….                           …………………………………………
…………………………………………….                 ……………………                            …………………………………………
……………………………………………                  ……………………                            …………………………………………
……………………………………………                  ……………………                            …………………………………………
Allergies (e.g. Penicillin) No □ Yes □, details of allergy.……………………………………………………………………………
NEW NOMINATED PHARMACY DETAILS: ………………………………………………………………………………………………


     If current & past medication is not clearly declared it will not be issued by this health centre.
     As per NHS Policy NO Branded medicine is prescribed, we prescribe generic medications.

     MEDICATION & ADDICTION

    Patients who use street/illicit drugs or who are addicted to drugs; Drug addiction is not within the expertise of our doctors.
       We do not treat drug addiction at this surgery. We are happy to advise on where to seek expert treatment for Drug problems.
       Over the counter medication will not routinely be prescribed by the practice as per NHS guidelines.
       Signature to acknowledge …………………………………………………………………………………………………………. 

Date…………………………………………………………………
    APPOINTMENTS    
     Patients are seen by appointment. Missing a booked appointment without cancelling deprives another patient from getting an   
       appointment. Abuse of the system may result in removal from the practice list. 
       Signature to acknowledge …………………………………………………………………………………………………………. 

Date ………………………………………………………………
   PRACTICE NURSE HEALTH CHECK
      On submission of this form, you will be given an appointment for a health check with the practice nurse or HCSW. 
      Attending this appointment is essential for patients joining the health centre. 

      Doctor’s appointments are not normally given before your health check with the nurse/HCSW.

      Signature to acknowledge ………………………………………………………………………………………………………………      
Date ……………………………………………………………………
      Parents: Please bring ALL of your medication and your child’s immunisation record / red book for this appointment.
      Dr. S Kumar is the allocated GP for administrative purposes.

       COMMUNICATION NEEDS

       Do you have any special communication needs (sign language / braille / large-print / interpreter).........................................................................
       Please let us know if the applicant has difficulty with reading or writing. We are here to help.
_____________________________________________________________________________________________________________________
Patient information
Thank you for your interest in joining our practice. We aim to provide a high standard of healthcare and in able to do so we request patients to agree to a number of practical measures:- PLEASE READ CAREFULLY and tick boxes below to confirm you are in agreement.
□1) Agree to book routine appointments with the surgery whenever possible. In case of a genuine emergency that does not require attendance at hospital and is suitable for GP appointment, please call the surgery first thing when lines open at 8am. You may need to wait to be seen as emergency patients are added into doctors pre-booked routine clinics in order to be seen at such short notice. There may be a wait and we apologise for this.
□2) Home visits are reserved for housebound patients or patients genuinely not able to come to surgery.
□3) Always treat all surgery staff with respect and they will do likewise. Please note that we have a Zero Tolerance policy regarding violence, aggression and intimidating behavior to our staff which may result in removal from our surgery, refusal to register or contacting the police.
□4) Deliberate provision of false information given or withheld on this registration form or subsequently provided that may place you the patient or medical staff at risk of harm or to defraud the NHS, the medical centre reserves the right to remove the patient from its list in these circumstances.
□5) We will aim to contact you by text message to remind you about appointments and other issues relevant to your health status. SMS may not take place at all times so the responsibility remains with the patient to make a note of appointment times. If you wish to opt out of all texts or emails, please notify the reception.
Please keep us up to date of address or telephone number changes. 
□6) From time to time we may access local hospital information system to retrieve results of your investigations. This is to avoid duplicating tests. If you would like to opt out please let staff know.
□7) Summary Care Records (SCR) are an electronic record of important patient information, created by NHS from GP medical records. They can be seen and used by authorised staff in other areas of the NHS and care system involved in the patient's direct care.

If you want to opt out of this data sharing we cannot do this at the surgery. You must visit www.nhs.uk/your-data-matters: Summary care record holds important information about;

•current medication •allergies and details of any previous bad reactions to medicines

•the name, address, date of birth and NHS number of the patient
□8) If you require a prescription please allow 48 for this to be processed and please request you medication in good time in writing or by patient online access. Please sign up for patient online access e.g., for repeat prescription requests, From October 2023 you prospective records will be available to view unless you prefer to opt out. Please let the staff know if you do not want this function Please download the NHS APP
□9) From time to time we may email you to ask for feedback or conduct surveys. If you would like to opt out please let staff know.
□10) If applying for registration for children under 18 years old Parents/Guardians must live at the same address in line with NHS Registration guidelines and in keeping child protection and safeguarding legislation.
11) I would like access to my prospective patient records. If you wish to access your records this will take up to 2 weeks pending records from your previous GP and review by practice. Please circle your choice.

YES           NO


Signature to acknowledge ………………………………………………………………………………………………………….
Date………………………………………
          Please visit our website www.larkshallmedicalcentre.com for any further information
HEALTH CENTRE USE ONLY
    Form Accepted and Checked By Reception Staff: ……………………………………………………………………………………………………………  

      Proof of ID (Passport/Driving License): Yes  □      No □

      Proof of Residence/Address (Utility Bill): Yes  □      No □

      Form Reviewed By Partner: …………………………………………………………………………………………………………………………………………………………

      Outcome: ……………………………………………………………………………………………………………………………………………………………………………………………

     Patient Practice Number (To be allocated on registration): ………………………………………………………………………………………
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