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	Patient’s details
	Please complete in BLOCK CAPITALS and tick  [image: ] as appropriate
	

	Adults
	Children
	 Surname
	

	[bookmark: Check1]|_| Mr  |_| Mrs  |_| Ms 
	 |_| Master  |_| Miss
	
	

	Date of birth
	
	
	
	
	
	
	 First name/s
	

	(dd/mm/yy)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	NHS No.
	
	
	
	
	
	
	
	
	
	
	
	 Previous surname/s
	

	  |_| Male      |_| Female
	 Town and country
 of birth
	

	Home address
	

	Postcode
	
	Telephone number
	




	Please help us trace your previous medical records by providing the following information

	Your previous address in UK
	Name of previous GP practice while at this address

	
	

	
	 Address of previous GP practice

	
	

	If you are from abroad

	Your UK address where you registered with a GP for the very first time

	

	If previously resident in UK, date of leaving
	
	Date you first came to live in UK
	

	Were you ever registered with an Armed Forces GP (if applicable)

	Please indicate if you served in the UK Armed Forces and/or been registered with a Ministry of Defence GP in the UK or overseas

	 |_| Regular            
	  |_| Reservist             
	  |_| Veteran      
	  |_| Family Member (Spouse, Civil Partner, Service Child)

	Address before enlisting:
	
	Postcode:
	
	

	Service or Personnel number:
	
	 Enlistment date:
	
	 Discharge date:
	

	
	
	dd/mm/yy
	
	dd/mm/yy
	

	Footnote: These questions are optional and your answers will not affect your entitlement to register or receive services from the NHS but may improve access to some NHS priority and service charities services.



	If you need your doctor to dispense medicines and appliances*
	* Not all doctors are
  authorised to
  dispense medicines

	
	

	 |_| I live more than 1.6km in a straight line from the nearest chemist
	

	
	

	 |_| I would have serious difficulty in getting them from a chemist

	

	

	 |_| Signature of Patient
	 |_| Signature on behalf of patient
	 

	Signature:  
	
	
	Date:  (dd/mm/yy)
	
	
	
	
	
	



	

	 What is your ethnic group?

	 Please tick one box that best describes your ethnic group or background from the options below:

	 White:     |_| British     |_| Irish     |_| Irish Traveller     |_| Traveller     |_| Gypsy/Romany     |_| Polish

	  |_| Any other White background (please write in):
	

	 Mixed:     |_| White and Black Caribbean     |_| White and Black African     |_| White and Asian

	  |_| Any other Mixed background (please write in):
	

	 Asian or Asian British:     |_| Indian     |_| Pakistani     |_| Bangladeshi

	  |_| Any other Asian background (please write in):
	

	 Black or Black British:     |_| Caribbean     |_| African    |_| Somali     |_| Nigerian

	  |_| Any other Black background (please write in):
	

	 Other ethnic group:     |_| Chinese     |_| Filipino

	  |_| Any other ethnic group (please write in):
	

	 Not stated:   |_|

	 Not stated should be used where the PERSON has been given the opportunity to state their ETHNIC CATEGORY but chose not to.

	

	 NHS England use only
	Patient registered for:
	  GMS
	      Dispensing

	[bookmark: _Hlk167466098]062021_006
	Product Code: GMS1
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	To be completed by the GP Practice
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	Practice Name:
	       ROSLEA SURGERY
	Practice Code:
	       P81083

	   |_|  I have accepted this patient for general medical services on behalf of the practice

	

	   |_| I will dispense medicines/appliances to this patient subject to NHS England approval.



	I declare to the best of my belief this information is correct
	Practice Stamp

	
	
	

	 Authorised Signature
	
	

	

	 Name
	
	       Date:  (dd/mm/yy)
	
	
	
	
	
	
	

	
	
	



	SUPPLEMENTARY QUESTIONS - These questions and the patient declaration are optional, and your answers will not affect your entitlement to register or receive services from your GP.

	PATIENT DECLARATION for all patients who are not ordinarily resident in the UK

	Anybody in England can register with a GP practice and receive free medical care from that practice.

	However, if you are not ‘ordinarily resident’ in the UK you may have to pay for NHS treatment outside of the GP practice. Being ordinarily resident broadly means living lawfully in the UK on a properly settled basis for the time being. In most cases, nationals of countries outside the European Economic Area must also have the status of ‘indefinite leave to remain’ in the UK.

	Some services, such as diagnostic tests of suspected infectious diseases and any treatment of those diseases are free of charge to all people, while some groups who are not ordinarily resident here are exempt from all treatment charges.

	More information on ordinary residence, exemptions and paying for NHS services can be found in the Visitor and Migrant patient leaflet, available from your GP practice.

	You may be asked to provide proof of entitlement in order to receive free NHS treatment outside of the GP practice, otherwise you may be charged for your treatment. Even if you have to pay for a service, you will always be provided with any immediately necessary or urgent treatment, regardless of advance payment.

	The information you give on this form will be used to assist in identifying your chargeable status, and may be shared, including with NHS secondary care organisations (e.g. hospitals) and NHS Digital, for the purposes of validation, invoicing and cost recovery. You may be contacted on behalf of the NHS to confirm any details you have provided.

	Please tick one of the following boxes:

	a)
	|_| I understand that I may need to pay for NHS treatment outside of the GP practice.

	b)
	|_| I understand I have a valid exemption from paying for NHS treatment outside of the GP practice. This includes for example, an EHIC, or payment of the Immigration Health Charge (“the Surcharge”), when accompanied by a valid visa. I can provide documents to support this when requested.

	c)
	|_| I do not know my chargeable status.

	I declare that the information I give on this form is correct and complete. I understand that if it is not correct, appropriate action may be taken against me.

	A parent/guardian should complete the form on behalf of a child under 16.

	Signed:
	
	Date (dd/mm/yy):
	
	
	
	
	
	

	Print name:
	
	Relationship to patient:
	

	On behalf of:
	
	
	



	Complete this section if you live in another EEA country, or have moved to the UK to study or retire, or if you live in the UK but work in another EEA member state. Do not complete this section if you have an EHIC issued by the UK.

	NON-UK EUROPEAN HEALTH INSURANCE CARD (EHIC), PROVISIONAL REPLACEMENT CERTIFICATE (PRC)

DETAILS and S1 FORMS

	Do you have a non-UK EHIC or PRC?
	 YES: |_|     NO: |_|
	 If yes, please enter details from your EHIC or PRC below:

	[image: ]
	Country Code        [image: ]
	

	
	3: 
	Name
	

	
	4: 
	Given Names
	

	
	5: 
	Date of Birth
	

	
	6: 
	Personal Identification Number
	

	If you are visiting from another EEA country and do not hold a current EHIC (or Provisional Replacement Certificate (PRC))/S1, you may be billed for the cost of any treatment received outside of the GP practice, including at a hospital.	
	
	
	

	
	7:
	Identification number of the institution
	

	
	8:
	Identification number of the card
	

	
	9:
	Expiry Date (dd/mm/yy)
	

	PRC validity period
	(a) From:
	(dd/mm/yy)
	(b) To:      
	(dd/mm/yy)

	Please tick |_| if you have an S1 (e.g. you are retiring to the UK or you have been posted here by your employer for work or you live in the UK but work in another EEA member state). Please give your S1 form to the practice staff.

	How will your EHIC/PRC/S1 data be used? By using your EHIC or PRC for NHS treatment costs your EHIC or PRC data and GP appointment data will be shared with NHS secondary care (hospitals) and NHS Digital solely for the purposes of cost recovery. Your clinical data will not be shared in the cost recovery process.
Your EHIC, PRC or S1 information will be shared with The Department for Work and Pensions for the purpose of recovering your NHS costs from your home country.
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ROSLEA SURGERY
New Patient Questionnaire 		

Complete this form IN FULL by ticking relevant boxes and printing clearly using BLOCK CAPITALS.

	PATIENT INFORMATION

	

	Personal Details

	

	Title:
	Adults: |_| Mx   |_| Mr   |_| Mrs   |_| Ms   |_| Dr   |_| Prof
	Children:   |_| Master   |_| Miss   

	Surname:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	First name:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Middle Name(s):
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Known as:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Previous Surname:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Date of Birth:
	
	
	
	
	
	
	
	
	
	
	(In dd/mm/yyyy format please)

	NHS Number:
	
	
	
	
	
	
	
	
	
	
	(There10 numbers in your NHS Number)

	

	PLEASE NOTE: 
If you have had a previous GP, find your NHS No on letters, prescriptions,
in your Online App, in the baby book or at WWW.NHS.UK/FIND-NHS-NUMBER

	

	Sex:
	|_| Female
	|_| Male
	

	Gender:
	|_| Female  
	|_| Male

	
	|_| Non-binary   
	|_| Decline to say   

	
	|_| Other (please specify):>>
	____________________________________________________

	Religion:
	|_| C of E
	|_| Buddhist
	|_| Sikh
	|_| No religion

	
	|_| Catholic
	|_| Hindu
	|_| Jewish
	|_| Other: enter below

	
	|_| Other Christian 
	|_| Muslim
	|_| Jehovah’s Witness
	> ___________________

	Ethnicity
	|_| Asian Bangladeshi
	|_| Asian Indian
	|_| Asian Pakistani

	
	|_| Asian other (please specify):>>
	_______________________________________________

	
	|_| Black African
	|_| Black British
	|_| Black Caribbean

	
	|_| White British
	|_| White Irish

	
	|_| White other (please specify):>>
	_______________________________________________

	
	[bookmark: Check18]|_| White & Asian
	[bookmark: Check17]|_|  White & Black African
	[bookmark: Check15]|_|  White & Black Caribbean

	
	[bookmark: Check19]|_| Other Mixed (please specify):>>
	_______________________________________________

	
	[bookmark: Check20]|_|  Other (please specify):>> ____________________________
	[bookmark: Check21]|_|  Decline to say

	Main Language:
	|_| English      
	|_| BSL      
	|_| Other (please specify): _______________________________

	Interpreter required?
	|_| Yes    |_| No

	Alternate needs:
	Visual impairment
	|_| Right eye   
	|_| Left eye   
	|_| Both eyes
	|_| N/A

	
	Hearing impairment
	|_| Right ear   
	|_| Left ear 
	|_| Both ears
	|_| N/A

	
	Learning disabilities
	|_| Yes                  
	|_| No
	

	

	Home Address

	

	House name/Flat no:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Number & Street:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Locality:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Town/City:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Post code:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	Contact Details

	

	Home Tel No:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mobile Tel No:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Email Address:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	It is YOUR responsibility to update us asap with any changes to your address, phone numbers or email.





	GP LINKS INFORMATION

	

	! Have you ever been registered in the NHS before?
	|_| Yes   |_| No

	! If no and you are from abroad, date you entered the country:
	Date: __________________________________

	

	Birth Details

	

	! Country of Birth:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	! Town or City of Birth:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	Previous GP

	

	! Surgery name:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	! Surgery Address:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



	Previous Address

	

	! House name/Flat no:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	! Number & Street:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	! Locality:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	! Town/City:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	! Post code:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



	PERSONAL RELATIONSHIPS INFORMATION

	

	Next of Kin (NoK)

	

	Title:
	|_| Mx   |_| Mr   |_| Mrs   |_| Ms   |_| Dr   |_| Prof

	Surname:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	First name:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	House name/Flat no:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Number & Street:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Locality:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Town/City:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Post code:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tel no:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Relationship:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	Emergency Contact

	

	Name:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tel no:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Relationship:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	Immediate family members registered with us (parent, child, and/or partner) and living at your address:

	

	Name:
	
	DoB:
	
	Relationship:
	

	Name:
	
	DoB:
	
	Relationship:
	

	Name:
	
	DoB:
	
	Relationship:
	

	Name:
	
	DoB:
	
	Relationship:
	

	

	Carer Information

	

	A carer could be a family member, friend or neighbour. You could be both cared for and a carer.

	

	Are you a carer?
	|_| No
	|_| Yes – Informal / Unpaid Carer
	|_| Yes – Occupational / Paid Carer

	If Yes, please complete a Carer’s Pack (ask at reception). You will be entitled to a Carer’s Annual Health Assessment.

	

	Do you have a carer?
	|_| No
	|_| Yes – Informal / Unpaid Carer
	|_| Yes – Occupational / Paid Carer

	If you have answered Yes above, please complete a consent form (ask at reception).

	Is this person your main carer?
	|_| Yes   |_| No
	Is this person your next of kin?
	|_| Yes   |_| No

	Can we contact your carer in an emergency?
	|_| Yes   |_| No

	Do you consent to your carer having access to your clinical record?
	|_| Yes   |_| No

	





	CHILDREN UNDER 18 YEARS OF AGE

	

	Does this child have a social worker?  
	|_| Yes   |_| No

	Social worker’s name and contact number
	Tel: ________________________________________________

	

	Is this child on the Looked After Child Registry?
	|_| Yes   |_| No



	DoLS - DEPRIVATION OF LIBERTIES SAFEGUARDS

	

	The DoLS are part of the mental capacity act of 2005. They aim to ensure that people in care homes, hospitals and supported living are looked after in a way that does not inappropriately restrict their freedom.

	

	Is there a DoLS in place for the person registering?
	|_| Yes   |_| No

	If Yes, please provide details: _____________________________________________________________________



	DNACPR - DO NOT ATTEMPT RESUSCITATION

	

	Is there a DNACPR (Do not attempt resuscitation) in place for the person registering?
	|_| Yes   |_| No

	If Yes, where is the form kept: ______________________________________________________________________



	PoA/H&W - POWER OF ATTORNEY FOR HEALTH AND WELFARE

	

	Is there a PoA/H&W in place for the person registering?
	|_| Yes   |_| No

	Attorney’s name and contact number: ________________________________________________________________

	
The original document MUST be brought into surgery to be scanned into your medical record.



	FAMILY MEDICAL HISTORY

	

	Close family members who suffer or have suffered from the following conditions:

	Please add MATERNAL for your mother’s side or PATERNAL for your father’s side. See examples below.

	EXAMPLES:
	MATERNAL GRANDMOTHER / GRANDFATHER - PATERNAL AUNT / UNCLE

	

	CONDITION
	FAMILY MEMBER(S)
	CONDITION
	FAMILY MEMBER(S)

	|_| Asthma
	
	|_| Heart Failure
	

	|_| COPD
	
	|_| High Blood Pressure
	

	|_| Epilepsy
	
	|_| Kidney Disease
	

	|_| Depression
	
	|_| Liver Disease
	

	|_| Diabetes Type 1  
	
	|_| Stroke
	

	|_| Diabetes Type 2
	
	|_| Overactive Thyroid 
	

	|_| Heart Disease
	
	|_| Underactive Thyroid
	

	

	|_| Cancer
	
	Type of cancer:

	|_| Cancer
	
	Type of cancer:

	|_| Cancer
	
	Type of cancer:

	Any other major conditions not listed above:
______________________________________________________________________________________________




	YOUR MEDICAL HISTORY

	

	Significant Conditions

	

	Do you suffer from or have you ever suffered from the following conditions?

	|_| Asthma
	|_| Heart Disease
	|_| Liver Disease

	|_| COPD
	|_| Heart Failure
	|_| Stroke

	|_| Epilepsy
	|_| High Blood Pressure
	|_| Overactive Thyroid   

	|_| Depression
	|_| Kidney Disease
	|_| Underactive Thyroid

	|_| Diabetes Type 1   
	|_| Diabetes Type 2 
	

	|_| Cancer (please specify):
	_______________________________________________________________________

	Any other major conditions not listed above:
______________________________________________________________________________________________


	

	Allergies, Adverse Reactions, and/or Sensitivities

	

	|_| I have no known allergies, adverse reactions and/or sensitivities at this time.

	|_| I suffer from the following allergies, adverse reactions and/or sensitivities noted below:
______________________________________________________________________________________________



	MEDICATION

	

	Current Medication

	

	Are you taking / using any prescribed repeat medications?   
	|_| Yes   |_| No

	[bookmark: _Hlk507939439]>>> If Yes, please provide a current repeat medication list from your previous GP or pharmacy.

	

	Are you using any over the counter medications /  supplements regularly?
	|_| Yes   |_| No

	If Yes, please list them below. ____________________________________________________________________________


	

	

	Nominated Pharmacy 



	Name:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Location:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	





	LIFESTYLE INFORMATION

	

	Measurements

	

	Height:  _____________       |_| cm     |_| feet & inches
	Weight: _____________       |_| kg      |_| stone & pounds



	Alcohol Intake

	

	! How many units of alcohol do you drink in a week?
	Units: ____________________________________

	

	[image: ]

	

	Please answer the following sets of questions below which are validated as screening tools for alcohol use

	

	Audit–C Questions

	

	How often do you have a drink containing alcohol?

	|_| Never
	|_| Monthly or Less
	|_| 2-4 times/month
	|_| 2-3 times/week
	|_| 4+ times/week

	How many units of alcohol do you drink on a typical day when you are drinking?

	|_| 1 - 2
	|_| 3 - 4
	|_| 5 - 6
	|_| 7 - 9
	|_| 10 +

	How often have you had 6 or more units if female, or 8 or more units if male, on a single occasion in the last year?

	|_| Never
	|_| Monthly or Less
	|_| 2-4 times/month
	|_| 2-3 times/week
	|_| 4+ times/week

	

	
Additional Audit Questions

	

	How often during the last year have you found that you were not able to stop drinking once you had started?

	|_| Never
	|_| Less than monthly
	|_| Monthly
	|_| Weekly
	|_| Daily/almost daily

	How often during the last year have you failed to do what was normally expected from you because of your drinking?

	|_| Never
	|_| Less than monthly
	|_| Monthly
	|_| Weekly
	|_| Daily/almost daily

	How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?

	|_| Never
	|_| Less than monthly
	|_| Monthly
	|_| Weekly
	|_| Daily/almost daily

	How often during the last year have you had a feeling of guilt or remorse after drinking?

	|_| Never
	|_| Less than monthly
	|_| Monthly
	|_| Weekly
	|_| Daily/almost daily

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?

	|_| Never
	|_| Less than monthly
	|_| Monthly
	|_| Weekly
	|_| Daily/almost daily

	Have you or somebody else been injured as a result of your drinking?

	|_| No
	|_| Yes, but not in the last year
	|_| Yes, during the last year

	Has a relative/friend/doctor/other health worker been concerned about your drinking or suggested that you cut down?

	|_| No
	|_| Yes, but not in the last year
	|_| Yes, during the last year

	

	[bookmark: _Hlk160842070]Smoking 

	

	! |_| I have never smoked tobacco.

	! |_| I am a current smoker of
	 |_| < 1
	|_| 1-9
	|_| 10-19
	|_| 20-39
	|_| 40+
	cigarette(s) per day.

	! |_| I am an ex-smoker of
	 |_| < 1
	|_| 1-9
	|_| 10-19
	|_| 20-39
	|_| 40+
	cigarette(s) per day.

	! |_| I use an e-Cigarette. I use
	 |_| 1/4
	|_| 1/2
	|_| 3/4
	|_| 1
	|_| 1+
	cartridge(s) per day.

	

	Would you like information on where you can get help to quit smoking?
	|_| Yes               
	|_| No
	



	Exercise

	

	I enjoy
	|_| light
	|_| moderate
	|_| heavy
	exercise.

	

	|_| My exercise level is limited.
	|_| Exercise is impossible.



	OTHER DETAILS

	

	Please tick all that may apply

	

	! I am
	|_| a Military Veteran
	|_| a Refugee
	|_| an Asylum Seeker
	

	
	|_| Homeless
	|_| Housebound
	|_| an Overseas Visitor
	

	
	[bookmark: _Hlk507939246]|_| a European Health Insurance Card Holder (please bring details with you)

	[bookmark: _Hlk156712166]

	I live in a
	|_| Nursing Home
	|_| Residential Home
	|_| Sheltered Home



	BLOOD AND ORGAN DONATION

	

	[bookmark: _Hlk507939159]If you are interested in Blood Donation and would like to register as a donor, please visit https://www.blood.co.uk/

	If you are interested in Organ Donation and would like to register, please visit: https://www.organdonation.nhs.uk/



	SIGNATURE

	

	I confirm that the information I have provided is true to the best of my knowledge.

	

	Signature: 
	________________________________________________
	Relationship:
	_______________

	Printed Name:
	________________________________________________
	Date:
	_______________


	|_|  I am the patient
	|_|  Signed on behalf of the patient  
	




[bookmark: _Hlk160904112]
ROSLEA SURGERY
PATIENT CARE TEXT MESSAGING CONSENT DECLARATION

	[bookmark: _Hlk160849913]1.
	I consent to the practice contacting me by text message for the purposes of Appointment reminders, Test results, Correspondence related to my health, etc.


	2.
	I acknowledge that appointment reminders by text are an additional service and that these may not take place on 
all / or on any occasion, and that the responsibility of attending appointments or cancelling them still rests with me. 
I can cancel the text message facility at any time.


	3.
	I acknowledge that the surgery does not offer a ‘reply to’ facility to enable the patient to respond to texts directly.


	4.
	I understand text messages are generated using a secure facility but that they are transmitted over a public network onto a personal telephone and as such may not be secure, however the practice will not transmit any information which would enable an individual patient to be identified.


	[bookmark: _Hlk160915953]5.
	I agree to advise the practice if my mobile number changes or if this is no longer in my possession


	

	
	[bookmark: _Hlk174116290]SIGNATURE

	

	I confirm that the information I have provided is true to the best of my knowledge.

	

	Signature: 
	________________________________________________
	Relationship:
	_______________

	Printed Name:
	________________________________________________
	Date:
	_______________


	|_|  I am the patient
	|_|  Signed on behalf of the patient  
	




	The practice does not share any contact details with any organisation outside of the NHS.



ROSLEA SURGERY
ACCESS TO GP ONLINE SERVICES	

Important Information – Please read before completing the application form

	If you wish to, you can now use the internet via computer or mobile app to book appointments with a GP, request repeat prescriptions for any medications you take regularly and look at your medical record online. You can also still use the telephone or call in to the surgery for any of these services as well.  It’s your choice.

	

	It will be your responsibility to keep your login details and password safe and secure.  If you know or suspect that your record has been accessed by someone that you have not agreed should see it, then you should change your password immediately. If you are unable to do this for some reason, we recommend that you contact the practice so that they can remove online access until you are able to reset your password.

	

	If you print out any information from your record, it is also your responsibility to keep this secure.  If you are at all worried about keeping printed copies safe, we recommend that you do not make copies at all.

	

	During the working day it is sometimes necessary for practice staff to input into your record, for example, to attach a document that has been received, or update your information. Therefore, you will notice admin/reception staff names alongside some of your medical information – this is quite normal.  

	

	The definition of a full medical record is all the information that is held in a patient’s record; this includes letters, documents, and any free text which has been added by practice staff, usually the GP. The coded record is all the information that is in the record in coded form, such as diagnoses, signs and symptoms (such as coughing, headache etc.) but excludes letters, documents and free text.

	

	Before you apply for online access to your record, there are some other things to consider. Although the chances of any of these things happening are very small, you will be asked that you have read and understood the following before you are given login details:

	

	Forgotten history


	There may be something you have forgotten about in your record that you might find upsetting.

	

	Abnormal results or bad news  


	If your GP has given you access to test results or letters, you may see something that you find upsetting to you. This may occur before you have spoken to your doctor or while the surgery is closed and you cannot contact them.

	

	Choosing to share your information with someone

	It’s up to you whether or not you share your information with others – perhaps family members or carers. It’s your choice, but also your responsibility to keep the information safe and secure.  

	

	Coercion

	If you think you may be pressured into revealing details from your patient record to someone else against your will, it is best that you do not register for access at this time.

	

	Misunderstood information

	Your medical record is designed to be used by clinical professionals to ensure that you receive the best possible care.  Some of the information within your medical record may be highly technical, written by specialists and not easily understood. If you require further clarification, please contact the surgery for a clearer explanation. 

	

	Information about someone else

	If you spot something in the record that is not about you or notice any other errors, please log out of the system immediately and contact the practice as soon as possible.



	Confidentiality and Security

	

	Information sent via GP online services is encrypted so messages sent cannot be intercepted or read by others, only the patient and the practice are able to see any personal information. 
The computer system is connected to EMIS Access through the NHS network. The surgery will only enable the internet access facilities if requested to do so by the patient.



ROSLEA SURGERY
	APPLICATION FOR AN EMIS ACCESS ONLINE ACCOUNT

	

	Terms and Conditions

	

	1.
	Whilst the surgery makes all reasonable efforts to provide the service, it is not liable for any failure to provide the service, in part or full, for any cause that is beyond its reasonable control. This includes any suspension of the service resulting in maintenance and upgrades to the system or those of any party used to provide the service.


	2.
	You must keep your personal details secret and take all reasonable precautions to prevent fraudulent use of your personal details. If fraudulent use is suspected, contact the surgery as soon as possible.


	3.
	The Surgery reserves the right to change the service from time to time and shall give appropriate notice of any material changes. They may, where considered appropriate for patient protection suspend, withdraw, or restrict the use of the service. Patients will be notified as soon as practicable if any such action is taken. The surgery reserves the right to vary these terms and conditions and appropriate notice will be given of any material changes.


	4.
	
This facility is currently available for routine doctor’s appointments and repeat prescriptions. 
All booked appointments are cancellable on-line; if an appointment booked is NOT cancelled without good reason, and results in a “did not attend” the surgery reserves the right to revoke its use.



	

	
    I would like to apply for an EMIS Access Account giving me the ability to: 

· Book routine GP appointments
· Cancel appointments
· Request repeat medication


	


	
    ! Please tick only one

	

	|_|
	I prefer my account details to be emailed to the address I have given below.

Email (required for access): _________________________________________________________________


	|_|
	I will collect the letter containing my account details from reception in person.


	|_|
	I would like to nominate a friend/relative/carer to collect my account details on my behalf and I understand the person collecting my details will have access to my confidential account information and I take full responsibility for any misuse of my account or breaches of confidentiality that may occur as a result.


	

	
|_| I have read and understood the ‘Important Information’ section

	|_| I have read and agreed with all the ‘Terms and Conditions’ of use.




Photographic proof of your identification is required in order for the sign-up process to be completed.

	SIGNATURE

	

	I confirm that the information I have provided is true to the best of my knowledge.

	

	Signature: 
	________________________________________________
	Relationship:
	_______________

	Printed Name:
	________________________________________________
	Date:
	_______________


	|_|  I am the patient
	|_|  Signed on behalf of the patient  
	


The practice does not share any contact details with any organisation outside of the NHS.



ROSLEA SURGERY
INFORMATION FOR NEW PATIENTS: ABOUT YOUR SUMMARY CARE RECORD          

Dear patient, 

If you are registered with a GP practice in England, you will already have a Summary Care Record (SCR), unless you have previously chosen not to have one. It will contain key information about the medicines you are taking, allergies you suffer from and any adverse reactions to medicines you have had in the past. Information about your healthcare may not be routinely shared across different healthcare organisations and systems. You may need to be treated by health and care professionals who do not know your medical history. Essential details about your healthcare can be difficult to remember, particularly when you are unwell or have complex care needs. Having a Summary Care Record can help by providing healthcare staff treating you with vital information from your health record. This will help the staff involved in your care make better and safer decisions about how best to treat you. 

You have a choice of what information you would like to share and with whom. Authorised healthcare staff can only view your SCR with your permission. The information shared will solely be used for the benefit of your care.
Your options are outlined below. Please indicate your choice on the form below.

· Express consent for medication, allergies, and adverse reactions only. You wish to share information about medication, allergies for adverse reactions only.

· Express consent for medication, allergies, adverse reactions, and additional information. You wish to share information about medication, allergies for adverse reactions and further medical information that includes: your illnesses and health problems, operations, and vaccinations you have had in the past, how you would like to be treated (such as where you would prefer to receive care), what support you might need and who should be contacted for more information about you.

· Express dissent for Summary Care Record (opt out). Select this option, if you DO NOT want any information shared with other healthcare professionals involved in your care.

If you chose not to complete this consent form, a core Summary Care Record (SCR) will be created for you, which will contain only medications, allergies, and adverse reactions.

Once you have completed the consent form, please return it to your GP practice.

You are free to change your decision at any time by informing your GP practice.


Summary Care Record (SCR) Consent Declaration

Having read the above information regarding your choices, please choose one of the three options below and return the completed form to your GP practice:

Yes, I would like a Summary Care Record.

|_|   Express consent for medication, allergies, and adverse reactions only.

|_|   Express consent for medication, allergies, adverse reactions, and additional information.


No, I would not like a Summary Care Record	
|_|   Express dissent for Summary Care Record (opt out).


	Patient’s name:
	
	Patient’s Date of Birth:
	

	Patient’s postcode:
	
	NHS number:
	

	Patient’s Signature:
	
	Date:
	

	Surgery name:   
	Roslea Surgery
	Surgery location:
	Bamber Bridge, Preston

	

	If you are completing this form on another’s behalf, ensure that you fill out THEIR details above and YOUR details below.

	

	Name:
	
	Designation:
	

	Signature:
	
	 Date:
	

	

	Please tick only one below:

	

	|_| Parent
	|_| Legal Guardian
	|_| Health Professional 
	|_| Lasting Power of Attorney for Health and Welfare



For more information, please visit HTTPS://WWW.DIGITAL.NHS.UK/SUMMARY-CARE-RECORDS/PATIENTS,or call NHS Digital on 0300 303 5678
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