Insch Medical Practice Registration Sheet

Date completed:

It may be some time before your records reach us.  To help us to give you the best possible care we would ask that you fill in one of these forms for each member of your family.

	SURNAME
	

	FORENAMES
	

	DATE OF BIRTH
	

	OCCUPATION
	


	CONTACT TELEPHONE No.s
	
	Relationship to patient

	Day
	
	

	Evening
	
	

	Mobile
	
	

	*Emergency
	
	


*Emergency telephone contact number – Please provide a telephone number of someone who could be contacted in an emergency situation.  In the case of a child please, where possible, provide an alternative to that of the parent/guardian.
WHICH OF THE FOLLOWING BEST DESCRIBES YOUR ETHNIC ORIGIN?

(tick one box only)

	A White
	B Mixed or multiple

Ethnic group
	C Asian, Asian Scottish or Asian British
	D African, Caribbean   or Black

	□ Scottish □ English
□Welsh □ Northern Irish
	□ Any mixed or       multiple ethnic group 
	□ Indian □ Indian Scottish   □ Indian British
	□ African 

□ African Scottish

 □ African British

	□ British □ Irish

□Gypsy/Traveller
	
	□ Pakistani □ Pakistani Scottish □ Pakistani British
	□ Caribbean 
□ Caribbean Scottish

□ Caribbean British

	□ Polish
	
	□ Bangladeshi 

□ Bangladeshi Scottish

□ Bangladeshi British
	□ Black □ Black Scottish

□ Black British

	□ Any other white ethnic

    Group 


	
	□ Chinese 

□ Chinese Scottish 

 □ Chinese British
	□ Other

	E Other ethnic group    

□ Arab
	
	□ Other
	


	Do you need an interpreter?
	Yes / No

	If Yes, what Language?
	


	Do you have a Carer?
	Yes / No

	If Yes, please state:
	

	Name of Carer
	

	Carer Contact telephone number 
	


	Do you look after anyone not living with you?
	Yes / No

	Name/s of cared for person/s
	

	Relationship
	


Personal Medical History.  Have you suffered from any of the following?  If so, please note below.

	Asthma
	Yes / No

	Heart Disease
	Yes / No

	Stroke
	Yes / No

	Diabetes
	Yes / No

	High Blood Pressure
	Yes / No

	High Blood Cholesterol
	Yes / No

	Other major illnesses/ operations
	

	Allergies


	

	Adults only: Date of last Tetanus
	


Family Medical History.  Please note any condition which runs in your family noting family member affected by each.

	
	
	Relationship

	Asthma
	Yes / No
	

	Heart Disease
	Yes / No
	

	Heart Disease before age 60yrs
	Yes / No
	

	Stroke
	Yes / No
	

	Diabetes
	Yes / No
	

	High Blood Pressure
	Yes / No
	

	High Blood Cholesterol
	Yes / No
	

	Breast Cancer
	Yes / No
	

	Glacoma
	Yes / No
	


Smoking History.  Do you presently smoke?     Yes / No     If Yes:
	How many per day?
	
	


Have you seriously smoked in the past?
	How many per day?
	
	When did you stop?
	


	Alcohol Intake. Do you drink alcohol     Yes / No   If Yes:
How many units per week?
	                                                             Total units


1 pint beer = 2 units, 1 measure of spirit = 1 unit, 1 bottle of wine = 10 units 1 bottle of spirits – 30 units

Exercise and Fitness.  Tick the box that best describes the exercise you take.

	Exercise is physically impossible
	
	Do not take any form of regular exercise
	

	Light exercise (once a week)
	
	Moderate exercise (3 times a week)
	

	Heavy exercise (most days
	
	
	


WOMEN ONLY.  Please list any pregnancies
	
	Date or year
	Live birth, miscarriage etc
	Name

	1
	
	
	

	2
	
	
	

	3
	
	
	


Last cervical smear 

	Where 
	When
	By Whom
	Result, if known

	
	
	
	


Breast screening Examination?

	Where 
	When
	By Whom
	Result, if known

	
	
	
	


Are you using any method of Contraception?  If Yes, please note method below

	


