SUNNISIDE MEDICAL PRACTICE
REGISTRATION FORM
To help us with your ‘New Patient’ registration, please answer the following questions.
WHEN COMPLETED, PLEASE HAND INTO RECEPTION ALONG WITH TWO FORMS OF ID (PROOF OF ADDRESS AND PHOTOGRAPHIC ID).
Please fill out all information, we will not be able to accept your registration if there is missing information.
Name: __________________________________________________________________		
Date of Birth: ____________________________________________________________
NHS number: _____________________________________________________________
Please list your contact details: 
			           Home: ___________________________________________________________________
	           Work: ____________________________________________________________________
	           Mobile: ___________________________________________________________________
	           Email Address: _____________________________________________________________

Next of Kin: ________________________________________________________________
						           Relationship: _________________________________________________________________
	           Contact telephone number: ____________________________________________________
	           Address: ____________________________________________________________________

Your Ethnicity: ______________________________________________________________
	           What is your first spoken language?  _____________________________________________Do you have any disabilities? If yes, please list:

Do you need an interpreter? ____________________________________________________	Do you have any disabilities? If yes, please list:
Do you have any disabilities? If yes, please list:

Height: ___________cm    
Weight: ___________kg
Do you have a family history of ischaemic heart disease or a family history of anything else? Please list: __________________________________________________________________
___________________________________________________________________________
History of Chronic Diseases – Please tick in the box if YOU suffer from any of the following diseases:
 ⃝ Coronary Heart Disease 	⃝ Heart Failure 	⃝ Left ventricular dysfunction                      ⃝ Chronic Kidney Disease 	⃝ Diabetes 		⃝ Hypertension                                                            ⃝ Stroke & Transient Ischaemic Attack	           ⃝ Epilepsy 		                                           ⃝ COPD or Asthma                    ⃝ Cancer 		⃝ Dementia 		                               ⃝ Mental Health                        ⃝  Depression 	⃝ Obesity 	                                                      ⃝ Learning Disabilities              ⃝ Hypothyroidism ⃝ Other: _______________________
Do you have any allergies? ___________________________________________________
Do you smoke cigarettes/pipe/cigars/others? If yes, please state/list the amount: 
_________________________________________________________________________
Do you drink alcohol? Consumed per week: _________________________________ units
(1 measure of whisky = 1 unit, 1 glass of wine = 1 unit, 1 pint of beer = 2 units)
Do you have any disabilities, impairments, or sensory loss? __________________________
__________________________________________________________________________

Do you look after someone? If yes, please list name and contact details: _______________
__________________________________________________________________________

Do you take any medication? If yes, please list the name and dosage: __________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Preferred Pharmacy: _________________________________________________________

Please provide us with a list of immunisations and the date they were given (this can be a 
print out from your previous practice): ___________________________________________
___________________________________________________________________________
____________________________________________________________________________
___________________________________________________________________________
Please provide us with a list of travel immunisations (if you have had to be immunised for foreign travel): _____________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
School/ nursery/ college/ university currently attending (if applicable): _________________ ___________________________________________________________________________
Females only:
Date of last cervical smear test: _________________________________________________
Result: ⃝ Normal   ⃝ Abnormal
Date of last Breast Screening: __________________________________________________
Result: ⃝ Normal   ⃝ Abnormal 
Pregnancies: dates, type of delivery and child gender: _______________________________
___________________________________________________________________________
___________________________________________________________________________
Would you like to register for online services? (Booking appointments and requesting prescriptions online) ⃝ Yes     ⃝ No  
Do you consent to receiving text messages? ⃝ Yes     ⃝ No  
Do you consent to being emailed? ⃝ Yes     ⃝ No  
Are you a young carer (aged between 5 and 18 years old)? ⃝ Yes     ⃝ No  

Welcome to Sunniside Surgery, we look forward to caring for you!

