FAIRHILL MEDICAL PRACTICE – Registration Form (The Health Centre)  
Please complete BOTH SIDES of this form in BLOCK CAPITALS and tick (() as appropriate 
	PATIENT DETAILS

	Title
	(  Mr                  ( Mrs                   ( Miss                    ( Ms

	First & Middle Names
	

	Surname (Family Name)
	

	University Residential Address
	

	
	[image: image1.jpg]




	Telephone Number (Mobile)
	

	Town and Country of Birth
	

	Date of Birth 
	

	Gender
	(  Male                  ( Female

	NHS No.
	


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

	Your last UK address 

(where you were registered with an NHS doctor)
	

	
	

	Name of current Doctor
	


	STUDENT I.D. NUMBER
	

	Have you recently arrived from abroad?
	(  No               ( Yes       

                           If Yes – Date of arrival in UK:

	Anticipated Year of completion of studies 
	


	MEDICAL / PERSONAL / VACCINATION INFORMATION

	Do you smoke?
	(  No               ( Yes      If Yes - How many per day approx?

	(Office Use Only) Advice given:   (  No               ( Yes 

	Ht / Wgt / Waist
	Height:               Weight:                     Waist Circumference:            

	Do you have any allergies?
	(  No               ( Yes       Details:

	Do you suffer from any medical conditions?
	

	Any Regular Medication?
	

	Vaccinations
	Year of last TETNUS vaccination:

Year of last MENINGITIS vaccination:

Year of first MMR vaccination:

Year of second MMR vaccination: 


	Carer Status
	( Is a Carer                  ( Has a Carer                   ( N/A


	Consent given to be contacted by TXT message
	                ( Yes                ( No


	Would you like a health check?
	     ( No                ( Yes (Please contact the Health Centre)


	As part of our screening programme we offer an HIV and Chlamydia Test. Please only tick if you wish to opt out:
	( HIV Test               
( Chlamydia Test


	Signature 
	
	Date
	            /             /


PLEASE TICK ONE OF THE BOXES BELOW          

	Ethnicity


	Please Tick
	For Office Use

	White British      
	(
	.9S10

	White Irish           
	(
	.9S11

	White – Other White Background       
	(
	.9S12

	Mixed - Black Caribbean & White
	(
	.9SB5

	Mixed – White & Black African
	(
	.9SB6

	Mixed -  White & Asian
	(
	.9SB2

	Mixed – Any Other Mixed Background
	(
	.9SB4

	Indian
	(
	.9S6

	Pakistani
	(
	.9S7

	Bangladeshi
	(
	.9S8

	Other Asian Background
	(
	.9SH

	Black Caribbean
	(
	.9S2

	Black African
	(
	.9S3

	Any Other Black Background
	(
	.9SG

	Chinese
	(
	.9S9

	Korean (Add both codes)
	(
	.13ee & .9SH

	Sri Lankan (Add both codes)
	(
	.13ef & .9iA4

	Other Ethnic Group
	(
	.9SJ

	Ethnicity Coding Declined
	(
	.9SE


	Please state first language spoken
	
	For Office Use (.13l – pick out from list)


	Alcohol Consumption – Patients aged 16 and over

	
	Scoring System
	

	Questions
	0
	1
	2
	3
	4
	Your Score

	How often do you have a drink that contains alcohol?
	Never
	Monthly or less
	2-4 times a month
	2-3 times a week
	4 or more times a week
	

	How many standard alcoholic drinks do you have on a typical day when you are drinking?
	1-2
	3-4
	5-6
	7-8
	10+
	

	How often do you have 6 or more standard drinks on one occasion?
	Never
	Less than Monthly
	Monthly
	Weekly
	Daily or almost daily
	











