' TG o
Church Hill Surgery
The Department of Health has requested that we collect Ethnic Data - S T ' Y l
for the planning of health needs throughout the Country. Completion » ) , ‘ 1 X
of the following section is optional. P ll i : ‘1 all M@E

All information provided will be treated as confidential. Welcome to Church Hill Surgery. We would be grateful if you
would spend a few minutes completing the attached Lifestyle

Ik BLACK OR BLACK BRITISH Questionnaire. In this way we are able to quickly establish any
British Group O | Caribbean ] medical needs you may have, because your medical records from
Irish O |African O your previous registered doctor may take up to 6 weeks to arrive.
Other 0
° regular medication?

MIXED 0 |ASIAN OR AsIAN BRITISH . Are you on regular m

is i i a ointment to
White & Black Caribbean Indian i If the answer to thls is YES, you will need to fna.ke napp ;

= see a Doctor and if you have a repeat prescription from your previous
White & Black African o |Pakistani 0 surgery this would be very helpful.
White & Asian Bangladeshi 1
CHINESE DECLINE !
Chinese O | Declined from Disclosing (] ¢
Any Other o | Ethnicity
L

The information you supply us will be used lawfully, in accordance
with the Data Protection Act 1998. The Data Protection Act 1998
gives you the right to know what information is help about you and

. . If you are unsure of anvthin lease speak to our Receptionists who
sets out rules to make sure that this information is handled properly. 4 YUIng p P P

will be very happy to heln you.



wnurcn Hul surgery — Lifestyle Questionnaire

- Néme: ......................................................................... Gender: F: O M:O
F o =TT TP OO PP PO POP P PP PP PO
Date of Birthi....cceeessensnsssasssssassasiuss (o114 TR [ o O ————"
WOIK Tel NO:..uiusesrsrseessrassssessassssinns Mobile Tel NO: ..ot
Please tick appropriate box: Married: O Divorced: O Single: O
DEPENUANES cvvevesevsersessassrssssssssssssseses s sassss s ssssssssisss s st srasis st e
Existence of Living Will: Yes:O  No:O  Details:....ccoviiiiininninens
Main |anguage SPOKEN ... e
Employed:0  Self Employed: 0 Unemployed:O Retired: O

REIIGION .. evecreesessssssssssisstssassis s bss s s st s bR s b s e
~Housebound O

Alcohol (Please select one option from each of the following lines)

Frequency of alcohol consumption | Never Monthly |2-4times |2-3times |4+times
or less per month |per week |per week
Units consumed on a typical day 1-2 3-4 5-6 7-9 10+
How often do you have 6+ units Never |Lessthan Moﬁthiy Weekly Daily or
(Females) 8+ units (Males) ona monthly almost
single occasion daily
Smoking: Never Smoked: o Smoker: O Ex-Smoker: O
Cigarettes per day: 1-6>: 0 7-10>: O 11-20>: O 20+: O
WEIGHL coveeeieiermrisisses s 2 L2174 1| AP OP RO

....................................................................................................................

Checked & Received BY: ....cicoieimmmmmenienieniiiene

If you are on regular medication you will need to make a routine
appointment with the doctor. If you have a repeat prescription from
your old surgery it would be very helpful.

Present MediCatioN.....ocvierereeeseeree e sibesasr s s s s s s s
Allergies t0 MediCatioN.......uv it

Chronicillness:
Do you suffered from any of the following

.1 71 ¢ - [Rm——— COPD...comsimmrusisssiissassnssen Diabetes. e
313, (- R — Heart Disease ................ Hypertension ...........
(034 1= SETTTTT U STOO OO SO OPPPORO PP TSPTR  SP R EITI LI
Cervical Screening: Date of most recent SITVOAT cccssusassrsnsransass iesissasaisnsse
Result: ....ccuve G it Y oA e SN TR R ARV
Mammogram: Date of most recent mammogram......oouinmeneee:

Family History .
Have your parents or close family suffered from any of the following
(Please indicate age relative was diagnosed)

Heart Disease: B 70| C- AR ——
CANCEL:  suesserssesessossnstsassasenssassssssnsbesasssssssssssssssessnsssnosnsesnentsssussasassnsessssonasass
DIADELES:  vovrveeeereesamsessesssssrsssssesersesssesssssssssssestsssssssannrsstsissssssesssasasssssassonss
¥. Y30 0111 - (OO — COPD:

------------------------------------------

HYPEILENSION:  cooveeirnvicriesie s s ssssss st s s it

EPIIEPSY:  crveeseerecrsmsissinssssssssmsississssssssssssssanssssaassmimnsss s st s s 8t
Next of Kin

................................................................................................................



The Accessible Information Standard aims to ensure that patients (or their carers)
who have a disability or sensory loss can receive, access and understand
information, for example in large print, braille or via email, and professional

communication support if they need it, for example from a British Sign Language
interpreter.

This applies to patients and their carers Who have information and / or
communication needs relating to a disability, impairment or sensory loss. It also

applies to parents and carers of patients who have such information and / or
communication needs, where appropriate.

Individuals most likely to be affected by the Standard include people who are blind or
deaf, who have some hearing and / or visual loss, people who are deaf blind and
people with a learning disability. However, this list is not exhaustive.

* Do you have communication needs? Yes O NoO
* Do you need a format other than standard print? Yes O NoO
» Do you have any special communication requirements? Yes O NoO

* How do you prefer to be contacted?

* What is your preferred method of communication? ...........cccevvveeeeeni...

* How would you like us to communicate with you?

..............................

= Can you explain what support would be helpful?

* What is the best way to send you information?

* What communication support could we provide for you?

Name: ..o Date of birth: .......coeviiiiiita.
If you have a carer do they need communication assistance? Yes O NoO
If “Yes’ what is your Main Carer's Name: ............coeeuieeeieiieeiieeeeeenen

Do you consent to the practice contacting your
main carer regarding your care? Yes O NoO

Please post or hand this form in to the surgery — thank you.



>2r emergency care summary

My Summary Care Record Chaice
+. "lease complete in BLOCK CAPITALS ‘

T Surname / Family name...............iocooeveeee b

et R NSNS NS

........................................................................................................................................................

N.<= Number (if known)

B. " you are filling out this form on behalf of another person or aj child, their GP practiée will consider this
re 1iest. Please ensure you fill out their details in section A and your details in section B

YU MAMGceesesmmsseeeeeees oo eee e YOur SIgnature. .........e..ueeeeeueeeneoesn
Re < fonship to L O S S , ..... Date ..’..j ..................................
'-S_i'. "1 mary Care Record Options = | ' %’::se |

YE: | would like a Summary Care Record containing details of my médications,éllergies and
an: sad reactions to medications | have had ‘ ¥

YE- ! would like a Summary Care Record containing details of my mejdications, allergies and
any -zd reactions to Mmedications | have had AND any other information that | hay‘e agreed with my

| GF =ractice to have included in my Summary Care Records | ,
Ple: - ¢ indicate what information you would like adding if you know j i

N [
» Eil
i .
e

i |
———

NC ¢c notwanta Summary Care Record

Vhz :oes it méan if | DO NOT have a Summary Care Recordg?

RS acalthcare staff caring for you  Your records will stay as I you have any questions, or if you
nzy r.ct be aware of your current they are now, with v\frant ta discuss your choices, please:
1ed czvions, allergies you suffer information being shared by °‘iphone the Summary Care Record
om z2~d any bad reactions to letter, email, fax or phone. Information Line on 0845 603 8510:

edizines you * contact your local/Patient Advice
ve hed, in order to treat you 'Liaison Service (PALS); or
el ir an emergency. * contact your GP practice.

o
I
|

|
|
|
|



:  Bharing Preferences

, i
|
A. Please complete in BLOCK ¢
i .;.z;....h.............................'..;.: ..................................................
=08 eng;me(s}............»...-,..'. .............................. trvesmnnncnennne.
: z'ess S eenenaesennc et e
S0 e Date of birth............
S RRPEA- §

Number (if Knowr:)

. - : I
L. Tyvou are filling out this form on be

------------------------------------------------------------------------------------------------------

on dehalf of another person ora éhild, Please ensure you fill out their details
£itdon A and your details in section B o -

i YT -
LaxidTfRlams

........................................ Your sngnature
;
Fesationship to patient .............. ettt D&S oo
| R ]
P i e P i
=tering out from this service Please fic
M T i [ O .
YEZ { would like to make mformaﬁtlon recorded at this'service sharable to other services
c3ing for me i ‘

»E . would not like to make

infoxfxﬁéﬁon recoi'ded ati this service sharable to other services
&ving for me - '

- - = s -
=N TIRG i i this Sarvic

SvVice |

T 1 »
2 to ble able to view information recorded af other Services caring
-Tinethat | have made sharabI,e

N 5t would not fike this service to be

able to view information recordeg at other services caring
fr e that | have made sharable © - : .

"<\@ read and understoog the leaflet “Your elecirenic patient record and the sharing of i

Piacae Note:

ati recorded about you at each service where You recej
ormation recorded about you is done So with the sirictest of confi
Slecironic records is fully auditable. :

NHS staff can only access shared information if You are receiving care from them.
Staif access is conirolied vlvii;h a Smart Card using ‘chip and PN’ security.

You can fequest certain items ic be marked as ‘private’ and these items will not be sharedg

Sharing in this way is only availabje where services use the same compuier system
There is z difference betwe

nformation’



Doctors Name ‘ HA Code

[J 1 have accepted this patient for general medical services [] For the provision of contraceptive services
[J 1 have accepted this patient for general medical services on behalf of the doctor named below who is a member of this practice
Doctors Name, if different from above HA Code

[:] | am on the HA CHS Ilst and will provnde Chlld Health Survelllance to thls patlent or

[:I | have accepted this patient on behalf of the doctor named below, who is a member of this practice and is on the
HA CHS list and will provide Child Health Surveillance to this patient.

Doctors Name, if different from above HA Code

[j 1am clalmlng rural practlce payment for this patlent
Distance in miles between my patlent's home address and my main surgery is

Practice Stamp

Authorised Signature

Name Date / /

PPLEMENTARY

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 whlle some groups who are not ordmanly reSIdent here are exempt from all treatment charges

ient leafl vrllfrm r GP practi
You may be asked to provide proof of entitiement 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 denﬁfyingyourdlargeablestams.andmybeshared induding
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) D | understand that | may need to pay for NHS treatment outside of the GP practice
b) [:] 1 understand | 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. | can
provide documents to support this when requested
Q) D | do not know my chargeable status
| declare that the information | give on this form is correct and complete. | 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:
PHRk ane: Relationship to
On behalf of: patient:

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.

O ROPEA A R A ARD PRO ONAL REPLA A PR
DETA d OR
Do you have a non-UK EHIC or PRC? | YEs:[] NO:[] bh s e sl
Country Code: E
3: Name
4: Given Names
5: Date of Birth
6: Personal Identification
If you are visiting from another EEA Number
country and do not hold a current 7: Identification number
EHIC (or Provisional Replacement of the institution
Certificate (PRC))/S1, you may be billed
for the cost of any treatment received 8: Identification number
outside of the GP practice, including of the card
at a hospital. 9: Expiry Date
PRC validity period (a) From: (b) To: |

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 $1 information will be shared with The Department for Work and Pensions for the purpose of
recovering your NHS costs from your home country.




Family doctor services registration cwvsi _

Patient’s details Please complete in BLOCK CAPITALS and tick !Z as appropriate.

COmre [ wmrs I:] Miss D Ms Sumame

Date of birth First names

Previous surname/s

T - o S G
[] male [] Female of birth

Postcode Telephone number

Please help us trace your previous medical records by providing the following information
Your previous address in UK Name of previous doctor while at that address

Address of previous doctor

If you are from abroad
Your first UK address where registered with a GP

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

If you are returning from the Armed Forces
Address before enlisting

Service or Enlistment
Personnel number date -

If you are registering a child under 5
[T 1 wish the child above to be registered with the doctor named overleaf for Child Health Surveillance

If you need your doctor to dispense medicines and appliances*

*Not all doctors are
[] I live more than 1 mile in a straight line from the nearest chemist authorised to
. L . . . dispense medicines
[ 1 would have serious difficulty in getting them from a chemist
[ signature of Patient  [] Signature on behalf of patient Date / /

NHS Organ Donor registration
| want to register my details on the NHS Organ Donor Register as someone whose organs/tissue may be used for transplantation
after my death. Please tick the boxes that apply.

[] Any of my organs and tissue or
[] kidneys  [] Heart [ Liver [] corneas  [] Lungs [[] Pancreas  [] Any part of my body

Signature confirming my agreement to organ/tissue donation Date / /

For more information, please ask at reception for an information leaflet or visit the website
www.uktransplant.org.uk, or call 0300 123 23 23.

NHS Blood Donor registration
I would like to join the NHS Blood Donor Register as someone who may be contacted and would be prepared to donate blood.

Tick here if you have given blood in the last 3 years E]
Signature confirming consent to inclusion on the NHS Blood Donor Register Date / /

For more information, please ask for the leaflet on joining the NHS Blood Donor Register
My preferred address for donation is: (only if different from above, e.g. your place of work)

Postcode:

HA use only Patient registered for L__| GMS D CHS [:] Dispensing [:I Rural Practice

042017_003 Product Code: GMS1



