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ASHBY TURN PRIMARY CARE CENTRE



Welcome to Ashby Turn Primary Care Centre.

As part of the Registration process at this surgery, we require you to complete the attached Registration Form to include your NHS number, if this is not available please contact your previous GP to obtain it. Also New Patient Questionnaire, needs completing.
We also require proof of identity –  please supply a Passport or Red Book.

If you have any repeat medication, we will require a copy of your repeat prescriptions. Please ensure you obtain a full month’s prescription from your previous practice before registering with us to ensure you do not run out.

We will be unable to register you without the above information.

If you require an urgent prescription, please note that we require 48 hours after your New Registration Appointment, to provide this safely.

Yours sincerely,

ASHBY TURN PRIMARY CARE PARTNERS

	ATPCC NEW PATIENT REGISTRATION QUESTIONNAIRE

CHILDREN FORM (up to 15 years old)

	Title:
	Full Name:
	Preferred Name:

	NHS number:
	Date of Birth:

	Address:                                                                                                                          

                                                                                                    

	Post Code:                                       

	Home Tel:                                        Mobile Tel:
Do you give consent for us to use this mobile number to send text messages?     YES / NO

	Ethnic Origin:

	Gender assigned at birth
	M / F
	First Spoken Language:

	Do You Need an Interpreter? Yes / No
	If So, What Language?

	Next of Kin Details:


	Surname:                                                                              
	First Name:

	Address:

                                                                                                

	Post Code:                                     
	Home Tel:
	Mobile/Work:

	Do you look after someone who couldn’t manage without you? Y/N

	Carers

	Are you a carer? Y/N
	Who do you care for?

	Do you have a carer? Y/N
	Who cares for you?

	GENERAL HISTORY

	Do you have any of the following? (Please circle all that apply)

Please Tick

Yes

No

Medication

Yes 

No

List of Current Medication 

Asthma

Diabetes

High Blood Pressure

Heart disease

Epilepsy

Thyroid Disease



	Please list any current medication: Provide copy of Counter Foil or Box of prescriptions

	Are you allergic to any medicines or anything else?


	FAMILY HISTORY

	Please give details of any of your blood relatives, under 65, who have had any of the following:

	Heart Disease/Attack

	Diabetes

	Asthma

	Cancer

	High Blood Pressure

	Other Serious Illness

	VACCINATIONS

	Please give dates of which vaccinations you have had (if known) :- Please check on your Red Book
Age Given

Immunisation

Comment

Date Given

2 Months 

Diphtheria / Tetanus / Whooping cough /Polio / Hib

Pneumococcal Vac 

3 Months 

Diphtheria / Tetanus / Whooping cough /Polio / Hib

Meningitis C

4 Months

Diphtheria / Tetanus / Whooping cough /Polio / Hib

Pneumococcal Vac

Meningitis C

12 Months

Hib 

Meningitis C

12-18 Months

Measles Mumps and Rubella MMR
Pneumococcal Vac

3-5 Years

Diphtheria / Tetanus / Polio

MMR

10-14 Years 

Rubella females only
Heaf test & BCG

13 Years
HPV females only
15-18 Years

Diphtheria / Tetanus / Polio



	SPECIAL COMMUNICATION REQUIREMENTS



	Ethnic Origin Description 
	Tick appropriate

	White British
	

	White Irish
	

	White European
	

	Asian or British Asian
	

	Black or Black British
	

	Other - Please state 
	

	Mixed - Please state
	


*I Do / Do not agree to share out my medical records with other NHS Health Care Professionals
(To ‘share out’ means your medical information recorded here would be viewable by other NHS organisations)

*I Do/ Do not agree to share in my medical records from other NHS Health Care Professionals

(To ‘share in’ means your medical information recorded at other NHS organisations would be viewable by Ashby Turn Primary Care Centre)

*I Do / Do not agree to have a Summary Care Record (SCR) created.

(An SCR shows your name, date of birth, address, current medication and any allergies to other NHS organisations with your consent)
*I Do / Do not agree to have a Summary Care Record (SCR) with additional information created.

(Additional information would show any diagnosis, problems etc)
Signature:                                                                      Date:

*Delete as appropriate 
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