Welcome to Reedyford Health Care
We would like you to complete one of these for each adult

It helps us to know more about your health whilst we are waiting for your records to arrive. 
First complete a GMS1 form and bring it to reception with one of these New Patient Health Check questionnaires for each person over 14 years of age.

You can find your NHS Number from your previous practice or go online to https://www.england.nhs.uk/contact-us/how-can-we-help/how-can-i-find-out-my-nhs-number/
You do not need to know your NHS number before registering but it would help us.
Please bring along a passport or driving licence if you have one sot that we can check that we have the correct spelling for your name on your records. 

Something with your address on is also helpful. 
You do not need to have proof of address to register with us – bring it if you have it. Thankyou . 
If you are on any regular medication, please bring in a copy of your repeat prescription list with you when you register.
To register, you must attend in person with your proof of identification and address, along with the GMS1 form and the this “New Patient Health Check” form.

We do not require proof of identification for children under 16 but their parent/s or legal guardian must be registered with us at the same address.
Opening Times

Monday: 


8.00am - 8.30pm at Nelson. 





8.30am – 6.30pm at Barrowford

Tuesday - Friday: 
8.00am – 6.30pm at Nelson





8.30am – 6.30pm at Barrowford
www.ReedyfordGP.com

01282 657575


REEDYFORD HEALTHCARE NEW PATIENT HEALTH CHECK
All information will be treated in the strictest confidence and is for your GP’s records only

	Surname/Last/Family Name:


	Forename/First Name(s):
	Previous Surname /Last/Family Name:


	Address:

Postcode:

	Date of Birth:

If under 16 we must have bring in your red book or a copy of all childhood immunisations.

	Home Telephone Number:
	Mobile Telephone Number:


	Work Telephone Number:

Email Address:

	No of children:
	Your children’s dates of birth:



	No of children living with you:
	Other dependents living with you:



	Country of Origin/Ethnicity:

Religion:


	First Language:                           
	Occupation:



	Please tick one of the following as appropriate:

	Single
	Married
	Co-habiting
	Widowed



	Q1     Do you smoke
	    YES  /  NO

	Q2     If yes, how many daily
	

	Q3     Have you ever smoked?
	    YES  /  NO

	Q4     If yes, how many did you smoke?
	

	Q5     If you have stopped smoking, please state what year you stopped
	

	Q6     Would you need advice about giving up
	     YES  /  NO


How did you hear about our Practice?_______________________________________________________________
Reason why you have chosen to join our Practice?_________________________________________
Please complete the following as appropriate (tick the boxes):

·    I give you permission to use my email address to forward letters and/or reminders
·    I give you permission to use my mobile number to send me text reminders
·    I give you permission to use my summary care record.
·    I would like online access to order repeat prescriptions and book appointments.
Signature:_________________________ PRINT NAME: ________________
__ DATE: ______
	YES
	NO


Are you a Military Veteran?




	YES
	NO


Are you a Carer?



More information can be obtained from our web site www.ReedyfordGP.com
THE FOLLOWING QUESTIONS MUST BE ANSWERED 

	Registration cannot be accepted unless this information is provided 
Alcohol Users Disorders Identification Test (AUDIT)

Questions

Scoring System

Your Score

0

1

2

3

4

How Often do you have 6 or more Standard Drinks on one occasion?

Never
Less Than Monthly
Monthly
Weekly
Daily or almost daily
How often in the last year have you not been able to remember what happened when drinking the night before?

Never

Less Than Monthly

Monthly

Weekly

Daily or almost daily

How often in the last year have you failed to do what was expected of you because of drinking?

Never

Less Than Monthly

Monthly

Weekly

Daily or almost daily

Has a relative /friend /doctor/health worker been concerned about your drinking or advised you to cut down?

No
Yes But Not in The Last Year
Yes During The Last Year
How Often do you have a drink that contails alcohol?

Never
Monthly or Less
2-4 times per Month
2-3 times per Week
4+ Times per 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 in the last year have you found you were not able to stop drinking once you had started?

Never

Less Than Monthly

Monthly

Weekly

Daily or almost daily

How often in the last year have you needed an alcoholic drink in the morning to get you going?

Never

Less Than Monthly

Monthly

Weekly

Daily or almost daily

How often in the last year have you had a feeling of guilt or regret after drinking?

Never

Less Than Monthly

Monthly

Weekly

Daily or almost daily

Have you or someone else been injured as a result of your drinking?

No
Yes, but not in the last year
Yes, during the last year
Scoring: 0-7= sensible drinking, 8-15= hazardous drinking, 16-19= harmful drinking and 20+= possible dependence


