NEW PATIENT FORM - ADULT	                 ABOYNE MEDICAL PRACTICE

Welcome to our Practice. 
To enable us to provide you with appropriate healthcare, we would be grateful if you could complete the following questionnaire.  Patients who are on regular prescribed medication should make an appointment to see one of the doctors at the practice.  Thank you for your co-operation.


PERSONAL DETAILS

Title (Mr, Mrs, Miss, Ms, Dr etc)					Date of birth				

Gender: Male	      Female	       Gender assigned at birth: Male	    Female	    	 

Name:									Nationality:				

Address:								Marital Status:				

									Occupation:				

									Tel No:					

									Tel No:					

Email :														

Next of Kin:								Phone no:				

Are you currently serving/have served in the British Armed Forces ?		Y/N	

Do you have a Shotgun/Firearms License?	Y/N		

Do you have a Carer? Y/N 		Name:	

Are you a Carer? Y/N	   	Name:  


Communication Preferences

We may contact you with appointment details, test results or health campaigns relevant to you. We need your permission to do this.

Do you consent to the practice contacting you by text (SMS)/Email?    Y/N 		

Please note: It is your responsibility to keep us updated with any changes to your telephone number, email & postal address.

Communication Needs

Is English your first language	    Y/N		

Do you have any specific communication needs?     Y/N		Details: 

Do you have a learning disability? 	Yes		No


What Ethnic Group do you belong to? (you are not obliged to complete this section)

White	Chinese	Indian	        Bangladeshi	    Pakistani	    Black-African	     Black-Caribbean

Other (please state)						I do not wish to give this information	


Do you smoke?	  Yes		How many per day		No (never smoked)  		Ex-smoker	

Do you vape?	Yes		No

How many units of alcohol do you estimate you consume in one week?		 (Please write number)

(1 unit = 1 measure of spirits (whiskey, gin, vodka, brandy) or 1 small glass of wine or ½ pint or beer or lager)


Do you use any of the following methods of contraception?  (Please tick box and give information if known)

Contraceptive pill			Depo injection	

IUCD		    Date inserted			           Implant               Date inserted  

Are you on HRT?	Yes		No		


Medical History

Do you have a family history (Mother, Father, Brother, Sister) of:

Cancer		Y/N					Heart Disease		Y/N		

Stroke		Y/N					Diabetes		Y/N		

Asthma		Y/N					Epilepsy		Y/N		


Your own Medical Details

Do you have any of the following medical conditions?

Allergies							Y/N		


Asthma/Chronic Obstructive Pulmonary Disease (COPD)	Y/N		


Diabetes							Y/N		


Heart Disease/Angina						Y/N		


Raised Blood Pressure						Y/N		


Epilepsy							Y/N		


Stroke								Y/N		


Under/Over Active Thyroid					Y/N		


Cancer								Y/N		


Mental Health Problems					Y/N		


Any other medical conditions					Y/N		

Operations, hospital admissions, major illnesses		


Allergies							

List all medications you currently take				
Key Information Summary/
Anticipatory Care Plan

What is a Key Information Summary/Anticipatory Care Plan and why might I need one?

At present if you require Emergency or Unscheduled Medical or Nursing Care Out of Hours then the information available to the emergency services and Out of Hours Medical Services on your Emergency Care Summary is limited to your current Repeat Medication and possible Allergies.

A Key Information Summary/Anticipatory Key Summary allows more detailed and up to date information to be available.  It may include additional information such as access or directions to your home if finding you during the day or at night could be difficult, Next of Kin or other more appropriate contacts, Medical Diagnoses and Current Treatments, your wishes about preferred Place of Care and Resuscitation Status, any Communication difficulties you may have or specialist wishes to name a few.  It can be added to and modified by your GP or Community Nursing Team and this is instantly available and can also be removed at anytime.

Consent from the Patient is required before “uploading” of any information is possible and in our experience this is often where delays occur.  These delays could therefore potentially affect your care and so in order to prevent this happening we feel that obtaining your consent “ahead of time” and storing it would be better.





Aboyne Medical Practice
Aboyne
AB34 5HQ

Text Messaging Service

Consent Form

Declaration


I consent to the Practice contacting me by text message to allow the Practice to send appointment reminders, cancel appointments, information on flu clinics, health promotion information and changes in service notifications.

I acknowledge that appointment reminders by text are an additional service and that these may not take place on all / or on any occasion, and that the responsibility of attending appointments or cancelling is still my responsibility. 

The surgery does not offer a reply facility to enable patient to respond to texts directly.

Although text messages are generated using a secure facility, I understand that they are transmitted over a public network onto a personal telephone. As such they may not be secure, and therefore the Practice will not transmit any information which would enable an individual patient to be identified. 

I agree to advise the Practice if my mobile number changes or if this is no longer in my possession. 

If you would like to register for the service please complete this slip and hand into Reception

Patient name __________________________	Date of Birth ________________________

Address  _________________________________________________________________

Mobile Number  ___________________________________________________________

Email address  ____________________________________________________________
(Please print clearly)

Date ______________

The Practice does not share mobile phone contact details with any external organisation. 
(As per Practice Privacy statement)


Please note that you can opt out from using the above service at anytime by contacting us on 0345 337 9955
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