Appointment Date ...................................
Application for Registration with Castlegait Surgery   
Please                                               Please complete both forms
	Title
	
	Date of Birth
	

	Surname
	
	Marital Status
	

	Forename
	
	Occupation
	

	Address
	
	Place of Birth
	

	Town
	
	Previous Address
	

	Post Code
	
	Town
	

	Home Tel. No
	
	Previous GP
	

	Mobile number
	
	
	

	Email address
	
	
	

	Ethnic Origin
	
	Previously registered at Castlegait
	  YES           NO

	Who is your Next of Kin
	Name
Relationship
Contact Number
	
	

	Do you have a Power of Attorney
	
	
	



	Do you have a history of any of the following
	   Yes
	No
	Please give details. Further space is available overleaf
	Is there a history of this condition in your family?

	Raised blood pressure
	
	
	
	

	Chronic back trouble
	
	
	
	

	Asthma / bronchitis
	
	
	
	

	Heart Condition
	
	
	
	

	Diabetes
	
	
	
	

	Surgical Operations
	
	
	
	

	Hospitalisations
	
	
	
	

	Any other illnesses


	
	
	
	

	Allergies
	
	
	
	

	Mental Health Problems
	
	
	
	



	Do you have a history of? 
	Yes
	No
	Please give details

	Abnormal smears/ breast disease
	
	
	

	Any gynaecological problems
	
	
	

	Are you taking “the pill”
	
	
	

	Do you have a coil fitted
	
	
	

	Have you had any pregnancies
	
	
	

	Are you taking HRT
	
	
	


Health Promotion
	Are you a smoker?


	Yes
	No 
	Ex-smoker
	How many per day? Or date given up?

	
	
	
	
	

	If you still smoke would you like help to give up?
	Yes
	No
	
	

	
	
	
	
	

	Do you drink alcohol?
	Yes
	No
	Ex-drinker
	How many units* / week do you usually drink?

	
	
	
	
	

	Would you like screened for blood bourne viruses such as HIV or Hepatitis 
	Yes
	No
	
	

	
	
	
	
	

	In event of Death do you consent to Organ Donation
	Yes
	No
	
	

	
	
	
	
	

	Have you discussed resuscitation with anyone
	Yes
	No
	
	


Carer/Cared For

1. Are you a carer – If so who do you care for (e.g. husband, wife, parent etc)…………………………………

2.   Are you cared for - If so who cares for you (e.g. husband, wife, parent etc)…………………………………

Please bring all your medications and inhalers or a repeat prescription request form, with a sample of urine, to your registration appointment.

	Medication
	(Generic Equivalent)
	Dose
	Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


I confirm that these details are accurate to the best of my knowledge.

……………………………………………………………………

Date…………………………..
Q. What is your ethnic origin:


Choose ONE section from A toE, then tick the appropriate box to indicate your cultural background.

A. White

   

Scottish

  

Other British


 Irish

 Any other White background   Please specify ___________________

B. Mixed

Any mixed background.            Please specify ___________________

C. Asian, Asian Scottish or Asian British


Indian

  

Pakistani

   

Bangladeshi

   

Chinese

Any other Asian Background.    Please specify___________________

D. Black, Black Scottish or Black British

          

Caribbean


    

African

Any other Black background      Please specify___________________



Please write in

E. Other Ethnic background

    Please specify___________________
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Previous Medical History
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