NORFOLK PARK MEDICAL PRACTICE
CONFIDENTIAL NEW PATIENT QUESTIONNAIRE

Welcome to Norfolk Park Medical Practice.  Please complete the following questionnaire as fully as possible.  This will provide us with important information for your medical records.

PLEASE BE AWARE THAT YOU WILL NEED TO PROVIDE YOUR NHS NUMBER ON THE PURPLE FORM, PHOTO ID AND PROOF OF ADDRESS WHEN REGISTERING.

PLEASE ALLOW 5 WORKING DAYS FOR US TO REGISTER YOU ON OUR SYSTEM

Surname: …………………………………………….….    Forename: ……………………………………
Date of birth: ...………………………………
ETHNICITY

	
	White British
	Black African, non-mixed origin
	

	
	White Irish
	Indian
	

	
	White, other
	Pakistani
	

	
	Black Caribbean
	Bangladeshi
	

	
	Black Caribbean and white
	Chinese
	

	
	Black African
	Gypsy/Romany
	

	
	Roma Slovak
	Ethnic Group, other
	

	
	Mixed origin, other
	Ethnic Group not given/refused
	


Main spoken language: ……………………………………………………………………………………...

Do you need an interpreter?  YES/NO  If yes, please state language and dialect: ...………………………..

Do you have any communication needs that we need to be aware of?  YES/NO

If YES, please provide details of your needs: ……………………………………………………………………. 

…………………………………………………………………………………………………………….…

…………………………………………………………………………………………………………….…

Occupation: …………………………………………………………………………………………….…

Marital Status:………………………………………………………………………………………….…

Do you consent to receive text messages from the practice (this is appointment reminders, surgery information updates etc.)    YES/NO
Please list any chronic illnesses that you suffer from : ………………..………….…………………………

………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………..

Please list any medication you currently take regularly – please provide boxes where possible:  

……………………………………………………………………………………………………………..…

……………………………………………………………………………………………………………..…

………………………………………………………………………………………………………………..
Your prescription can be sent automatically to a nominated chemist – please state which chemist you would like to use?......................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................
CARER INFORMATION 
We want to identifying carers, especially those people who may be caring without help or support. 
Do you look after someone who is ill, frail or disabled

YES/NO

If yes give details…………………………………………………………………...……………………….

Does someone look after you



      

YES/NO

If yes, please give carer’s details:

Name: ………………………………………………………………………………………………………

Address: ……………………………………………………………………………………………………

Contact telephone number: ………………………………………………………………………………

Do you or your carer want any Sheffield Carers Centre information?  YES/NO

NEXT OF KIN: PLEASE PROVIDE US WITH YOUR NEXT OF KIN DETAILS

Title: Mr   Ms    Miss   Mrs   Other  ………………….      Gender: ……..……………………………….

Surname: …………………………………………….….  Forename: ……………………………………

Address: ……………………………………..…………………………..…………………………………

…………………………………………………………… Telephone: …...………………………………
How is this person related to you? ………………………………………………………………………..

Systmone GP Online Access

The practice provides online access for patients to book appointments, order repeat prescriptions and view records.   If you are interested in using this service, please complete the questionnaire below.

Once your details have been added to the system, you will receive 2 emails to confirm your username and password.

Full Name:……………………………………………………………………......

D.O.B……………………………………………………………………………..

Please can you provide an email address (please use capital letters) 

……………………………………………………………………………………

We require photo ID where possible

Driving Licence 

Passport      

Other forms of ID accepted if necessary 

Birth/ Marriage Certificate 

Bank Statement 

Other ……………

If you have any problems logging on, please do not hesitate to speak with a member of staff.  

Thank you.

Your Electronic Patient Record & the Sharing of Information 

– A Patient’s Guide


Today, electronic records are kept in all the places where you receive healthcare.  These NHS Care Services can usually only share information from your records by letter, email, fax or phone.  At times, this can slow down your treatment and mean information is hard to access.

Your GP practice uses a computer system called SystmOne that allows the sharing of full electronic records across different NHS Care Services.  We are telling you about this as a patient at this practice as you have a choice to make about how your practice shares information about your care from your electronic patient record.  This form is not about your Summary Care Record (SCR), it is asking your sharing preferences regarding your full electronic GP record.  You can choose to share or not to share your electronic GP record with other NHS Care Services.


Your GPs computer system has two settings to allow you to control how your medical information is shared:


Please tick:  Sharing out     Yes (shared)           or  No (not shared)  


Please tick:  Sharing in     Yes (viewable)          or  No (not viewable)  


Please read this form carefully.   It will give you information about the sharing of your electronic patient record and the choices you need to make.











How is my decision recorded?





Sharing out – This controls whether your full GP electronic patient record can be shared with other NHS Care Services where you are treated.  Please record your preference:








Sharing in – This controls whether you agree for this practice to view information you’ve agreed to share at other NHS Care Services.  Please record your preference:











Patient name (Print name): __________________________________________________________________________





Date of Birth:  _____/_____/______





Patient signature: ________________________________________   Date: ____________________________________











