Nuffield Road Medical Centre

CHILD AGED 5-15 YEARS
                                    Nuffield Road, Cambridge, CB4 1GL

                                                                                              Telephone (01223) 423424

Email:  CAPCCG.NRMCpatients@nhs.net


OUT OF AREA REGISTRATION (OOA REG)

Name: *

Contact Telephone Number: *

Clinical Question:

Will your health care be compromised by a registration that does not include access to home visits or emergency treatment by the doctor who knows you and your medical history? 
(PLEASE ENSURE YOU HAVE TICKED A BOX AND SIGNED BELOW)

·  Yes – please give details

………………………………………………………………………………………………………

………………………………………………………………………………………………………

· No

Patient / Representative signature ……………………………………………………………...

FOR OFFICE USE ONLY

·  Registration Accepted

·  Registration Declined

 Reason:…………………………………………………………………………………….

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

· Patient informed registration accepted / declined.

Date: ……………………………………………….

New Patient Questionnaire for Child Aged 5–15 Years
As part of our registration process please complete this questionnaire and make an appointment with the receptionist for a Well Person Check. This is conducted by one of our practice nurses.  The purpose of these checks is to look for risks that might increase the chance of heart disease or stroke.  We will also carry out other simple tests and measurements to detect diabetes or early signs of kidney disease.   The whole process takes about 20 minutes.  The nurse will be happy to give you any advice needed on the various ways you can reduce your health risks and if necessary bring your vaccinations up-to-date. You will also need to bring a urine sample in a small, clean container when seeing the nurse.

FULL NAME (Mr / Miss ):  *
DATE OF BIRTH:   *





NATIONALITY:   *
ADDRESS:   *
POST CODE:   *
PLEASE STATE YOUR PREFERRED METHOD OF CONTACT:    TEXT   (   EMAIL   (   LETTER  (
Have you lived in this country for the last 6 months

Yes / No
Have you previously been registered or been seen by a doctor at Nuffield Road Medical Centre ?   Yes / No
If you are from abroad, how long will you be resident in the UK?  
Less than 1 year ( 

       Less than 2 years ( 

       More than 2 years (
PARENT / GUARDIAN DETAILS – PLEASE COMPLETE

NAMES: Mother:  *





  Father:  *
Other (E.g. Specialist Guardian Order)    *
HOME TELEPHONE NO:  *



MOBILE:   *
WORKS NO:   *




EMAIL ADDRESS:   *
DOES YOUR FAMILY HAVE A SOCIAL WORKER?   YES / NO

WHICH SCHOOL DOES YOUR CHILD ATTEND?  *
CONFIDENTIAL QUESTIONNAIRE FOR NEWLY REGISTERED PATIENTS

It can take a while for your previous doctors records to reach us and, therefore, it would help us to have some basic details. Please complete this Confidential Questionnaire.

What (if any) on-going medical problems do you have?   
*
Please list any serious illnesses/operations/serious accidents you have had in the past:
*

Please list all medicines, injections, creams/gels you are taking:
*

Do you have any Allergies?  *
_____________________________________________________________________________________

Family History:

	Is there any history of the following in your family (father, mother, brother or sister) 



	
	Family Member
	Age of Onset

	Heart Disease ?  (heart attacks, angina)
	Yes /No
	
	

	Stroke?
	Yes/No
	
	

	Hypertension?
	Yes/No
	
	

	Diabetes ?
	Yes/No
	
	

	Cancer?
	Yes/No
	
	

	Site of Cancer?-----------------------------------------------

--------------------------------------------------------------------
	


Health Background:
Do you Smoke? 

YES / NO
How many per day?  *
If “no” have you ever Smoked?
            
 YES / NO
          When did you stop?  *
Do you drink Alcohol?

 YES / NO


If “yes” how much do you drink per week? 
                                   Pints of Beer  *
Glasses of Wine/Sherry   *

               Measure of Spirits   *
Do you take regular exercise? 


YES / NO

Marital Status:   *
Do you live alone 
(

With Family (



With Partner (


Do you have any Children YES / NO



How many?   *
PLEASE TURN OVER

Please indicate your Ethnic Group

	White
	
	Black or Black British
	 

	White British
	(
	Black, Caribbean
	(

	White, Irish
Irish Traveller

Gypsy / Romany
	(
(
(
	Black, Other (please write in)  
                       …………………………………………………..
	(

	White, Other (please write in)     
                      ………………………………………………….

	(
	
	

	Mixed
	
	Other Ethnic Group
	

	Mixed, White & Black Caribbean
	(
	Chinese
	(

	Mixed, White & Black African
	(
	Other, Ethnic Group (please write in)   
           …………………………………………………..
	(

	Mixed, White & Asian
	(
	
	

	Mixed, Other (please write in)                         …………………………………………………...
	(
	
	

	Asian
	
	Not Stated
	

	Asian, Indian
	(
	Not Stated
	(

	Asian, Pakistani
	(
	
	

	Asian, Bangladeshi
	(
	
	

	Asian, Other (please write in)      

                    …………………………………………………...
	(
	
	


PLEASE STATE YOUR 1ST SPOKEN LANGUAGE by ticking alongside the language below.
	English
	
	Luganda
	

	Akan (Ashanti)
	
	Malayalam
	

	Albanian
	
	Mandarin
	

	Amharic
	
	Norwegian
	

	Arabic
	
	Pashto (Pushtoo)
	

	Bengali 
	
	Patois
	

	Brawa
	
	Polish
	

	Cantonese
	
	Portuguese
	

	Creole
	
	Punjabi
	

	Czech
	
	Romanian
	

	Dutch
	
	Russian
	

	Ethiopian
	
	Serbian/Croatian
	

	Farsi (Persian)
	
	Shona
	

	Finnish
	
	Sinhala
	

	Flemish
	
	Slovak
	

	French
	
	Somali
	

	Gaelic
	
	Spanish
	

	German
	
	Swahili
	

	Greek
	
	Swedish
	

	Gujerati
	
	Sylheti
	

	Hakka
	
	Tagalog (Filipino)
	

	Hausa
	
	Tamil
	

	Hebrew
	
	Telugu
	

	Hindi
	
	Thai
	

	Hungarian
	
	Tigrinya
	

	Igbo (Ibo)
	
	Tswana
	

	Indonesian
	
	Turkish
	

	Italian
	
	Urdu
	

	Japanese
	
	Vietnamese
	

	Korean
	
	Welsh
	

	Kurdish
	
	Yoruba
	

	Latvian
	
	
	

	Lingala
	
	Other (please state below)
	

	Lithuanian
	
	
	


TO BE COMPLETED FOR ALL CHILDREN NEW TO THE COUNTRY
Immunisation Record.                                        

Name of Child  
Date of Birth

DTP (Diphtheria Tetanus & Pertussis) & Polio                
 1st     YES / NO   Date Given...........................................................................................           

 2nd    YES / NO  Date Given..........................................................................................           

 3rd     YES / NO   Date Given...........................................................................................

HIB (Haemophilus Influenza B)                    

1st      YES / NO   Date Given............................................................................................

2nd     YES / NO  Date Given...........................................................................................

3rd     YES / NO   Date Given............................................................................................

Meningitis C                                     

1st     YES / NO   Date Given............................................................................................

2nd    YES / NO  Date Given...........................................................................................

3rd     YES / NO   Date Given............................................................................................          

Single Meningitis C  YES / NO  Date Given...................................................................          

MMR (Measles Mumps and Rubella)                            

1st     YES / NO   Date Given............................................................................................          

2nd    YES / NO  Date Given...........................................................................................          

Pre School Booster (Diphtheria Pertussis Tetanus and Polio)

    YES / NO   Date Given.................................................................................................          

Other (eg. Pneumococcal vaccination,  Hepatitis A and B, travel immunisations)      

Immunisation Type                                                              Date Given           

..........................................................                               ...............................................

..........................................................                               ...............................................

..........................................................                               ...............................................

..........................................................                               ...............................................

