Hucknall Rd Medical Centre Patient Registration
Additional Information


We would be grateful if you could complete this form at the same time as your purple GMS1 registration form 

1. PATIENT NAME: ……………………………………………………………………………………………………………………………………………………………
2. DATE OF BIRTH (Day/Month/ Year): …………………………………………………………………………………………………………………………….
3. MAIN LANGUAGE SPOKEN: ………………………………………………………………………………………………………………………………………….

     If an interpreter is needed during consultations please tick this box ………………… 
4. NEXT-OF-KIN (NOK) DETAILS:

Name: ........................................................................................
Contact Number: ………………………………………………….………….….

Relationship:....................................................................        Can we contact this person in an emergency? Yes……No.……

5. CARER DETAILS (if applicable):

Name of carer: ……………………….……………………………….
Contact Number:..………………………………………………..…………….…………….

6. Please tick if the patient is Adopted/fostered/’looked after


7. Name of School patient attends (if Applicable):.…………………………………………….………………………………………………………….. 

8. COUNTRY OF BIRTH:……………………………..………………………… YEAR MOVED TO UK (if applicable):.……….…………………………
9. ETHNIC GROUP (please tick one box only to indicate your cultural background)
The ethnic categories are the national standard categories as used in the 2001 census and all NHS and local authority bodies (if you do not wish to supply this information, please leave blank)
White- British

Asian or British Asian-Pakistani

White-Irish

Asian or British Asian-Bangladeshi


White -Any other White background

Asian or British Asian- Any other Asian background


Mixed-White & Black Caribbean

Black or Black British-Caribbean

Mixed-White & Black African

Black or Black British-Any other Black background


Mixed-White & Asian

Black or Black British-African

Mixed- Any other Mixed background

Chinese 


Asian or British Asian- Indian

Any other ethnic group

10. SMOKING HISTORY
Do you smoke?
If NO –have you smoked in the past? (tick one box)
No, I have never smoked …….……

Yes, I’m an ex-smoker…..…………..
       Age started ……………………………….
Age when quit ………………………….

If YES – tick appropriate box and fill in the amount smoked per day

I smoke cigarettes…….…. 
number per day?   ……….. cigs per day, or  ……….. ounces per day

I smoke cigars……...……… 
number per day?   ……….. cigars per day

I smoke a pipe……...……….
………….. ounces per day

WOULD YOU LIKE HELP WITH QUITTING SMOKING? –the surgery can offer help and your welcome 
pack also contains information on where to seek help
Signature: ……………………………..…………………………….........................

Date: …………………………………………..…………
(If signing on behalf of child, please state relationship………………………………………………………………………….…………………………)
Office use only
EMIS No: ……………………………….…..

Registered on computer………………….

Access PIN created (with alert)…..….... 

Interpreter note if applicable……………..

Birth country note, if applicable…..…….

Initials:……. ………………………………..

Date: ……………………..updated 13-02-12(ML)
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