THE AVENUE SURGERY 

Leigh Health Centre
The Avenue

Leigh

WN7 1HR

Tel 01942 483488

Dear Patient 

Thank you for your enquiry to register with our surgery, please now read and complete the attached registration form, questionnaire, medication policy and summary care record opt-in forms.  Please return the fully completed forms to the surgery along with the additional items listed below:
A form of photo identity i.e. driving licence/passport 

Proof of your address i.e utility bill/driving licence 

Repeat medication slip
Thank you.

Important Information:
Our clinician appointments are valuable and as such it is our policy that should you not attend your New Patient Check appointment, without prior notification, you will not be offered a further appointment. 
​​​​​​​​​​​​​​​________________________________________________________________
Working towards meeting the
NHS Accessible Information Standard

Do you have a disability, impairment or sensory loss?

Do you need information in a different way?

Do you need support?

Please inform a member of staff if you
have any communication support needs
PATIENT INFORMATION REGARDING MEDICATION POLICY

Notice to new patients in regard to Benzodiazepine, Hypnotics and Analgesics.

This surgery does not issue on-going Benzodiazepine, hypnotic and analgesic medication to newly registered patients. 

It is practice policy for patients taking this kind of medication to be offered a reduction programme following a review with one of the practice clinicians.  The clinician will evaluate your condition and only prescribe a medication and strength necessary for you.  This may be different to the drug you had prescribed at your previous GP Practice.

Agreement to this policy is a strict requirement for registration with this practice. Patients unwilling to comply with this policy are advised to consider registering with another practice.

Please tick the box that applies and sign below:
I am taking this type of medication and confirm that I have read and will comply with the above practice policy.
I do not take this mediation but confirm that I understand the policy should I require this medication in the future.

Name of patient …………………………………………………………..

Signature …………………...…………………………………………….. 

Date ………………………………………………………………………..

NEW PATIENT QUESTIONNAIRE
PATIENT NAME……………….…………………………………….  D.O.B…………………………..…
Have you been registered with this Practice before    YES             NO

Have you had any of the following problems? If yes, please tick problem:

Asthma                 Diabetes               Cancer
                Epilepsy                  Arthritis

TB
         Thyroid trouble                  High blood pressure                         Heart attack

Angina              Chronic bronchitis             Ulcer(duodenal or gastric)                Stroke

Depression/mental illness

Have you had any other illness or operations in the past? If yes please give details.         

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

What is your weekly consumption of alcohol? ……………………………….………………………………..

Do you smoke?    Yes/ No.   If yes, how much? ……..………………..……………………………………..

Do you have any social or mental problem that we should know?  

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

Do you have any medical problems in your family i.e. high blood pressure, nervous trouble, diabetes, heart trouble, etc.  Yes / No.    If yes please give details.

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

Are you allergic to any medication?  Yes/No. If yes please give details 
……………………………………………………………………………………………………………………...

Date of last tetanus medication  ……………………………………………………..……..

Please list all medicines, injections, tablets which you are now taking or have taken in the last three months (or attached repeat prescription list)  

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

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

How many occupants reside at this address?        …………………………………..…………………………
Do you look after someone?

 YES/NO    Are you a registered carer?       YES/NO
Does someone look after you?       
 YES/NO
Do you or have you worked in the Armed Forces or as a reservist?   

YES/NO
Please note 

If the practice holds your mobile number you will be sent a text message for the purposes of appointment reminders. The surgery does not offer a reply facility to enable patients to respond to texts directly. 
If you would like to disable this service please inform out receptionist when you attend for your New Patient Check.
PATIENT ETHNIC ORIGIN 
This questionnaire follows the recommendations of the Commission for Racial Equality
and complies with the Race Relations act.
Please indicate your ethnic origin. This is not compulsory, but may help with your healthcare,
as some health problems are more common in specific communities, and knowing your origins
may help with the early identification of some of these conditions

Choose ONE section from A to E, and then tick ONE box to indicate your background.
	What is your first language………………………………………………

	
	
	
	

	A
	White
	

	
	
	 
	British

	
	
	 
	Irish

	
	
	 
	Any other white background please write in below

	
	
	
	

	
	
	 

	
	
	
	

	B
	Mixed
	

	
	
	 
	White and Black Caribbean

	
	
	 
	White and Black African

	
	
	 
	White and Asian

	
	
	 
	Any other mixed background please write in below

	
	
	
	

	
	
	 

	
	
	
	

	C
	Asian or Asian British

	
	
	 
	Indian

	
	
	 
	Pakistani

	
	
	 
	Bangladeshi

	
	
	 
	Any other Asian background please write below

	
	
	
	

	
	
	 

	
	
	
	

	D
	Black or Black British

	
	
	 
	Caribbean

	
	
	 
	African

	
	
	 
	White and Asian

	
	
	 
	Any other black background please write below

	
	
	
	

	
	
	 

	
	
	
	

	E
	Chinese or other ethnic group

	
	
	 
	Chinese

	
	
	 
	Any other please write below

	
	
	
	

	
	
	 

















