
BUSHLOE END SURGERY  

Patient Registration Form 
If you wish to register a child or children aged 0 – 16 yrs, please complete the Child Registration Form 

The information provided will form part of your medical record 

 

Personal Details 

1.   Mr  Mrs  Miss  Ms  9. If you are from abroad, the date  

2. Surname: ______________________________                 you came to UK: _______________________ 

3. First names: ____________________________  10. Current address: ____________________ 

4. Previous surname(s): _____________________   _____________________________________ 

5.  Male  Female     _____________________________________ 

6. Date of birth: ___________________________  11. Home telephone: ___________________ 

7. NHS Number: ___________________________  12. Work telephone: ___________________ 
    (if known) 

8. Town and country of birth: ________________  13. Mob telephone: ____________________ 

_________________________________________  14. Email: ____________________________ 

Previous GP Details 

15. Have you ever been registered with a GP in the UK?   Yes   No 

16. Name and address of last GP/surgery: __________________________________________________ 

17. Your address whilst registered with that GP: _____________________________________________ 

______________________________________________________ Postcode: ______________________ 

Health 

18. Do you take regular medication?  Yes    No 

If Yes, please list below or attach repeat medication list: 

i ................................................................   iv .................................................................. 

ii ...............................................................  v ................................................................... 

iii ..............................................................  vi ................................................................. 

19. Do you have any long-term illness, health problem or disability?  Yes   No 

If Yes, please record below: 

i. ...............................................................  iv ................................................................. 

ii ...............................................................  v. ................................................................. 

iii .............................................................  vi ................................................................. 



Lifestyle 

20. Do you provide ongoing care for someone because of their poor health or disability?   Yes  No 

21. Do you smoke?  I’ve never smoked  I smoke ............. cigarettes/day 

    I used to smoke,  date of quitting: .......................................... 

22. How often do you have a drink containing alcohol? 

 Never   Monthly or less   2-4 times per month    2-3 times per week    4+ times per week 

Alcohol units: Pint of beer/lager/cider = 2. Single spirits (25 ml) = 1, glass of wine (175 ml) = 2, alcopop = 1.5 

23. How many units of alcohol do you drink on a typical day when you are drinking? 

 1-2   3-4   5-6   7-8   10+ 

 

Your Ethnic Group 

24. Please choose one of the six sections and then tick your ethnic group: 

a. White   b. Mixed    c. Asian or Asian British 

 

 White British   White & Black Caribbean   Indian 

 White Irish   White & Black African   Pakistani 

     White & Asian    Bangladeshi 

      

d. Black or Black British e. Chinese or Other    f. Other 

 

 Black Caribbean   Chinese     Other 

 Black African   Middle Eastern   Please write in: ................................... 

Somali 

 

 

 

Your Next of Kin/Emergency Contact 

 

25. Next of kin’s name: __________________________  26. Relationship to you: ___________________ 

 

27. Next of kin’s address: ________________________________________________________________ 

 

28. Contact telephone number:__________________________________________ 

 

 

Signature 

 

29. Signature of patient: _________________________________  30. Date: ______________________ 

 

 

 Office Use Only:     

 Documents checked ............................ EMIS No ....................... New Patient check .................................. 


