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	Dr  Rekha Raja, Dr  Muhammed Ali & 

Dr Jahan Mahmoodi
Kenton Bridge Medical Centre

155-175 Kenton Road, Kenton, Harrow, HA3 0YX
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PATIENT REGISTRATION INFORMATION
1. Fill in a registration GMS1 (Purple Form) and Practice Registration Questionnaire  

2. Bring one Proof of ID and a proof of address

Proof of ID:

Current Passport, EEA member state identity card, Current UK or EEA photocard driving licence

Proof of Address:

Utility bill (gas, electric, television, landline phone bill), council tax bill, Bank, Building Society or Credit Union statement, mortgage statement, Solicitors letter issued within the last three months

Registering a baby

Parents or guardians can register a baby at a practice by completing a GMS1 form with a birth certificate and immunisation record (i.e. Red Book)

Baby can be registered with the parents or guardians ONLY.

Children under 6 years old
Parent/guardian must provide immunisation record (e.g. Red Book, any other immunisation records from abroad)

You will be registered with the practice within 5-10 working days and then you will be able to call and book an appointment. In the meantime, if you have any medical problem you can attend the following Walk-In Centres:

The Belmont Health Centre

516 Kenton Lane

Harrow

HA3 7LT

Telephone: 0208 866 4100

Opening times: 8am-8pm, seven days a week
The Pinn Medical Centre

37 Love Lane

HA5 3EE

Opening times 8am-8pm, seven days a week
Northwick Park Urgent Care Centre

Watford Road

Harrow

HA1 3U

All the forms including Summary Care Records (SCR) Opt-In or Opt-Out form at the back must be completed. Patient Online Access form also attached.
                                      Dr Alka Halai (f)                         Dr Mahthab Farooq (f) 

                                      Dr Yogen Nagamany(m)           Dr Pankaj Jain(m)      

PATIENT REGISTRATION FORM
The NHS requires us to update information held on our patients

Before registering with this practice, we ask all patients to complete this form, providing full 
Detail.
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Today's date: ………………………………….
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Have you ever been seen by a doctor or nurse in this Practice?   Yes           No           
Have you recently come to live in the United Kingdom?
           Yes            No

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

Date of birth: ………... Town of birth: ………………………   Country of birth: ………………..
Address: ……………………………………………………………………………………………….

……………………………………………………                  Postcode: ………………………….
Home No: ………………………………………                  Mobile no: …………………………..
E-Mail: ………………………………………….

	You MUST complete this section
I consent to Kenton Bridge Medical Centre- Dr Raja & Dr Ali’s surgery communicating your appointments and your healthcare via text message (SMS)
YES                      
NO

Signature: ………………………….                          Date:………………..



Medical history

1. Do you have any illnesses or medical problems? If yes, tick them down here:

	illness
	Date Started
	illness
	Date Started

	Diabetes  
	
	COPD/Asthma/Lung  Problem 
	

	Kidney Disease


	
	Depression     
	

	Cancer


	
	Epilepsy
	

	Dementia


	
	High Blood Pressure
	

	Rheumatic Arthritis


	
	Stroke
	

	Chronic Heart Problem

 (CHD)


	
	Other- Please specify
	


Current treatment: please list all medicines you are taking:

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

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

2.  Are you allergic to anything?  Yes        No        If yes, please say what you are allergic to:

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

3.  Do you or did you ever smoke?  Yes         No       If yes (tick): 
Cigarettes

     How many a day? ……….





Cigars

     Date started:  ……………..




Pipe

     Date given up: …………… 




Other



 4.  Do you drink any alcohol?      Yes             No        If yes, how many units a week?  




(½ pint = 1 unit,  1 short = 1 unit)

5. Immunisations:

a) When did you have a tetanus injection? …………………..
Not had one 


b) When did you have a rubella immunisation? ………………
Not had one
      6. Women: a) Cervical smear:




Have you ever had a cervical smear done?    Yes              No 



If yes, when was the last test done? …………………….



Where was this done? 


Last GP

Hospital 

Private consultant



Result of this test: ………………………………




Have you ever had an abnormal cervical smear in the past?  Yes             No


     b) What contraception are you using?



          None                



Sheath:  Yes

No





          Oral contraception:  Yes            No             Name of pill? ………………………



          Coil (IUCD):
       Yes
  No



      7. Children's immunisations: Please bring your Red book and give it to Reception
8. Family history:

	
	If living, 

present age
	State of health
	If dead, age at

time of death
	Cause of death

	Father
	
	
	
	

	Mother
	
	
	
	

	Brothers

(if more please

 say so)

Sisters

(if more please

 say so)
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Has any member of your family suffered from     Yes    No
If yes, please give details:
Diabetes, high blood pressure, mental disorder

heart disease, kidney trouble, cancer, bowel


disease or stroke?
          



9. Do you look after someone?  

Yes
      No

    If yes, please give details: …………………………………………………………………………

    Does someone look after you?  


Yes

No

    If yes, please give their details: …………………………………………………………………..

10. What is your ethnic origin?  ………………………..

	Asian or Asian British - Bangladeshi
	
	Black or Black British - other Black background
	
	White - British
	

	Asian or Asian British - Indian
	
	Chinese
	
	White - Irish
	

	Asian or Asian British - Pakistani
	
	Mixed - White and Asian
	
	White - other White background
	

	Asian or Asian British - other Asian background
	
	Mixed - White and Black African
	
	Any other
	

	Black or Black British - African
	
	Mixed - white and Black Caribbean
	
	Not known
	

	Black or Black British - Caribbean
	
	Mixed - other mixed background
	
	Prefer not to say
	


Town and Country of birth: …………………………………………….

Religion: ……………………………………………………………………
Languages spoken: ………………………………………………………
PLEASE COMPLETE THIS FORM IN FULL

NAME:________________________   DOB:____________________

FAST

For the following questions please tick the answer which best applies.

1 drink=1/2pint of beer or 1 glass of wine or 1 single spirits.

	MEN: How often do you have EIGHT or more drinks on one occasion?
WOMEN: How of then do you have SIX or more drinks on one occasion? 
	Never

[image: image1.wmf]

0
	Less than monthly
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1
	Monthly
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2
	Weekly
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3
	Daily or almost daily
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	How often during the last year have you have unable to remember what happened the night before because you had been drinking? 
	Never
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0


	Less than monthly
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1
	Monthly
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2
	Weekly
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3
	Daily or almost daily
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	How often during the last year have you failed to do what was normally expected of you because of drinking?
	Never
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0
	Less than monthly
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1
	Monthly
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2
	Weekly
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3
	Daily or almost daily
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	In the last year has a relative or friend, or a doctor or other health worker been concerned about your drinking or suggested you cut down?
	No
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0
	Yes, on one occasion
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2
	Yes, on

More than one occasion
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Total for Each Column:     [image: image19.wmf]
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Total:
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Date:…………….     

Thank you for completing this questionnaire
Free TB Screening (Eligibility form)

This form will help determine if you are eligible for a FREE TB test. For more information on the TB programme please see www.thetruthabouttb.org/latent-tb 

Please complete ALL questions, unless you have circled No to questions 2 or 3.

1. Please write your country of birth?  ..........................

2. Have you lived in the UK for less than 5 years?  Yes / No (Please circle)

3. Have you lived in any of the below countries for 6 months or more?  Yes / No (Please circle)

4. Are you between the ages of 15-35?  Yes / No (Please circle) 

(If you have answered Yes to Questions 2 and 4 or 3 and 4, please continue, if you have answered No to any of the above questions you do not have to complete the rest of this form.)

5. Are you from/ did you move to UK from one of the following countries, listed below?  

Yes / No (Please circle).

	
	
	 
	 

	 
	Country
	Country
	Country
	Country
	 

	 
	Afghanistan
	DR Congo
	Lesotho
	Papua New Guinea
	 

	 
	Angola
	Djibouti
	Liberia
	Philippines
	 

	 
	Bangladesh
	Equatorial Guinea
	Madagascar
	Republic of Moldova
	 

	 
	Benin
	Eritrea
	Malawi
	Rwanda
	 

	 
	Bhutan
	Ethiopia
	Mali
	Sao Tome and Principe
	 

	 
	Botswana
	Gabon
	Marshall Islands
	Senegal
	 

	 
	Burkina Faso
	Gambia
	Mauritania
	Seychelles
	 

	 
	Burundi
	Ghana
	Mauritius
	Sierra Leone
	 

	 
	Cote d'Ivoire
	Greenland
	Micronesia

Moldova
	Somalia
	 

	 
	Cabo Verde
	Guinea (Republic of)
	Mongolia
	South Africa
	 

	 
	Cambodia
	Guinea-Bissau
	Mozambique
	South Sudan
	 

	 
	Cameroon
	Haiti
	Myanmar (Burma)
	Swaziland
	 

	 
	Central African Republic
	India
	Namibia
	Timor-Leste
	 

	 
	Chad
	Indonesia
	Nepal
	Togo
	 

	 
	Comoros
	Kenya
	Niger
	Tuvalu
	 

	 
	Congo
	Kiribati
	Nigeria
	Uganda
	 

	 
	DRP Korea
	Laos PDR
	Pakistan
	Tanzania
	 

	 
	 
	 
	 
	Zambia
	 

	
	 
	 
	 
	Zimbabwe
	 

	 
	 
	 
	 
	 
	 


5. If you were born in one of the countries above: 

Do you have a bad cough? Yes/No ; Do you sweat a lot at night? Yes/No ; Have you lost a lot of weight in the last year? Yes/No
Thank you for completing this form, please hand the forms to reception.
Office use only
If patient has answered yes to questions 2 & 4 or 3 & 4 and has circled one of the countries in the table the patient is eligible for TB screening. Please offer the patient a blood test (IGRA) to see if they are at risk of Tuberculosis (TB) . If the person said Yes to any of the questions in (5) please make an urgent appointment to be screened for active TB FAO receptionist: If patient is eligible for TB screening, please mark on the top of this form “patient is eligible for LTBI Screening “and hand form to registrations person so patient can be scheduled for a blood test ASAP.FAO: Registration Person, please use the ‘born in read code’ for the country circled above.
How will Summary Care Records help me?

Your Summary Care Record is a short summary of your GP medical records. It tells other health and care staff who care for you about the medicines you take and your allergies. This means they can give you better care if you need health care away from your usual doctor's surgery:
 ▪In an emergency                ▪ when your surgery is closed              ▪  at out-patient clinics 
 ▪  when you visit a pharmacy

OPT-IN FORM         CONFIDENTIAL 
Request for my clinical information to be included in the Summary Care Record.

 If you DO want a Summary Care Record please tick the box

          I give my explicit consent to OPT-IN

 OPT-OUT FORM         CONFIDENTIAL
Request for my clinical information to be withheld from the
Summary Care Record
If you DO NOT Summary Care Record please fill out the form and send it to your

GP practice
Title .....................................................      Surname / Family name 
Forename(s).................................................................................................................................... 
Address .........................................................................................................................................................
Postcode.............................................               Phone No...............................................    
Date of Birth ……………………………………..  NHS Number ……………………………

 Signature............................................               Date ……………………………………….
                                                                        Patient Online registration form

Access to GP online services
	Surname
	

	First name
	

	Date of birth
	

	Address


	

	Postcode
	

	Email address
	

	Telephone number
	
	Mobile number
	


I wish to have access to the following online services (tick all that apply):

	1. Booking appointments – Please note that you can book only one appointment at a time
	(

	2. Requesting repeat prescriptions
	(

	3. Accessing my medical record 
	(


Application for online access to my medical record

I wish to access my medical record online and understand and agree with each statement (please tick)

	4. I have read and understood the information on the next page of this form
	(

	5. I will be responsible for the security of the information that I see or download
	(

	6. If I choose to share my information with anyone else, this is at my own risk
	(

	7. I will contact the practice as soon as possible if I suspect that my account has been accessed by someone without my agreement
	(

	8. If I see information in my record that it not about me, or is inaccurate I will log out immediately and contact the practice as soon as possible
	(


	Signature
	
	Date
	


Important Information – Please read before returning this form

If you wish to, you can now use the internet to book appointments with a GP, request repeat prescriptions for any medications you take regularly and look at your medical record online. You can also still use the telephone or call in to the surgery for any of these services as well.  It’s your choice.

It will be your responsibility to keep your login details and password safe and secure.  If you know or suspect that your record has been accessed by someone that you have not agreed should see it, then you should change your password immediately.

If you can’t do this for some reason, we recommend that you contact the practice so that they can remove online access until you are able to reset your password.

If you print out any information from your record, it is also your responsibility to keep this secure.  If you are at all worried about keeping printed copies safe, we recommend that you do not make copies at all. 
Before you apply for online access to your record, there are some other things to consider.

Although the chances of any of these things happening are very small, you will be asked that you have read and understood the following before you are given login details.
	Forgotten history 

There may be something you have forgotten about in your record that you might find upsetting. 

	Abnormal results or bad news  

If your GP has given you access to test results or letters, you may see something that you find upsetting to you. This may occur before you have spoken to your doctor or while the surgery is closed and you cannot contact them. 

	Choosing to share your information with someone 

It’s up to you whether or not you share your information with others – perhaps family members or carers. It’s your choice, but also your responsibility to keep the information safe and secure.  

	Coercion 

If you think you may be pressured into revealing details from your patient record to someone else against your will, it is best that you do not register for access at this time.

	Misunderstood information 

Your medical record is designed to be used by clinical professionals to ensure that you receive the best possible care.  Some of the information within your medical record may be highly technical, written by specialists and not easily understood. If you require further clarification, please contact the surgery for a clearer explanation. 

	Information about someone else 

If you spot something in the record that is not about you or notice any other errors, please log out of the system immediately and contact the practice as soon as possible.


                                                  DO YOU LOOK AFTER SOMEONE WHO IS ILL, FRAIL, 

DISABLED OR MENTALLY ILL?

If so, you are a carer and we would like to support you.

Please complete this form.

Harrow Carers Support:  0208 868 5224

Brent Carers Centre:       0208 795 6240

Your details:

	Name
	

	Date of Birth
	

	Address
	

	Post code
	

	Telephone number
	

	Any relevant information
	

	Email address (for information emails)
	


Details of the person you look after:

	Name
	

	Date of birth
	

	Address (if different from above)
	

	Post code
	

	Telephone number (if different from above)
	

	GP details (if different from your own)
	

	Relationship to Carer
	

	Illness/disability
	


Your height: …………………………..			Your weight: ……………………..








Your occupation: ……………………………………	Are you working? Yes               No 
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