
KILREA HEALTH CENTRE


REGISTRATION FORM



IN ORDER TO COMPLETE REGISTRATION YOU WILL NEED TO FILL OUT THIS FORM AS THOROUGHLY AS POSSIBLE.


See next page for further details.



REGISTRATION WILL NOT BE COMPLETED UNTIL ALL DETAILS REQUIRED ARE PROVIDED.



MANY THANKS.



The following is required for those wishing to register:


· Patients from Northern Ireland 
1. Completed HS200 form
2. Kilrea Health Centre Registration Form

· Patients from Republic of Ireland 
1. Photographic ID
2. Proof of address
3. Completed HSCR1 form
4. Kilrea Health Centre Registration Form

· Patients England, Scotland and Wales 
1. Photographic ID
2. Proof of Address
3. Completed HS200
4. Kilrea Health Centre Registration Form

· Patients from outside the United Kingdom
1. Photographic ID
2. Copy of Visa
3. Proof of Address
4. Completed HSCR1
5. Kilrea Health Centre Registration Form


Forms will not be accepted until all necessary documents are provided to ensure a complete registration.
Prescribing Information for New Patients.


Please note our Practice Policy is to not prescribe the following drugs unless you provide evidence from your previous Gp.


Benzodiazepines:  Diazepam, Temazepam, Nitrazepam,                     Lorazepam and Chlordiazepoxide.

Morphine Derivatives:  Dihydrocodeine, Fentanyl, Buprenorphine Patches, Codeine Phosphate.

Neuropathic Pain Medications:  Pregabalin/Lyrica, Gabapentin, Amitriptyline.

Z-Drugs:  Zopiclone and Zolpidem.


These drugs can be dangerous in long-term use and you would normally commit to a reduction strategy.

It is also our practice policy to not replace lost or stolen prescriptions for the above drugs.

________________________________________________


I have read and fully understand the Practice Policy regarding these drugs and I agree to comply or face removal from the Practice.


Signed: ____________________________________



Print Name _________________________________
Personal Details

Title (Mr, Mrs, Miss Etc)	_____________________
Surname				_____________________
Forename(s)			_____________________
Previous Surname		_____________________
Date of Birth			_____________________

Health + Care no.		_____________________
	
Address				_____________________							_____________________							_____________________							_____________________

Home no.				_____________________
Mobile no.			_____________________
Work no.				_____________________

Previous Address		_____________________
					_____________________
					_____________________

Previous GP &			_____________________
Surgery				_____________________

Next of Kin			_____________________
Contact Details		_____________________
					_____________________

Marital Status			_____________________

Occupation			_____________________

Country of Birth		_____________________

First Language			_____________________
				
Health Information

Smoking Status (please tick)	
	Never smoked tobacco
	

	Ex-Cigarette smoker (include quit date)
	


	Cigarette smoker:
	

	1-5 per day
	

	5-10 per day
	

	10-20 per day
	

	20+ per day
	



Alcohol Status (please tick)
	Teetotaller (zero units/day) 
	

	Trivial Drinker (<1 units/day) 
	

	Light Drinker (1-2 units/day)
	

	Moderate Drinker (3-6 units/day) 
	

	Heavy Drinker (7-9 units/day)
	

	Very Heavy Drinker (>9 units/day) 
	


	Chronic Alcoholic 
	continuous 
	

	
	episodic 
	

	
	in remission 
	
	Date: 




Exercise Status (please tick)

	Exercise Physically Impossible 
	

	Takes Inadequate Exercise 
	

	Enjoys Light Exercise 
	

	Enjoys Moderate Exercise 
	

	Enjoys Heavy Exercise 
	

	Competitive Athlete 
	



[bookmark: _GoBack]
Medical history

Please ensure you provide a brief medical summary from your previous Gp including any medications.



Do you suffer with any diagnosed health conditions?
______________________________________________
______________________________________________
______________________________________________
______________________________________________


Do you feel there is any further information we may need?
Allergies etc?
______________________________________________
______________________________________________
______________________________________________
______________________________________________


Please attend our Self Examination area and complete the following requirements before leaving your forms with reception.


	Height (cm)
	

	Weight (kg)
	

	Blood Pressure
	







Due to your medical history, are you eligible to receive Flu/Covid vaccines/boosters? (please tick) 

	YES
	NO

	
	





Do you give consent to be contacted though our text messaging service? (please tick)

	YES
	NO

	
	





Are you associated with any Social worker input? 
If yes please gives details.
______________________________________________
______________________________________________
______________________________________________




Patient Signed:    _____________________________	

Date: _______________________________________




Registering Doctor Signed: _____________________

Date:  ______________________________________
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