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       Medical Practice 

 
 
 
 
 

 

Full Name:  

Date of Birth:  

Address and Postcode: 
 
 
 
 
 

 

Telephone Number:  

Work Number:  

Mobile Number:  

Email Address:  

NHS Number:  

Town & Country of Birth: 
 
 

 

Next of Kin Details: 
 
 

 

Can we discuss your medical Record with 
your Next of Kin? 

Yes No 

Are you happy to receive text messages 
from the Surgery? 

Yes No 

Can the Surgery leave you voicemails on 
the numbers you have provided? 

Yes No 

 

 
 

If under 18 are you a looked after child? Yes No 

If Yes, Please state name and phone 
number of main carer. 

 

Additional Information for Patients under the Age of 5 only 

Birth Weight 
 

 

Type of Delivery 
 

 

At what Gestation was the baby born?  

New patient registration – please complete all pages 



 
 
 

 
 

 
 

Please tick your ethnicity below 

What is your first language?  

Do you require an interpreter? Yes No 

 

Health And Medical Background 

What is your Height? 
 

 

What is your weight? 
 

 

Please list any long standing 
medical conditions? 
 

 
 

Do you currently take any 
medication? If yes please give 
details. 
 

If you have a copy of your repeat medications 
please attach to this form 

Do you consider yourself as 
disabled? Please specify 
 

 

Do you have a Learning 
disability? Please specify 
 

 



WELLINGTON 
       Medical Practice 
WELLINGTON 
       Medical Practice 

 
 
 
 

 

Are there any 
serious illnesses 
that affect your 
parents or siblings? 

Diabetes Heart attack after 
60 

Heart attack before 
60 

Breast Cancer High Blood 
Pressure 

Asthma 

Stroke Bowel Cancer Thyroid disorder 

 
 
 
 

 
 

 0 1 2 3 4 

How often do you drink 
more than 6 units in a day? 

Never Monthly 
or less 

Monthly Weekly Daily or 
nearly 
daily 

How often do you have a 
drink that contains 
Alcohol? 

Never Monthly 
or less 

2-4 times 
a month 

2-3 times 
a week 

4+ times 
a week 

How many units do you 
have on a day that you 
drink Alcohol 

0 - 2 
drinks 

3 – 4 
drinks 

5 – 6 
drinks 

7 – 9 
drinks 

10+ 
drinks 

 
 
 

Your Named GP at Wellington Medical 
Practice will be one of the following GPs 

Dr T O Brien, Dr D Ebenezer, Dr N Singh, Dr 
J Ebenezer or Dr R Kaur 

 
 
 
 

Do you have any allergies? 
Please specify 
 

 

Smoking and Alcohol Status 

Are you a current Smoker? Yes No 

Have you ever smoked? Yes No 

How many do you, or did you smoke a day?  

Do you use an e-cigarette or vape? Yes No 

If you are a current smoker do you want information about 
smoking cessation services? 

Yes No 

Do you drink Alcohol? Yes No 

How many units do you drink a week?  



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 

 
 

 
 
 
 
 
 



Summary Care Record (SCR) – The NHS has changed the way your information is shared 
among NHS hospitals and Doctors.  The SCR is made up of two parts.  
1) Basic – Allergies and Medications 
2) Additional Information – Allergies, Medications and Health problems 
Do you want to have a SCR created – PLEASE CIRCLE 

Basic Additional Information No, I do not want a SCR 

 

Information for new patients: about your Summary Care Record 
 

Dear Patient,  
 

If you are registered with a GP practice in England you will already have a Summary Care 
Record (SCR), unless you have previously chosen not to have one.  It will contain key 
information about the medicines you are taking, allergies you suffer from and any adverse 
reactions to medicines you have had in the past.  
 

Information about your healthcare may not be routinely shared across different healthcare 
organisations and systems. You may need to be treated by health and care professionals 
that do not know your medical history. Essential details about your healthcare can be 
difficult to remember, particularly when you are unwell or have complex care needs.  
 

Having a Summary Care Record can help by providing healthcare staff treating you with vital 
information from your health record. This will help the staff involved in your care make 
better and safer decisions about how best to treat you.  
 
You have a choice 
 

You have the choice of what information you would like to share and with whom. 
Authorised healthcare staff can only view your SCR with your permission. The information 
shared will solely be used for the benefit of your care. 
 

Your options are outlined below; please indicate your choice on the form overleaf. 
a) Express consent for medication, allergies and adverse reactions only. You wish to 

share information about medication, allergies and adverse reactions only.  
 

b) Express consent for medication, allergies, adverse reactions and additional 
information. You wish to share information about medication, allergies and adverse 
reactions and further medical information that includes: Your significant illnesses 
and health problems, operations and vaccinations you have had in the past, how you 
would like to be treated (such as where you would prefer to receive care), what 
support you might need and who should be contacted for more information about 
you.  

 

c) Express dissent for Summary Care Record (opt out). Select this option, if you DO 
NOT want any information shared with other healthcare professionals involved in 
your care.  

 
Please note that it is not compulsory for you to complete this consent form. If you choose 
not to complete this form, a Summary Care Record containing information about your 



medication, allergies and adverse reactions and additional further medical information will 
be created for you as described in point b) above. 
 
 
The sharing of this additional information during the pandemic period will assist healthcare 
professionals involved in your direct care and has been directed via the Control of Patient 
Information (COPI) Covid-19 – Notice under Regulation 3(4) of the Health Service Control of 
Patient Information Regulations 2002. 
 
If you choose to complete the consent form overleaf, please return it to your GP practice.  
 

You are free to change your decision at any time by informing your GP practice. 

 
Summary Care Record Patient Consent Form 

 
Having read the above information regarding your choices, please choose one of the options 
below and return the completed form to your GP Practice: 
 
Yes – I would like a Summary Care Record 

□ Express consent for medication, allergies and adverse reactions only.  

or 

□ Express consent for medication, allergies, adverse reactions and additional information.           

 
No – I would not like a Summary Care Record  

□ Express dissent for Summary Care Record (opt out). 

 
Name of Patient: ………………………………………………..…............................................................... 
 
Address: ……………………………………………………………………………………………………………………………. 
 
Postcode: ………………………………………… Date of Birth: ……….......................................... 
 
NHS Number (if known): …………………………..………………........................................................... 
 
Signature: …………………………………………………………..     Date: ……………………………………………… 
 
If you are filling out this form on behalf of another person, please ensure that you fill out 
their details above; you sign the form above and provide your details below:  
 
Name: ………….......................................................................................................................... 
 
Please circle one:   Parent   Legal Guardian  Lasting power of attorney  
        for health and welfare 
 

If you require any more information, please visit http://digital.nhs.uk/scr/patients or phone 
NHS Digital on 0300 303 5678 or speak to your GP practice. 

http://digital.nhs.uk/scr/patients


 

FINAL CHECKLIST BEFORE RETURNING FORMS BACK TO PRACTICE 
 
  

All  pages have been completed including 
Summary care records 

 

A copy of any repeat medications has been 
attached 

 

A copy of ID has been attached if possible 
e.g. Driving License, Passport, ID card, Utility 
Bill (this will help ensure the registration 
details match up) 

 

  

 
 
 

  

All 8 pages as well as any attachments can now be: 

Returned by post to : Wellington Medical Practice, Chapel Lane, TF1 1PZ 

Posted into out external letter box at the practice 

 
 
 

Reception Checklist – For OFFICE USE ONLY 

Item Initials 

Have all sections of the purple form been 
completed? 

 

If born outside of the UK have the 
supplementary questions been answered? 

 

Have all the questions been answered on 
this sheet? 

 

Have you informed the patient of their 
named GP? 

 

Have you taken photocopies of ID?  

Have you checked the address is within 
the catchment area? 

 

 

Date registration received:  

Date put on Computer:  

 


