NHS IN SCOTLAND

SF8 NHS
APPLICATION TO REGISTER PERMANENTLY WITH A GENERAL MEDICAL PRACTICE SCOTLAND
Please use BLOCK CAPITALS to complete the form and tick all relevant boxes

PERSONAL DETAILS (ALL FIELDS MARKED * ARE MANDATORY AND MUST BE COMPLETED AS FULLY AS POSSIBLE)

Eligibility to use the NHS services depends mainly on residence in the UK, and on other qualifying provisions set
out in the Regulations. By completing this section fully, you will assist us in processing your application and locating
any existing medical records promptly.

WILL YOU BE IN THE AREA FOR MORE THAN THREE MONTHS?* YES D NC EI
IS THIS YOUR FIRST REGISTRATION WITH A GP PRACTICE?" YES D NO I:l
SURNAME * TITLE# MALE * FEMALE *

HNEEEEEEEEEEEEEEEEEEE HE

FORENAME * MIDDLE NAME *
HNEEEEEEEEEEEEEEEEEEEEEEEEEE
PREVIOUS SURNAME * DATE CFBIRTH*
HEEEEEEEEEEEEE lolofululvlviv]v]
ADDRESS *

POSTCODE *

TOWN & COUNTRY OF BIRTH *

HNEEEEEEEEEEEEnEEEEEEEEEEEEE

MOTHER'S MAIDEN NAME * TELEPHONE NUMBER #

ANEEEEEEEEEEEEpEEEEEEEEEEEEE

EMAIL ADDRESS #

PREVIOUS ADDRESS INUK *

POSTCODE
NAME AND ADDRESS OF PREVIOUS REGISTERED GP PRACTICE IN UK *
POSTCODE *
COMMUNITY HEALTH INDEX NUMBER NHS NUMBER

HNEEEEEEEN HlEEEEEEEEEE

NATIONAL INSURANCE NUMBER

# the data supplied in these felds will not be input to, or updated n, the Community Health index (CHI), but will be held on the GP Practice’s system.




ARE YOU RETURNING / HAVE YOU ARRIVED FROM ABROAD OR HM FORCES?* YES D NO |:|

DATE OF DEPARTURE | | | | | | | DATE OF ENTRY/RETURN | | | | | | |
FROM UK TO UK

IF RETURNING FROM HM FORCES SERVICE/PERSONNEL NO.

DATE ENLISTED

lofolululvlv] LLTTITPTTTTITT]

COUNTER FRAUD DECLARATION

| declare that the information | have given on this form is correct and complete. | understand that, if it is not, appropriate action
may be taken. To enable the Common Services Agency to confirm my eligibility to lawfully register with 3 GP and for the
purposes of prevention, detection, and investigation of crime, | consent to the disclosure of relevant information from this form
inciuding to and by the NHS Business Services Authority, the Common Services Agency, UK Border Agency, Identity and
Passport Service, the Department for Work & Pensions, HM Revenue and Customs, the General Register Office and Local
Authorities.

PATIENT OR REPRESENTATIVE SIGNATURE

oare [0 [o[ufu] | /]

IF SIGNING AS A REPRESENTATIVE, PLEASE STATE:

vourwawe || [ [ [Pl

YOUR RELATIONSHIP TO THE ||||||||||||||||||||
PATIENT

VOLUNTARY CONSENT TO ORGAN DONATION

| authorise the donation of (Please tick the boxes that apply)

A. any of my organs and tissue D or my

B. kidneys |:] heart D liver D small bowel El
eyes I:I lungs I:l pancreas D tissue I:I

for transplantation after my death | | | | | | |

PATIENT SIGNATURE DATE
PRACTICE ACCEPTANCE AGREEMENT — for GP Practice use only

cooe = [TTTTT] senawe [TTTTTTTTTTTTT]
GP REFERENCE NUMBER D]:l]]:l:l

MEDICAL CARDI:I BIRTH CERTIFICATE I:I PASSPORT D OTHER - SPECIFY I |

IDENTIFICATION SEEN

1 accept this patient onto the practice list and declare that, to the best of my knowledge the information | have given on this form
is correct and complete and | understand that if it is not, action may be taken against me. | acknowledge that the details may be
authenticated from appropriate records, and that payments generated from this patient registration will be made to my Practice,
which will be subject to Payment Verification. Where Common Services Agency is unable to obtain authentication, |
acknowledge that the onus is on my Practice to provide documentary evidence to support this application.

GP SIGNATURE DATE I | | | I | |

OFFICIAL USE ONLY

Input By: Date: Checked By:




NEW PATIENT RECORD

REGISTRATION CONSULTATION:

Date

Previous GP ....ovieie e

GENERAL

(QMU only: Matriculation Number

SUMAaME: ..o
LN [0 =TSPTSRO RUPPPPPRPRPTPRIN
Post Code: ......uvvvviiiiiiiiiieieee TelNO: ..
EMail @dAreSS: ...
DOB: ..o,

Children: Male ........

Female .........

Country of Birth: ...................oc

Previous GP Address

Forenames: .......ooveveeieeiiiiiiiei Sex: M/IF

Marital Status: ......

Oceupation: ......cooeeeeeiiie e

Areyoua Carer: .......cccceveeeiiiinnnnnn. HOUSING: ..

ETHNICITY

Interpreter Needed: YES/NO

If YES, language

White Scottish O

Indian

O

Black Caribbean

O

Any Mixed Background O

Other White British [

Pakistani

O

Black African

O

Other Ethnic Group O

White Irish O

Chinese

O

Black Scottish

O

Other O

Other White

O

Other Asian

O

Other Black

O

Patient declined O

HEALTH

Smoker
Past Smoker
Alcohol

Diet

YES/NO
YES/NO

Units per week

Number/day  .......
Year Stopped  .......

Mixed / Vegetarian / Vegan / Other

ALBIGIES ...t e et

MEDICAL HISTORY

Past
lliness

Year of
Diagnosis

Diabetes
Jaundice
Epilepsy
Rheumatic Fever
Migraine

Eczema

Asthma

COPD
Hypertension
Angina/Heart Attack
Stroke/TIA
Thyroid

Cancer

Operation

Year of
Operations

PLEASE COMPLETE ALL HIGHTLIGHTED AREA'’S. IF NOT PATIENT REGISTRATION WILL NOT BE

COMPLETED




FAMILY HISTORY

Please list any serous illnesses or hereditary diseases affecting your family.

Hereditary Diseases or Serious llinesses Year

Alive/Dead

Cause and Age at death

Mother
Father

SCREENING

Month

Year

Last Cervical
Smear (Woman
20-60)

Breast Screening
Women (Women
50-65)

LAST IMMUNISATIONS

OBSTETRIC HISTORY

Number of
Pregnancies

Blood Group

Polio

DTP

BCG

Date

Date

Date

Tetanus

MMR

Other

Date

Date

Date

EMERGENCY CONTACT DETAILS (Who to call, relationship to you, phone/mobile numbers)

Other relevant information:-

EXAMINATION (OFFICE USE ONLY)

Weight...

BP..........

Date:

Urine: ALB

Initials:

GLU..........




