Bankhouse Medical Practice

Airdrie Community Health Centre

88 Graham Street

Airdrie

ML6 6DB

Tel: 01236 766983    Fax: 01236 772326

Thank you for your interest in joining our Practice as a patient.  In order for us to process your application I would be grateful if you could please complete the following questions and bring this to the practice with you with you attend for your registration medication examination.  Two forms of identification, one must be photographic e.g passport, bus pass and the other should confirm your registered address, should also be brought to your registration medical.

PERSONAL INFORMATION
Title

_______ First Name ________________  Second Name ________________

Marital Status 
_______________________ 

   D.O.B:
________________
Address:
______________________________________________________________



__________________________________
Post Code:
_________

Tel No.:
__________________________________

WHAT IS YOUR ETHNIC ORIGIN:

Choose one section from A to D, and then tick the appropriate box to indicate your cultural background:

	A
	White

	
	
	Scottish
	
	

	
	
	Other British
	
	

	
	
	Irish
	
	

	
	
	
	
	

	
	
	Any other White background (please specify)
	
	

	
	
	
	
	

	B
	Asian, Asian Scottish or Asian British

	
	
	Indian
	
	

	
	
	Pakistani
	
	

	
	
	Bangladeshi
	
	

	
	
	Chinese
	
	

	
	
	
	

	
	
	Any other Asian background (please specify)
	

	
	
	
	

	C
	Black, Black Scottish or Black British

	
	
	Caribbean
	
	

	
	
	African
	
	

	
	
	Bangladeshi
	
	

	
	
	Chinese
	
	

	
	
	
	
	

	
	
	Any other Black background (please specify)
	

	
	
	
	

	D
	Any other Ethnic background (please specify)

	

	
	
	

	Date of arrival in UK
	
	


MEDICAL INFORMATION
We may at times have to share your medical information with other Health Care Professions this information will be treated in strict confidence and is used to collate statistical data in specific disease areas e.g. Asthma, Diabetes, Coronary Heart Disease, etc.

Please sign to confirm your acceptance of this:
____________________________________

Do you smoke?
Yes/No/Never
Do you drink alcohol?
Yes/No
If yes how many per day  _______________
Do you take recreational drugs?
Yes/No 
If yes what ___________ how often ______
Do you take regular exercise:
_____________________________________________
Do you suffer from any illnesses i.e. Asthma, Diabetes, Coronary Heart Disease, Epilepsy or any other conditions?:

___________________________________________________________________________
Does anyone in your family suffer from any of the above conditions?:

___________________________________________________________________________

Please list any current medications being prescribed:

___________________________________________________________________________

Please list any previous hospital admissions:

___________________________________________________________________________

Do you currently attend any hospital clinic?:

___________________________________________________________________________

Do you care for anyone?:
______________________________________________

Does someone care for you?:
______________________________________________

Name of last GP:
______________________________________________

Reason for leaving the Practice:
______________________________________________

Female Patients Only:
What (if any) contraception do you use?:  _______________________________________

When was your last smear date?:  __________  What was the result?:  _______________

How many pregnancies?:  ____________

Please do not complete this sheet (for internal use only)

Height:
___________________

Weight:
___________________

BMI:
___________________

BP:
___________________

Comments:
______________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
