No form will be accepted unless ID and Proof of Address are left in with registration form.
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 Grosvenor Road Surgery

216 Grosvenor Road

Belfast BT12 5LT



Tel no: 02890 320777

Website: grosvenorroadsurgery.com

Please note all information submitted is confidential

Registration at this practice maybe subject to attending for our registration appointment in order that the Doctors have a full record of your medical & Prescription history

Date Today: ……………………………………………………………………………….
Name: ……………………………………………………………………………………...
D.O.B: …………………………………. Address: ………………………………………
…………………………………………..Post Code: ……………………………………..
Gender: Male /  Female

Telephone number(s): …………………………………………………………………….
E-mail Address:   …………………………………………………………………………

First Language: ………………………..
Interpreter needed:   Yes  / No

Next of Kin ……………………………..
Telephone No: ……………………………

Address……………………………………………………………………………………

Relationship to you ………………………………………………………………………

Name & Address of current G.P: ………………………………………………………..
………………………………………………………………………………………………
Reason for wanting to move to this practice: ………………………………………………………………………………………………
………………………………………………………………………………………………
Children & Ages: …………………………………………………………………………
………………………………………………………………………………………………
Please underline the correct answers below

Are you housebound?    YES/NO    Do you live alone?    YES/NO 

Your health (please list any serious illness etc below) 

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

Do you take any medicines or treatments? (Please state dosages) 

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

………………………………………………………………………………………………

Do you have any allergies?  ……………………………………………………………....................................................
………………………………………………………………………………………………

Do you smoke? (How many per day).................................................................................
EX Smoker: (how many per day)………………………………………………………...
Never smoked: …………………………………………………………………………….

Vaccinations & Dates:…………………………………………………………………….
………………………………………………………………………………………………

If Female, When did you last have a smear?....................................................................
Or a hysterectomy? (Date) .................................................................................................
Your Family’s health: This applies to close relatives e.g. Mother, Father, Grandparents, brothers and sisters. We would like to know if there is any history of various illnesses within your family. Please state yes or no and your relationship with the person in the space provided below. 

Has anyone ever had a heart attack or stroke?.................................................................
If yes were they under the age of 60?...............................................................................
Is there a history of diabetes in your family?....................................................................
Is there a history of epilepsy in your family?....................................................................
Does anyone in your family have high cholesterol?..........................................................
Is there a history of asthma in your family?......................................................................
Have you ever been registered at this surgery, if so why and when did you leave?

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

We provide a Vision Online service which allows you to book your appointments and order your repeat medication online.
Please sign below if you consent to this service: 

Yes/No:
Signature: ………………………………………………
Please fill in the ethnic origin form on the following page. 

Thank you for taking the time to complete this form. 

You will be contacted in 14 working days to inform you if your application has been accepted and you will need to provide photographic ID and proof of address.
PLEASE NOTE ALL INFORMATION ON THIS FORM MUST BE CORRECT AND ACCURATE.  YOUR OFFICIAL ADDRESS MUST BE RECORDED AND BE THE SAME AS ALL OTHER OFFICIAL GOVERNMENT FORMS EG HOSPITAL LETTERS, SOCIAL SECURITY FORMS, FAMILY ALLOWANCE, AS ALL NOTES ARE HELD WITH THE TRUST.

PATIENT ETHNIC ORIGIN QUESTIONNAIRE

This questionnaire follows the recommendations of the Commission for Racial Equality and complies with the Race Relations Act.

Please indicate your ethnic origin.  This is not compulsory, but may help with your healthcare, as some health problems are more common in specific communities, and knowing your origins may help with the early identification of some of these conditions.

Choose ONE section from A to E, and then tick ONE box to indicate your background.

Name: …………………………………………. Date of Birth: ………………………

A
White
	
	British or mixed British                                         #9i0.

	
	Irish                                                                         #9i1.

	
	Irish Traveller                                                        #9i2c.

	
	Any other white background please write below




B
Mixed

	
	White and Black Caribbean                                #9i3.

	
	White and Black African                                     #9i4.

	
	White and Asian                                                   #9i5.

	
	Any other mixed background please write below




C
Asian or Asian British

	
	Indian or British Indian                                       #9i7.

	
	Pakistani or British Pakistani                             #9i8.

	
	Bangladeshi or British Bangladeshi                   #9i9.

	
	Any other Asian background please write below



D
Black or Black British

	
	Caribbean                                                             #9iB.

	
	African                                                                  #9iC.

	
	Any other black background please write below




E
Chinese or other ethnic group
	
	Chinese                                                                 #9iE.

	
	Any other please write below




Asylum seeker/ refugee 

Yes 

No
Health Promotion:

Are you a carer for an elderly or disabled person? 
Yes 

No

For whom are you a carer? …………………………………………………………….

Known allergies? ………………………………………………………………………..

Nature of allergy (rash, breathing problems etc. – please specify)

…………………………………………………………………………………………….
PLEASE NOTE THE PRACTICE POLICY IS NOT To PRESCRIBE THE FOLLOWING DRUGS UNLESS YOU PROVIDE EVIDENCE FROM YOU PREVIOUS GP – this is in the interests of prescribing safety

· Benzodiazepines: diazepam, temazepam, nitrazepam, lorazepam

· Cholordiazepoxide

· Morphine derivatives: dihydrocodeine, fentanyl, buprenorphine patches, codeine

· Z-drugs: zopiclone, zolpidem

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

Please note the practice does not prescribe methadone, diamorphine, temgesic or oral buprenorphine.

It is practice policy not to replace lost or stolen scripts for the above drugs.
I have read and fully understood the practice policy on these drugs and I agree to comply or face removal from the practice list.
Name: ……………………………………………………………………………

Date: …./……./…………….

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