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155A Andersonstown Road, Belfast, BT11 9AE.  Tel:  028 90 611411
Dr P Coyle & Dr D McCarthy

NEW PATIENT REGISTRATION FORM 
PLEASE NOTE THE FOLLOWING IMPORTANT INFORMATION 
IF YOU HAVE ATTENDED ANOTHER PRACTICE BEFORE COMING TO US AND WERE REFUSED REGISTRATION OR TREATMENT, YOU SHOULD BE AWARE THAT AN EXPLANATION FOR THIS SHOULD BE GIVEN TO YOU IN WRITING BY THAT PRACTICE.  YOU ARE ADVISED TO RETURN TO THAT PRACTICE AND REQUEST A WRITTEN EXPLANATION.

IF YOUR ADDRESS IS STILL WITHIN YOUR CURRENT PRACTICE’S CATCHMENT AREA, THAT PRACTICE WILL CONTINUE TO BE RESPONSIBLE FOR YOU UNTIL YOUR REGISTRATION PROCESS IS COMPLETED HERE AND YOUR CURRENT PRACTICE HAS BEEN NOTIFIED THAT YOU HAVE TRANSFERRED FROM THEIR LIST TO OUR LIST.  THIS CAN TAKE 2-3 WEEKS.
BENZODIAZEPINES, (DIAZEPAM, TEMAZEPAM, NITRAZEPAM, ZOPICLONE, CO-CODAMOL ETC)

THE PRACTICE IS PARTICIPATING IN A BENZODIAZEPINE REDUCTION PROGRAMME ALONG WITH OTHER PRACTICES IN NORTH AND WEST BELFAST.  IF YOU ARE CURRENTLY ON BENZODIAZEPINE MEDICATION THIS WILL BE REDUCED AND THEN STOPPED.  AGAIN, NO MEDICATIONS WILL BE SUPPLIED WITHOUT WRITTEN CONFIRMATION FROM YOUR CURRENT GP.

OTHER MEDICATIONS WE DO NOT PRESCRIBE

· All Sleeping Tablets

· Lyrica (Pregabalin)

· Tramadol

· DHC  (Dihydrocodeine)

· Co-Codamol 15/500mg

· Co-Codamol 30/500mg

· Codeine

Minor ailments such as coughs, colds & thrush:  there are a number of items available at your local pharmacy under the ‘minor ailments scheme’ please see the attached information leaflet.

When you ring us, our skilled staff are required to ask you some questions to determine your condition and needs. Receptionists are a vital part of the practice team. Their questions are to ensure that you are seen by the right person at the right time, and all answers are kept confidential. The team will ensure you receive:
· the most appropriate medical care,
· from the most appropriate health professional,

· at the most appropriate time.

ZERO TOLERANCE POLICY
We operate in line with the NHS Zero Tolerance Policy with regards to violence and abuse. This includes using abusive, foul, threatening or intimidating language or behaviour to any members of Practice Staff
The practice has the right to remove violent or abusive patients from the list with immediate effect in order to safeguard practice staff, patient and other persons. Violence in this context includes actual or threatened physical violence or verbal abuse which leads to fear for a person’s safety.

If necessary we will exercise our right to take action and have the offending patient removed immediately from the premises, by the police if necessary. In addition we will notify the patient in writing of their immediate removal from our list and make an entry in the patient’s medical records regarding the removal and the circumstances leading to it.
PLEASE MAKE YOURSELF AWARE OF THE PRACTICE’S DNA POLICY - THERE ARE POSTERS IN THE WAITING AREA
Where Patients have been declined routine appointments because the consultations are fully booked, it is at best disappointing when one of those booked appointments does not turn up without prior notice.  If the patient has not contacted the Practice to cancel the appointment so that it can be released for others or telephones too late, this makes it impossible to allocate the appointment to another Patient.
FAILURE TO ATTEND FOR 3 APPOINTMENTS WITHIN A 12 MONTH PERIOD MAY RESULT IN REMOVAL FROM THE PRACTICE LIST.  CANCELLATIONS ARE VITAL TO THE DAILY RUNNING OF THE SURGERY; THERE IS ALWAYS SOMEONE IN NEED OF AN APPOINTMENT.  PLEASE BE CONSIDERATE OF YOUR FELLOW PATIENTS. 

Please sign declaration below which will be kept in your clinical record.

I (PRINT NAME)  _________________________________________________
H+C NO________________________________________________________
Agree to the above terms of the practice.  I acknowledge that certain medications will not be prescribed by the Practice and recognise and understand the Practice Zero Tolerance Policy.
Signed:________________________________________ Date ____________
New Patient Questionnaire
(ALL sections of this form MUST be COMPLETED)

Section 1 - Personal Details

(Please write clearly)
Title
Mr □ 
Mrs □ 
Miss □ 
Ms □    Other □ (please specify)
 

Name 
 Date of Birth 


Town of Birth 
Country of Birth 

Section 2 – Contact Details

Address



Telephone number(s)
 Mobile 


How long have you lived at this address 



Is this your permanent address?
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IMPORTANT - For non-urgent communication we often contact our patients through mobile text message.  This is a quick and convenient service for our patients and the surgery.  
Please consent that you are happy for the surgery to contact you by text message (circle):         YES         NO  
If you would prefer for your text communication to go to a family member or Carer, please list their details below and consent you are happy for them to receive communication on your behalf. 
Family member or Carers name (please print) ____________________________________________________

Family member or Carers mobile number _______________________________________________________

I consent for the person above to receive text messages on my behalf 

(Signature) ________________________________________________
IF YOU CHANGE YOUR MOBILE NUMBER PLEASE ADVISE THE SURGERY ASAP.
Section 3- Ethnic Origin

White
□ 
Black other
□

Chinese
□

Black Caribbean
□
Pakistani
□
Vietnamese
□

Black African
□
Bangladeshi□
Indian
□

Other 

 What is your main spoken language? 

Do you require an interpreter? (Please circle which is appropriate)
 YES       NO
Section 4 – Current GP Details

Name and address of your Current GP



Reason for changing doctor?



Section 5 – Family

Do you have any family members registered with the practice?  
Yes/ No

Please give details of those family members



Who is your next of Kin?

Name 


Relationship 


Contact number 


Are you: A Carer?

· A Carer – (someone who looks after family, partners, friends or neighbours in need of help because they are ill, frail or have a disability.)  Yes/No

If you answered yes please give details of the person you care for and your relationship with them



Section 6 – Medical History

Do you suffer from any of the following illnesses? 

(Please circle which is appropriate)
Heart Disease


Yes/No


Stroke/TIA


Yes/No

Hypertension


Yes/No


Diabetes


Yes/No

Epilepsy


Yes/No


Hypothyroidism


Yes/No

Asthma



Yes/No


Depression


Yes/No

Dementia


Yes/No


Osteoporosis


Yes/No 
Rheumatoid Arthritis   

Yes/No


Chronic Kidney Disease 

Yes/No

Peripheral Arterial Disease 
Yes/No

Chronic Obstructive Pulmonary Disease (COPD) 
Yes/No

Cancer       Yes/No    Please specify 
 

Other (please give details)


Do you have any allergies? 
 Yes/No
If you answered yes please give details of the allergy 


What is your smoking status? (Please circle)

· Never Smoked           

· A Smoker                   How many per day 


· Ex-Smoker                When did you stop?


Do you Drink Alcohol? ……………      Yes/No  

If you answered YES how often do you drink Alcohol? 


(1 Pint of Beer = 2.3 Units, or 1 small glass of wine = 2.3 units, or 1 measure of spirits = 1 unit)

Using the above information as guide how many units of alcohol would you normally drink?
 

Section 7 – Current Medication

Please list all current medication: Please contact your GP for a printed list of your current medications.
Drug Name
Strength
 Dose
Signature 
 Date


Please bring this completed New Registration Form to your registration appointment along with the following: 

· Photographic Identification

· Proof of Address 

· Completed Online Services Form & Nominated Pharmacy (See attached) 

· Documents requested from your previous GP Surgery (See Medical Information Summary – Attached)

Please ensure you review our practice website on www.willowmedicalpractice.co.uk regularly for information and practice updates. 
ONLINE SERVICES
We currently offer Online Repeat Medication ordering for all Patients. This enables you to order your repeat medications online without needing to phone the practice.  To register for online services you must have a valid personal email address.  Please provide this below: 

Email Address: ________________________________________________________ 

On receipt of your email address, we will register your details and will email you with your unique registration details document, which includes step-by-step instructions on how to register.

Please note that each person MUST have your own email address to be able to register for this service.
I consent to my information being used for the purposes described above and wish to submit my email details to Willow Medical Practice.
Please Tick 

NOMINATED PHARMACY

Your repeat medications will be delivered to your nominated Pharmacy within 48 hours of ordering.  Acute scripts can be collected from the surgery, or Coopers Chemist located below the surgery.

Repeat medications: 

· Can be ordered Online anytime or
· Can be ordered by phoning the surgery after 11am each day.  Repeat scripts will not be processed before this time. 

Please provide the details of your nominated Pharmacy:

Name: ___________________________________________________ 

Address: __________________________________________________

Acute Medication Requests: 

· Must be ordered before 11am each day

Think before you ask!
Many minor ailments can be treated through your local Pharmacy’s

MINOR AILMENTS SCHEME

or by buying medicine from the pharmacy.
Treatments FREE OF COST from you Pharmacy include
Cold sore cream

Head lice treatment

Oral thrush, mouth ulcers or sore gums

Vaginal thrush

Occasional diarrhoea

Athlete’s foot

Threadworms

Ear wax

Treatments will no longer be prescribed by the surgery, but can be purchased from your local Pharmacy to treat include
Coughs, colds and sore throats

Mild heartburn and indigestion

Occasional constipation

Headaches

Aches and pains

Haemorrhoids (piles)

Nappy rash and teething

MEDICAL INFORMATION SUMMARY

PLEASE BRING THIS TO YOUR CURRENT GP PRACTICE 
PLEASE COLLECT AND BRING THE DOCUMENTS LISTED BELOW TO YOUR REGISTRATION APPOINTMENT.

IF YOU DO NOT HAVE THESE DOCUMENTS FOR YOUR REGISTRATION APPOINTMENT THIS MAY DELAY YOUR REGISTRATION. 
Patient to complete:
Dear (Current GP Surgery)_______________________________________Please provide the information requested (in the box below) for the purposes of new registration at Willow Medical Practice, 155A Andersonstown Road Belfast, BT11 9EA – Tel: 02890 611411. 

Patient to complete: 

Patient Name ________________________________________________

Patient DOB   ________________________________________________

Patient H&C Number __________________________________________

Patient Address ______________________________________________


Information should include:

· Printed list of Current Medications (Acute & Repeat) 

· Printed list of past vaccinations 

· Printed list of Current Medical Problems

· Printed list of Recorded Allergies

Signed on behalf of Willow Medical Practice 
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Pauline McCullough

Practice Manager 
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