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Pontprennau Medical Centre
Additional Medical & Personal Information Pack
(This is not your Registration Form.

Please see inside for further details)

Adult Patient
Welcome to Pontprennau Medical Centre 

Thank you for choosing us to be your family Doctor

    What you need to do next:
1. To register with us, all patients must fill out the doctor registration form ‘GMS-1 form’ which can be found on our website or obtained from reception.  
2. Prior to registering with the Practice, please check that you live within our boundary area by visting our Practice Bounday page on our website. 
3. Complete all forms as thoroughly as possible and attach a copy of your repeat prescription side slip if you are on any repeat medication.  
4. If you are taking repeat medications, please inform reception and book an appointment for a Health Check with our Practice Pharmacist or Healthcare Assistant. 
5. Please provide a copy of your repeat prescription slip from your previous surgery which will help aid us in issuing  your medication and prevent any delays. 
6. Bring the completed forms and two (2) proof of identity documents with you to show the surgery reception team.  You will need one photo ID document and one proof of address document from the list below.
    Check List for proof of ID:
	Photo ID X 1
	Proof of Address X 1

	   Passport                                                  FORMCHECKBOX 
                        
	Tenancy/Mortgage Agreement       FORMCHECKBOX 


	Driving Licence

                     FORMCHECKBOX 

	Bank Statement


     FORMCHECKBOX 


	College/University Student Card          FORMCHECKBOX 

	Utility Bill under 3 months old     

Not a mobile phone bill                    FORMCHECKBOX 



	Pontprennau Medical Centre Privacy Notice: 
We understand how important it is to keep your personal information safe and secure. We have taken steps to make sure your personal information is looked after in the best possible way, and regularly reviewed.

If you would like to know how we use the personal and healthcare information we collect on your behalf, our Privacy Notice can be found on our website or alternatively you can request a copy from main reception. 




New Patient Registration Form (Adult: 16 and over) 
Instructions for completing this form:
1.
Complete a separate form for each family member to be registered 
2.
Complete in BLOCK CAPITALS and tick the boxes as appropriate
	1
	Full Name:
	Date of Birth:

	
	Legal Title: 
	 FORMCHECKBOX 

Dr 
	 FORMCHECKBOX 
 Mx
	 FORMCHECKBOX 
 Mr
	 FORMCHECKBOX 
 Master
	 FORMCHECKBOX 
 Mrs
	 FORMCHECKBOX 
 Miss
	 FORMCHECKBOX 
 Ms
	Legal Gender:   Male:  FORMCHECKBOX 
   Female:  FORMCHECKBOX 
 


	
	Other. Please state:
	Preferred gender:

	
	Home telephone number:

Mobile telephone number:

We will automatically use this number to send appointment reminders and health promotion details.  If you do not wish to receive reminders and health promotion details, Please tick here to opt out of this service:   FORMCHECKBOX 

	Preferred pronouns: please circle correct group
She/Her/Hers    He/Him/His   They/Them/Theirs   Ze/Hir/Hir

	
	
	Marital Status:

	
	
	Maiden name:

	
	
	Address:

	
	Work telephone number:

	Alternative telephone number:


	
	Next of Kin:
Relationship to Patient:
	Next of Kin contact tel. number:


	
	How would you prefer us to contact you: (can select more than one)

 FORMCHECKBOX 
 Letter
        FORMCHECKBOX 
 Email
 FORMCHECKBOX 
 SMS (text)
         FORMCHECKBOX 
 Phone


	
	Town and Country of birth 
 Country:


 Town:

	
	Please list all other persons living in the same household 

	Name:

	Date of Birth:


	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	2
	Looking After A Family Member

	
	Are you looking after someone?  
Let us know if you are looking after someone who is ill, frail, disabled or has mental health and/or emotional support needs, or substance misuse problems. 
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	
	Is someone looking after you? 

Let us know if a family member, friend or neighbour looks after you.  If yes, they are your carer.
You are welcome to invite your carer to accompany you to visits at the practice.
	 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

	
	Carer’s name:

	Relationship to you:
	

	
	Address of carer:

	

	
	Telephone number of carers:  

	
	


	3
	Are You Currently Employed?

	
	If so, please specify whether:
	 FORMCHECKBOX 
 Full-time
	 FORMCHECKBOX 
 Part-time
	 FORMCHECKBOX 
 Self-employed

	
	
	 FORMCHECKBOX 
 Student 
	 FORMCHECKBOX 
 Retired
	 FORMCHECKBOX 
 Unemployed  

	
	Please specify your occupation:
	

	
	Are you employed as a paid carer or social/health care worker:
	               FORMCHECKBOX 
 Yes
	             FORMCHECKBOX 
 No

	
	

	
	If returning from the Armed Forces, please state which below:


 Comments:

 FORMCHECKBOX 
 Army
 FORMCHECKBOX 
 Royal Navy

 FORMCHECKBOX 
 Royal Air force


	4
	Your Religion

(Please tick)
	Church 

Of             FORMCHECKBOX 

England
	Catholic 
 FORMCHECKBOX 

	Other Christian
  FORMCHECKBOX 

(state):
	Buddhist   FORMCHECKBOX 

	Hindu   FORMCHECKBOX 

	Muslim  FORMCHECKBOX 


	
	
	Sikh 
 FORMCHECKBOX 

	Jewish 
 FORMCHECKBOX 

	Jehovah’s Witness  FORMCHECKBOX 

	No religion  FORMCHECKBOX 

	Other religion 
(state)   FORMCHECKBOX 
 

	
	Your Ethnic Origin 
(Please tick one)
	White (UK) 
 FORMCHECKBOX 

	White (Irish)
  FORMCHECKBOX 

	White (Other)
 FORMCHECKBOX 


	
	Black Caribbean / British   FORMCHECKBOX 

	Indian / British Indian  FORMCHECKBOX 

	Arabic 
 FORMCHECKBOX 

	Other Mixed Background 
 FORMCHECKBOX 


	
	Black African / British         FORMCHECKBOX 

	Pakistani / 
  FORMCHECKBOX 

British Pakistani      FORMCHECKBOX 

	Chinese 
 FORMCHECKBOX 

	Other Asian Background 
 FORMCHECKBOX 


	
	Other Black Background   FORMCHECKBOX 

	Bangladeshi / British Bangladeshi              FORMCHECKBOX 

	Other 
 FORMCHECKBOX 

	Ethnic Category Refused 
 FORMCHECKBOX 


	
	What is your main spoken language? Please Specify:
Do you speak English?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	Do you need an Interpreter? 

Yes
 FORMCHECKBOX 


No
 FORMCHECKBOX 


	
	Do you need help with mobility/hearing/speaking?  (tick all that apply)

	
	Wheelchair
 FORMCHECKBOX 

	Walking aid
 FORMCHECKBOX 

	Hearing aid 
 FORMCHECKBOX 

	British sign language (BSL)  FORMCHECKBOX 

	

	
	Lip reading: 
 FORMCHECKBOX 

	Large print: 
 FORMCHECKBOX 

	Braille 
                  FORMCHECKBOX 

	Other.  Please state: 
 FORMCHECKBOX 


	
	Are you currently?
	Homeless 
 FORMCHECKBOX 

	A Refugee 
 FORMCHECKBOX 

	An Asylum Seeker

 FORMCHECKBOX 


	
	Are you housebound?
	Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

	Comments:


	5
	Lifestyle

	
	Are you currently a smoker?
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
 No
Have you ever been a smoker?
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
 No  
	If you smoke, how many Cigarettes / E Cigarettes /Cigars / Tobacco do you smoke in a day?

	
	If you are a smoker and want to STOP, please tick here:  FORMCHECKBOX 


	
	Alcohol:
	Scoring System
	Your Score

	
	
	0
	1
	2
	3
	4
	

	
	How often do you have a drink containing alcohol?

	Never
	Weekly
	2-4 Times Per week
	Once a Day
	4+ Times Per Day
	

	
	How many units* of alcohol do you drink on a typical day when you are drinking?
	1-2
	3-4
	5-6
	7-9
	10+
	

	
	*Alcohol Units: 1 Pint Of Premium Beer = 2.5 Units. 
1 Pint Beer/Cider = 2 Units.  Single Measure Of 
Spirit = 1 Unit.  Small (125ml) Glass Of Wine = 1 Unit
	Total
Score
	


	6
	Diet and Exercise
	What type of diet do you have?

	
	How much exercise do you do?


	 FORMCHECKBOX 
 Healthy


	
	 FORMCHECKBOX 
 Sedentary (No exercise)


	 FORMCHECKBOX 
 Unhealthy


	
	 FORMCHECKBOX 
 Gentle (climbs stairs, walking, gardening)


	 FORMCHECKBOX 
 Vegan


	
	 FORMCHECKBOX 
 Moderate (Cycling, swimming regularly)


	 FORMCHECKBOX 
 Vegetarian


	
	 FORMCHECKBOX 
 Vigorous (Attends gym regularly)

	 FORMCHECKBOX 
 Moderate

	
	Please enter your height in
	Please enter your weight in

	
	Metres/Centimetres:
	Kilos/grams:


	7
	Females Only

	
	What is the date of your last Smear test?
	Date: 
	Result: if known 

	
	Was this at your GP Surgery?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	Date of last Mammogram (if applicable):
	

	
	Are you eligible for a cervical smear test?
	Yes  FORMCHECKBOX 

	No   FORMCHECKBOX 
 
	If unsure, please visit Cervical screening - NHS (www.nhs.uk) for guidance


	8
	Your Medical Background

	
	Are there any serious diseases that affect your parents, brothers or sisters?  

Tick all that apply and state family member:

	
	 FORMCHECKBOX 
 Diabetes
Who:
	 FORMCHECKBOX 
 Asthma
Who:
	 FORMCHECKBOX 
 Thyroid disorder 

Who:
	 FORMCHECKBOX 
 Stroke
Who:
	 FORMCHECKBOX 
 COPD
Who:

	
	 FORMCHECKBOX 
 Heart Attack 
underage of 60
Who:
	 FORMCHECKBOX 
 Cancer (Specify type)
Who:
	 FORMCHECKBOX 
 High Blood pressure
Who:
	Any other important family illness.  Please state:


	Who:

	
	Please state any allergies and sensitivities you have to medicines, food & dressings:
	

	
	Please state any mental disabilities you have:
	

	
	Are you able to administer your own medicines?


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	If no please give details, e.g. swallowing or opening containers:

	
	What long term medical conditions have you / do you have?
	Date of Diagnosis:

	
	1.
	

	
	2.
	

	
	3.
	

	
	4.
	

	
	What operations or serious injuries have you had?


	Date of operations or injuries:


	
	Please list any tablets, medicines or other treatments you are currently taking / undertaking:
	

	
	
Name
	Dose
	Quantity/ How often
	GP Prescribed?

	
	1.
	
	
	Yes/No

	
	2.
	
	
	Yes/No

	
	3.
	
	
	Yes/No

	
	4.
	
	
	Yes/No

	
	5.
	
	
	Yes/No

	
	6.
	
	
	Yes/No

	
	7.
	
	
	Yes/No

	
	8.
	
	
	Yes/No

	
	9.
	
	
	Yes/No

	
	10.
	
	
	Yes/No


	9
	Online Services & access to your medical records 

	
	Please sign up to the NHS Wales App and have access to the following: -
· Book and cancel appointments 
· Order repeat prescriptions
· View vaccinations 


	
	Please Provide your Email Address:

	
	


	10
	Other Information

	
	Have you nominated someone to speak on your behalf (e.g. a person who has Power of Attorney)?
 FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
 No
	If “Yes”, please state their 

Name: 
Address:
Phone number:

	
	 


Thank you for completing this form.  For more information about the services we offer, please refer to our practice leaflet or visit our website www.pontprennaumc.wales.nhs.uk
Office Use Only
For GP practice use only
Registration Checklist
NOTE: Please ensure all relevant sections below have been completed by the registration clerk at the time of registration

	Section:
	Notes
	Read Code
	Staff member that completed section

	Section 1
	Ensure Name and Date of Birth of patient has been completed
	
	Completed by:



	
	Activate SMS consent in EMIS
	9NdP
	Completed by:



	Section 2
	Task to Sarah H – Send carers pack if patient is a carer or cared for
	918G – is a Carer
918F – Has a carer
	Completed by:

	Section 3
	Employment
	
	Completed by:

	Section 4
	Ethnicity, Religion 
	
	Completed by:

	Section 5
	Lifestyle – Send Keeping Me Well Accurx 
	
	Completed by:

	Section 6
	Check appointment booked with kate (pharmacist) 
	
	Completed by:

	Section 7
	Medical Background
	
	Completed by:

	Section 8
	Other information such as power of attorney 
	
	Completed by:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


PONTPRENNAU MEDICAL CENTRE

ACCEPTABLE BEHAVIOUR CONTRACT
An Acceptable Behaviour Contract is a signed written agreement between an individual patient and a GP practice to make explicit that the patient will conduct themselves in an appropriate manner while on the premises and during consultations, and not carry out with certain identifiable behaviours, and that the practice will provide appropriate standards of care.
Patients Name: ____________________________________
Patients Address: __________________________________
                             __________________________________
The Conditions

I, (the Patient) agree the following in respect of my conduct whilst registered at Pontprennau Medical Centre:

1. I will not behave in any way which may be considered to be violent, threatening or abusive.
2. I will treat NHS staff, fellow patients, carers and visitors politely and with respect at all times.
3. I will not consume alcohol, smoke or take any form of non-prescribed medication or drugs whilst on the surgery premises.
4. I accept and understand that the practice is obliged to provide a safe and secure environment for its staff and to care for their health and safety. 
5. I understand that if I display any aggressive, threatening or violent behaviour towards any member of staff employed at this surgery or put any of the staff or members of public in fear of their own safety, I will be removed from the practice list with the matter referred to the police.
We, Pontprennau Medical Centre, will:

1. Owe to you as a patient a duty of care and will aim at all times to provide services to meet your needs for primary healthcare and treatment.
2. Provide health services that are sympathetic and responsive to your individual needs within the resources that are available.
3. Deliver appropriate and effective health care and treatment to you.
4. Treat you with courtesy and respect.

Breach of this Contract:

If, (the Patient) breaches the contract, the following processes could be enforced: 
· Removed from the practice list
· Reported to the police with view to charges being brought against them
· Considered by the Health Board for referral to the Alternative Treatment Scheme.
Declaration:

I confirm that I understand the meaning of this contract, and that the consequences of breaching the contract have been explained to me.
Signed (the Patient): __________________________
Date: ___________
Date: …………………………….
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