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New Patient Registration Pack 

Welcome to Riverside Medical Practice. Please complete your registration pack and return to 
reception in person. If you would like to use online services, such as the NHS App to access your 
medical records or to order your repeat medication we will request to see you with a form of photo 
ID when you hand in your registration form, so that we can set this up for you.  

If you do have any repeat medications, please ensure you have a 4 week supply from your 
previous GP before handing in your registration form. It can take a time for your records to come 
over to us, however if you can supply us with a list of your repeat medications from your previous 
GP we can add this to our records to endeavour to ensure that your medications are not disrupted 
in your transfer to our practice.  

Registration Part 1 – About You 

Please complete your details below:  

Forename:  _______________________  Surname: ___________________________ 

Date of Birth: ______/______/______ 

Address: _______________________________________________________________ 

  _______________________________________________________________ 

Postcode: _______________________________________________________________ 

Contact Numbers: Mobile: _______________________   Landline: ____________________ 

Email Address: ________________________________________ 

Do you have a preferred method of contact for us to use? ___________________________  

Do you have any communication difficulties that we need to be made aware of? (For example do 

you have difficulty hearing or require an interpreter?) 

______________________________________________________________________________ 

Please tick your ethnic group below: 

  
White 

English, Welsh, 
Scottish, Northern 

Irish or British / 
Irish / Gypsy or 
Irish Traveller / 
Any other White 

Background. 
 

  
Mixed or Multiple 

ethnic groups 
White and Black 

Caribbean / White 
and Black African / 
White and Asian / 
Any other Mixed or 

Multiple ethnic 
background 

  
Asian or Asian 

British 
Indian / Pakistani / 

Bangladeshi / 
Chinese / Any 

other Asian 
background 

 
 

  
Black, African, 
Caribbean or 
Black British 

African / 
Caribbean / Any 

other Black, 
African or 
Caribbean 

background 
 

  
Other Ethnic 

Group 
Arab / Any other 

ethnic group 
 
 
 
 

 

 

Please sign to confirm that you have received and understood the Privacy Notice (enclosed in 
the practice leaflet). 

Signature  Date  
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Registration Part 2 – Your Health 

Please answer the questions below about yourself: 

The information that you provide us with will help the doctor to make an initial assessment about 

your health which will help in your future treatment. Patients are able to attend the practice for an 

initial consultation for some basic checks with the nurse. Please speak to a receptionist if this is 

something you are interested in. 

About You: 

   Forename:   _______________________ Surname: ___________________________ 
   Date of Birth:  ______/______/______ 
   Height:    ___________________ 
   Weight:    ___________________ 
   Occupation:     ___________________________________________________________ 
 

Exercise 

   Do you take regular exercise?     YES   /   NO 

   If yes, what sort of exercise?       VERY ACTIVE   /   MILDLY ACTIVE   /   GENTLE EXERCISE 

   How many times per week?         _______ 
 

Smoking Status 

   Do you smoke?              YES   /   NO 

   If Yes, how many per day?   Cigarettes _____   Cigars _____   Ounces of Tobacco _____   

   If you are an Ex-Smoker, when did you give up? __________________________   
 

Alcohol 

   For the following questions please circle the answer which best applies to you.  
   1 drink = 1/2 pint of beer or one glass of wine or 1 single spirits 
 

   Men: How often do you have EIGHT or more drinks on one occasion?  
   Women: How often do you have SIX or more drinks on one occasion?  
 

    Never           Less than monthly           Monthly           Weekly           Daily or Almost Daily 
    
   How often during the last year have you been unable to remember what happened the night 
before because you had been drinking?  
 

    Never           Less than monthly           Monthly           Weekly           Daily or Almost Daily 
    
   How often during the last year have you failed to do what was normally expected of you because 
of drinking?   
 

    Never           Less than monthly           Monthly           Weekly           Daily or Almost Daily 
 

   In the last year has a relative or friend, or a doctor or other health worker been concerned about 
your drinking or suggested you cut down?  
 

    No                Yes on one occasion        Yes on more than one occasion  
 

How many units of alcohol do you drink in 1 week? ______ 



 

Medication 

   Please supply us with details (name, dosage, form e.g. tablets, capsules, liquid) of any 

   medication which you take (prescribed or otherwise). It is helpful if you can supply us with a copy 

   of your repeat medication sheet from your previous GP.  

   ____________________________________________________________________________ 

   ____________________________________________________________________________ 

   ____________________________________________________________________________ 

   ____________________________________________________________________________ 

   ____________________________________________________________________________ 

 

Allergies 

   Are you allergic to any substances or foods?  YES  /  NO 

   If yes, please give details: 

   ___________________________________________________________________ 

 

Immunisations 

   Dates of Triple/Polio/HIB: _________________________ 

   Dates of MMR:   _________________________ 

   Date of last Tetanus:  _________________________ 

 

Female Patients 

   Date of most recent Cervical Smear Test: ________________________ 

   Result: _________________________ 

   Please give details of any complications in pregnancy:  ________________________________ 

   ____________________________________________________________________________ 

   ____________________________________________________________________________ 

 

Carers 

   Do you need or have anyone who looks after you and your daily needs as a Carer?    YES  /  NO 

   If yes, would you like them to deal with your health affairs here?   YES  /  NO 

    (If yes, the receptionist can help with these arrangements) 

   Do you care for anyone else?   YES  /  NO  (If yes, you can ask the receptionist about carers support) 

 

General 

   Are there any issues which cause you concern or would you like advice on any other health  

   problems? Please give details below. 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Thank you for completing this information. We appreciate the time you have spent doing 

this and will update your medical records accordingly.  
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Registration Part 3 – Access to online GP Services (NHS APP) 

Forename  Surname  

Date of Birth  

Address  

Postcode  

Email Address  

 

I wish to have access to the following online services (tick all that apply): 

1. Booking appointments  

2. Requesting repeat prescriptions  

3. Accessing my medical record   

 

Application for online access to my medical record 

I wish to access my medical record online and understand and agree with each statement below 
(please tick) 

1. I have read and understood the information leaflet  provided by the practice  

2. I will be responsible for the security of the information that I see or download  

3. If I choose to share my information with anyone else, this is at my own risk  

4. I will contact the practice as soon as possible if I suspect that my account has 
been accessed by someone without my agreement 

 

5. If I see information in my record that it not about me, or is inaccurate I will log out 
immediately and contact the practice as soon as possible 

 

Messaging Facility: 

I hereby give my consent to Riverside Medical Practice to send me text messages for appointment 

reminders and all other routine reviews (please tick). 

Yes                  No      

I hereby give my consent to riverside Medical Practice to leave voicemail messages if I am 

unavailable on mobile messaging only.  

Yes                  No      

 

Signature  Date  

 

For Practice Use Only:  

Identity verified through 
(tick all that apply) 

Vouching  
Vouching with information in record     

Photo ID  
Proof of residence  

Name of 
verifier 

Date 

Name of person who 
authorised  
(if applicable) 

 Date 

Date account created   

Date passphrase sent   
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Registration Part 4 – Your Summary Care Record 

Dear patient.  
 

If you are registered with a GP practice in England, you will already have a Summary Care Record 
(SCR), unless you have previously chosen not to have one. It will contain key information about 
the medicines you are taking, allergies you suffer from and any adverse reactions to medicines 
you have had in the past.  
 

Information about your healthcare may not be routinely shared across different healthcare 
organisations and systems. You may need to be treated by health and care professionals who do 
not know your medical history. Essential details about your healthcare can be difficult to 
remember, particularly when you are unwell or have complex care needs.  
 

Having a Summary Care Record can help by providing healthcare staff treating you with vital 
information from your health record. This will help the staff involved in your care make better and 
safer decisions about how best to treat you.  
 

You have a choice 
You have the choice of what information you would like to share and with whom. Authorised 
healthcare staff can only view your SCR with your permission. The information shared will solely 
be used for the benefit of your care.  
Your options are outlined below; please indicate your choice by ticking the correct box below. 
  

 
Express consent for medication, allergies and adverse reactions only. You wish to 
share information about medication, allergies for adverse reactions only. 

 
Express consent for medication, allergies, adverse reactions and additional 
information. You wish to share information about medication, allergies for adverse 
reactions and further medical information that includes: your illnesses and health problems, 
operations and vaccinations you have had in the past, how you would like to be treated 
(such as where you would prefer to receive care), what support you might need and who 
should be contacted for more information about you. 

 
Express dissent for Summary Care Record (opt out). Select this option, if you DO NOT 
want any information shared with other healthcare professionals involved in your care. 

Name ____________________________ 

Date of Birth ____ / ____ / ____ 

Signature ______________________________            Date _____________________ 
 
If you chose not to complete this consent form, a core Summary Care Record (SCR) will be 
created for you, which will contain only medications, allergies and adverse reactions.  
 

You are free to change your decision at any time by informing your GP practice.  
 

You can also download a form and find further information at the following website: 
www.nhscarerecords.nhs.uk/options 
 

Thank you. 
 

Riverside Medical Practice 

http://www.nhscarerecords.nhs.uk/options
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Registration Part 5 – Register your Type 1 Opt-Out Preference 

The data held in your GP medical records is shared with other healthcare professionals for the 

purposes of your individual care. It is also shared with other organisations to support health and 

care planning and research.  

If you do not want your personally identifiable patient data to be shared outside of your GP 
practice for purposes except your own care, you can register an opt-out with your GP practice. 
This is known as a Type 1 Opt-out.   

Type 1 Opt-outs may be discontinued in the future. If this happens then they may be turned into a 
National Data Opt-out. Your GP practice will tell you if this is going to happen and if you need to 
do anything. More information about the National Data Opt-out is here: https://www.nhs.uk/your-
nhs-data-matters/  

You can use this form to: 

 register a Type 1 Opt-out, for yourself or for a dependent (if you are the parent or legal 
guardian of the patient) (to Opt-out) 

 withdraw an existing Type 1 Opt-out, for yourself or a dependent (if you are the parent or 
legal guardian of the patient) if you have changed your preference (Opt-in) 

This decision will not affect individual care and you can change your choice at any time, 
using this form. This form, once completed, should be sent to your GP practice by email or 
post. 

Details of the patient 

Title  

Forename(s)  

Surname  

Address 

 

 

 

Phone number  

Date of birth  

NHS Number (if known)           

 

Details of parent or legal guardian 

If you are filling in this form on behalf of a dependent e.g. a child, the GP practice will first check 
that you have the authority to do so.  Please complete the details below: 

Name  

Address 

 

 

Relationship to patient  

https://www.nhs.uk/your-nhs-data-matters/
https://www.nhs.uk/your-nhs-data-matters/


Your Decision 

Opt-out   

I do not allow my identifiable patient data to be shared outside of the GP practice for 

purposes except my own care.  

OR 

I do not allow the patient above’s identifiable patient data to be shared outside of the GP 

practice for purposes except their own care.  

Withdraw Opt-out (Opt-in) 

I do allow my identifiable patient data to be shared outside of the GP practice for purposes 

beyond my own care.  

OR 

I do allow the patient above’s identifiable patient data to be shared outside of the GP 

practice for purposes beyond their own care.  

Your declaration 

I confirm that: 

 the information I have given in this form is correct  

 I am the parent or legal guardian of the dependent person I am making a choice for set 
out above (if appliable) 

Signature 

 

Date signed        

 

 

When complete, please return to your GP practice 

---------------------------------------------------------------------------------------------------------------------------------- 

For GP Practice Use Only 

Date received  

Date applied  

Tick to select 
the codes 
applied 

Opt – Out - Dissent code: 

9Nu0 (827241000000103 |Dissent from secondary 
use of general practitioner patient identifiable data 
(finding)|)  

 

 Opt – In - Dissent withdrawal code: 

9Nu1 (827261000000102 |Dissent withdrawn for 
secondary use of general practitioner patient 
identifiable data (finding)|)] 

 

 


