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1st Floor, Port Talbot Resource Centre,
Moor Rd, Port Talbot SA12 7BJ



If you need help filling out this form, please ask our reception team who will be happy to help. Please ensure you complete this form and the purple form as fully as you can. Failure to do so may result in a delay to your registration and impact on the care we provide you. Once completed please hand BOTH forms and your most recent Repeat Prescription Slip into reception together with proof of identity - (driving licence / passport) and proof of address – (utility bill/ bank statement). 
Failure to do so may delay your registration.


	NEW PATIENT REGISTRATION QUESTIONNAIRE

	PATIENT DETAILS

	Title
	☐Mr            ☐  Mrs                    ☐   Miss		☐Ms		☐Mx

	First Name
	
	Middle Name
	

	Surname
	
	Previous Surname(s)
	

	Preferred name 
	

	Date of Birth
	

	Gender
	☐Male		☐Female		☐Not Specified		☐Not Known

	Marital Status
	

	Ethnic Group
	White
	Black

	
	British
	
	Caribbean
	

	
	Irish
	
	African
	

	
	Other (Please specify)
	
	Other (Please specify)
	

	
	Asian
	Mixed

	
	Indian
	
	White & Black Caribbean
	

	
	Pakistani
	
	White & Black African
	

	
	Chinese
	
	White & Asian
	

	
	Other (please specify)
	
	Other (please specify)
	

	
	Other Ethnic group

	
	Arab
	
	Any other ethnic group
	

	Religion
	

	Place & Country of Birth
	

	Main Spoken Language
	

	HOME ADDRESS

	Current Home Address
	

	Post Code
	

	Previous Home Address
	

	Post Code
	

	Temporary Home Address (If Applicable)
	

	CONTACT DETAILS

	Home Telephone No.
	

	Mobile Number
	

	Email Address
	

	Do you Consent to the practice corresponding with you using the above details?      ☐Yes       ☐No

	Preferred Pharmacy
	

	NEXT OF KIN

	Name:
	

	Relationship To You
	

	Contact Number 
	

	OCCUPATION 

	Job Title
	

	MILITARY VETERAN

	Are you a military veteran
	☐Yes      ☐ No  


	HEIGHT / WEIGHT 

	Height:
	Current Weight:

	DISABILITY

	Are you registered disabled?
	☐Yes      ☐ No  If Yes, please detail:

	Are you registered blind or partially sighted?
	☐Yes      ☐ No  If Yes, please detail:

	Are you registered deaf or have a hearing difficulty?
	☐Yes      ☐ No  If Yes, please detail:

	Are you dependant on a wheelchair?
	☐Yes      ☐ No  If Yes, please detail:





	CARER INFORMATION

	Are you a carer?
	☐Yes      ☐ No
If Yes, please detail:

	Do you have a carer?
	☐Yes      ☐ No
If Yes, please detail:

	Do you have communication needs?
	☐Yes      ☐ No  If Yes, please detail:



	FAMILY HISTORY 

	Please lists significant family history:    State any serious illness, in particular heart disease, stroke, high blood pressure, diabetes, cancer or any inherited disease

	Condition
	Family Member

	
	

	
	

	
	

	
	

	
	

	MEDICAL INFORMATION

	Please TICK if you have suffered from any of the following:

	
	Epilepsy
	
	Cancer
	
	High Blood Pressure
	
	Stroke
	
	Heart Attack

	
	Eczema
	
	Asthma
	
	Diabetes
	
	Hay Fever
	
	Depression



	GYNAECOLOGICAL (Women only)

	Have you had a cervical smear?
	☐Yes                                       ☐ No



	SMOKING STATUS

	Are you a current smoker?
	☐Yes                                       ☐ No

	If yes, how many Cigarettes or ounces of tobacco per day: 

	Are you an ex-smoker?
	☐Yes                                       ☐ No

	Do you use an electronic cigarette?
	☐Yes                                       ☐ No

	Would you like support to quit smoking?
	☐Yes                                       ☐ No

	                                     If yes Please ring stop smoking Wales on FREEPHONE 08000 85 22 19



	ALCOHOL

	(1 unit = ½ pint beer, 1 small glass of wine, 1 single spirit, 1 small glass sherry or 1 single aperitif)

	How many units do you drink a week?
	



	Alcohol Users Disorders Identification Test (AUDIT)
	Scoring System
	Your score

	Questions
	0
	1
	2
	3
	4
	

	How often do you have a drink that contains alcohol?
	Never
	Monthly or less
	
	
	
	

	How many standard alcoholic drinks do you have on a typical day when you are drinking?
	1-2
	3-4
	5-6
	7-8
	10+
	

	How often have you had 6 or more units if female or 8 or more if male on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
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