Summary Care Record
Manor Court Surgery offers its patients the choice of having a Summary Care Record. The NHS Summary Care Record contains basic information about any allergies you may have, unexpected reactions to any medications and any prescriptions you have recently received. This is to help clinicians in A&E Departments and ‘Out of Hours’ health services to give you safe, timely and effective treatment.
If you DO NOT wish to have a Summary Care Record, please tick the box.
If you want a Summary Care Record, you do not have to do anything, it will automatically be created for you.
For more information on Summary Care Records, please ask reception.
Declaration

I declare that all the information is as accurate and up to date as possible. I understand that giving false information will be deemed an irrevocable breakdown in communication, and this will lead to me being removed from the practice list.
Signature of patient……………………………Date………............
Signature of Parent/Guardian……………………………………… 
	

	Admin Only

	
	Medication needs adding

	
	Needs to book in for a New Patient Check

	
	Routine Appt with any GP

	
	Routine Appt with the nurse

	
	Telephone Appt



New Patient Request Form
Please complete all questions on the form as incomplete forms will not be accepted. 
Once completed please post ALL forms to Manor Court Surgery, 5 Manor Court Avenue, Nuneaton, CV11 5HX.
We endeavour to contact you within 14 days with our decision.
Surname……………………………
Previous Surname………………………………………….
Forename…………………......Other Names………………………
Date of Birth……………….    M / F (Please circle as appropriate)

Address……………………………………………………………

………………………………………………………………………

…………………………………………Post Code………………...

Home Telephone Number……………………………..

Mobile Number…………………………….

Marital Status………………………………

Ethnic Origin: (Please state i.e. British, Indian, Polish etc)
…………………………………………………………………………….

If English is not your first language please give details 

……………………………………………………………………………..

Do you need a translator?

Yes / No

The practice runs a patient participation group would you like to join?

Yes / No  (Please circle)
Medical Information
Height……………………………...Weight……………………......

Do you or any family members suffer with the following? 
	Condition
	Self
	Relative (please state who)

	Diabetes
	
	

	Asthma
	
	

	C.O.P.D ( Chronic Obstructive Pulmonary Disease) or

Emphysema
	
	

	I.H.D/Heart Disease/Angina

Or Heart Failure
	
	

	Stroke/TIA (Transient 

Ischaemic Attack) or Mini Stroke
	
	

	Hypothyroidism
	
	

	Schizophrenia
	
	

	Depression/Manic Depression
	
	

	Epilepsy
	
	

	Cancer (Please state what form)
	
	

	Hypertension High Blood 

Pressure
	
	

	ANY other problems (Please 

State)
	
	


Smoking Status

Never smoked……………….

Ex Smoker (please give details of how many a day and quit date)

……………………………………………………………………..

Current Smoker (please give details of how many a day)

……………………………………………………………………....

Current Medication: (please list) 

Please note all medication will have to be brought with you when you attend your new patient medical.

………………………………………………………………………

………………………………………………………………………

Do you have any allergies? (please state)

………………………………………………………………………

Next of kin…………………………….Relation…………………..
Emergency Contact Number……………………………………
Do you care for someone?                         Yes/No (Please Circle)

Do you have a carer to look after you?    Yes/No (Please Circle)

If you have answered yes to any of the above please complete a Carers Registration Form

Are you housebound? 

           Yes/No (Please Circle
