Aintree Park Group Practice – New Patient Nursing Home
We WILL NOT be able to complete the patients registration with the Practice unless this questionnaire and GMS1 FORM are FULLY COMPLETED, this may result in an unnecessary delay in receiving treatment
Date: ....................................

Name: .....................................................................................         Date of Birth: ..........................................
Address: .................................................................................        Tel No: ................................................  .............................................. Postcode..................(Essential)      Mob No: ...................................................
Have they been registered here before?  YES / NO


Medical History
Does the patient have a history of any of the 
following conditions (please tick yes or no)
	Condition
	NO
	YES

	Hypertension
	
	

	Diabetes Mellitus Type 1
	
	

	Diabetes Mellitus Type 2
	
	

	Heart disease
	
	

	Stroke
	
	

	Significant renal disease
	
	

	Asthma
	
	

	COPD
	
	


	Height
	
	    Metres

    Feet & Inches

	Weight
	
	    Kilograms

    Stones & Pounds



	Blood Pressure
	
	




	Any Allergies or Reactions? (eg to: medicines, vaccinations, eggs, medical dressing or food)



	Does the patient have any disabilities?




Smoking status

Has the patient ever smoked?          YES / NO

If yes – Do they smoke now?   YES / NO     Cigarettes per day: ...............     Pipe/cigars: ...............

Would they like help to stop smoking?   YES / NO  -  If YES please ring FAGENDS on 0800 195 2131            


Alcohol – in an average week how many units of alcohol do they drink                                                   (1 unit= half pint of beer, 1 small glass of wine, 1 single spirit)        Units per week =
	Questions
	
	
	
	
	
	Your Score:

	How often do they have a drink that contains alcohol?
	Never
	Monthly or less
	2-4 times per month
	2-3 times per week
	4+ times per week
	

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

	How often do they have 6 or more standard drinks on one occasion?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Score:
	0
	1
	2
	3
	4
	



Next Of Kin Details:

1. Name: …………………………………………… Relationship: …………………………………

    Address: ……………………………………………………………………….

    Contact No: …………………………………………………………

2.  Name: …………………………………………… Relationship: …………………………………

     Address: ……………………………………………………………………….

     Contact No: …………………………………………………………



Has the patient have a DNACPR in place   -   YES/NO 

Does the patient have a DoLS in place – YES/NO
 Consent to share clinical information wth other healthcare professionals:  YES/NO  
Consent given to share patient data with specified 3rd party:      YES/NO

Relationship of 3rd party ______________________________________________


	  Base Line Observations

	 Baseline Blood Pressure:

	Baseline Pulse:  
	Pulse regular  YES/NO

Pulse irregular YES/NO

	 Baseline oxygen saturation at periphery:

	 Baseline blood glucose level:

	Height:
	Weight:



PLEASE ENCLOSE A LIST OF THE PATIENTS MEDICATION:
Medication list from previous GP – YES/NO

Medication list on TTO   - YES/NO
Please enter patient’s height, weight & BP





Any Other Relevant Medical History: 

















    








FOR SURGERY USE ONLY – GMS1 complete           Questionnaire complete               Checked by 


