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Downing Street Group Practice
4 Downing Street, Farnham, Surrey, GU9 7PA

Tel:  01252 716226   Fax:  01252 717076

NEW PATIENT PRACTICE REGISTRATION & HEALTH CHECK FORM
Please ensure you also complete the required NHS New Patient Registration Form

UNDER 15’s ONLYDear Patient,

Welcome to the practice.

Please answer the following questions.   It is essential that your new Doctor has some basic information about you
as it can take some weeks for your previous records to arrive.

Date of registration .........................................

Surname ...................................................................First Names ....................................................................................

Address ..................................................................................................................PostCode .........................................

Date of Birth ............................................... Height ................................................ Weight .............................................

Home Telephone Number .............................................................Mobile ........................................................................

ETHNICITY - Please circle the appropriate ethnic group.

A BRITISH   B IRISH    C ANY OTHER WHITE
D WHT & BLK CARIBBEAN E WHT & BLK AFRICAN  F WHITE & ASIAN
G ANY OTHER MIXED  H INDIAN    I  PAKISTANI
J BANGLADESHI   K ANY OTHER ASIAN  L CARIBBEAN
M AFRICAN   N ANY OTHER BLACK  O CHINESE

Current School ..................................................................................................................................................................

Previous Home Address ...................................................................................................................................................

.............................................................................................................................PostCode ............................................

Previous GP ............................................... Address .......................................................................................................

.............................................................................................................................. PostCode ..........................................

Do you are for anyone who is chronically ill? Yes / No    Is yes, who do you care for? .................................................

SMOKING HISTORY

Are you a current smoker?  Yes / No If yes, how many per day?  .............................

ALCOHOL

Do you consume alcohol? Yes / No     If yes, how much per week? ..........................................

DO YOU SUFFER FROM ANY ALLERGIES?

Drug allergy (please specify which drug/s) ......................................................................................................................

Non drug allergy (please specify) ....................................................................................................................................

YOU MUST MAKE AN APPOINTMENT WITH A DOCTOR IF YOU ARE ON ANY MEDICATION BEFORE A PRE-
SCRIPTION CAN BE ISSUED.  PLEASE BRING YOUR MEDICATION WITH YOU.
Please note that the practice does not discriminate on the grounds of race, gender, social class, age, religion, sexual
orientation, appearance, disability or medical condition.


