CHURCHWOOD MEDICAL PRACTICE
Application to join the Practice

All information given on this form is treated in the strictest of confidence

Please complete in block capitals

Title ………….  Surname………………………………… Forename (s) ……………………………………
Date of birth ……./ ……../ ………

Address      

Home telephone number (01424) ……………………..         Work number  ………………………………
Mobile phone number …………………………………      E-mail address…………………………………..
If we need to get in touch with you may we contact you by text messaging or E-mail?    Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



Do you have any other members of your immediate family registered here? Ie: brothers, spouse    YES        NO

What is your occupation?    ...................................... What is your ethnic origin? ………………………
Do you smoke?   Yes     FORMCHECKBOX 
    No     FORMCHECKBOX 
            if yes, how many do you smoke daily? …………………
Are you currently taking any medications? If the answer is yes please list them below

	MEDICATION
	DOSAGE
	FREQUENCY

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


If you need repeat medications which is your preferred Pharmacy?  (please circle)
TESCO     LLOYDS (Battle Rd)     BLOOMS     HIRST    OTHER (Please specify) ……………………………

Have you or your family ever suffered with any of the following? (Tick the appropriate boxes)

	CONDITION
	YES
	NO
	YOU               FAMILY

	Heart attack
	
	
	

	Stroke / TIA
	
	
	

	Diabetes
	
	
	

	Hyper or hypothyroidism
	
	
	

	Atrial fibrillation
	
	
	

	Epilepsy
	
	
	

	Mental health
	
	
	

	High blood pressure
	
	
	

	High cholesterol
	
	
	

	Glaucoma
	
	
	

	Are you registered blind?
	
	
	

	Are you registered disabled?
	
	
	


Are you a carer for someone?   YES   /   NO                             Do you have a carer?      YES    /    NO

I have filled out this form as a preliminary application form to the surgery and I accept that I may not be taken on as a patient if the Practice list size is complete.
 If I am accepted as a patient of the Practice I give my permission for the enclosed details to be transferred onto my computer record and to attend for a new patient check, when the Practice invites me.

Signed ……………………………………………………….

Name (BLOCK CAPITALS) …………………………………………….. Date…………………………………….

Please return this form to:-

Mrs Corinne Blackman                                                                                for office use only
Reception Manager

Churchwood Medical Practice
Accept patient?       Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Tilebarn Road
Patient Check appt. Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

St Leonards on Sea
Practice Brochure? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

TN38 9QU
Alcohol screening

	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often do you have a drink containing alcohol?
	Never
	Monthly

or less
	2 - 4 times per month
	2 - 3 times per week
	4+ times per week
	

	How many units of alcohol do you drink 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
	


Scoring:
A total of 5+ indicates increasing or higher risk drinking.

An overall total score of 5 or above is AUDIT-C positive.
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