
Hawthorn Medical Centre
Registration Questionnaire

 

New patients need to complete a pre-registration questionnaire before registering. It is important 
that you bring this questionnaire, any documents and medication with you during your first 
appointment. Failure to do this may mean that we cannot register you.
  

1. The attached fully completed questionnaire
2. Your NHS number. This can be obtained from your previous GP.
3. Your current medication
4. A urine sample. A bottle will be provided when you pick up the registration pack
5. Immunisation records for children under 5 years old.
6. Your medical card

  
Date of registration .………………………… Marital Status…………………..…
  
Mr/Mrs/Miss/Ms………....Full Name………………………………………………...
  
Address………………………………………………………………………………...
  
………………………………………………………Post Code……………………...
  
Date of Birth………………Telephone No. Home………………………..…………
  
Mobile……………………........................Work…………………………................
  
NHS No………………………… Email Address……………………………………
  
Are you an asylum seeker                                          Yes                  No
  
If yes please state which country you are from…………………………………….
  
Ethnicity …………………………………………………………………………........
  
Main Language………………………………………………………………………..
  
Do you need an interpreter or any sign language assistance?
  
…………………………………………………………………………………………..
  
Would you like online appointment booking?                          YES / NO
  
Would you like text message appointment reminders?         YES / NO



  
  
  
  
Has anyone in your family (ie) Parent, Grandparent, Brother, Sister (not husband or wife) had 
any of the following? Please circle yes or no.
  
1. Heart attack                                                 Yes                  No
2. A stroke                                                       Yes                  No
3. Diabetes                                                      Yes                  No
4. Asthma                                                        Yes                  No
5. Cancer                                                        Yes                  No
  
Have you ever had any of the following? Please circle yes or no
  
1. Heart attack                                                 Yes                  No
2. A Stroke                                                      Yes                  No
3. Diabetes                                                      Yes                  No
4. Asthma                                                        Yes                  No
5. Cancer                                                        Yes                  No
  
Do you have any allergies?                             Yes                  No
  
If yes please state what you are allergic to…………………………………………
  
Do you have a carer?                                     Yes                  No
  
If yes please provide more 
details…………………………………………………………………………………..
  
…………………………………………………………………………………………..
  
Do you act as a carer for anyone else?         Yes                  No
  
If yes please provide more details…………………………………………………..
  
…………………………………………………………………………………………..
  
Have you ever been admitted to hospital?      Yes                  No
  
If yes please give more details………………………………………………………
  
…………………………………………………………………………………………..



  
  
Emergency Contact Information
  
Please can you provide contact information of someone we can contact in an emergency.
  
Name………………………………………Relationship………………………………
  
Tel…………………………………….2nd Tel….............................................................
  
Address………………………………………………………………………………….
  
…………………………………………………………………………………………..
  
If you have any questions or need any help please call the surgery on
0161 220 6080
 


