= rohinl NHS
. robinlane

® health & wellbeing centre

New Patient Application Form

Register with us and benefit from our team of highly qua lified health professionals
and wide range of innovative health and wellbeing services
Robin Lane Health and Wellbeing Centre - Robin Lane - Pudse vy - LS28 7DE

We are a primary healthcare partnership providing general medical services, community eye clinic services, and
voluntary services to our patients and the wider community. Each of the partners has a specific oversight
responsibility and are accountable to the partnership, as follows:

Dr Linda Belderson - Senior GP partner responsible for the overall care of patients registered for general medical
services. This includes leading and directing the processes that ensure services are tailored to the needs of the
practice population, as well as appraising all healthcare professionals involved in the delivery of health services thus
ensuring that clinical decisions conform to best practice and evidence.

Dr Franco Zicchieri - GP partner, responsible for the training and educating of students and GP registrars (trainees)
assigned to our practice.

Dr Neil Bastow - GP partner responsible for overall medicines management, including practice policies and
protocols, and clinical audits.

Dr Bryn Davies - GP partner and consultant responsible for the overall care of patients referred to the Robin Lane
Community Eye Clinic. This includes leading and directing the processes that ensure that ensure the service is
tailored to the needs of referred patients, as well as appraising all healthcare professionals involved in the delivery of
the eye service thus ensuring that clinical decisions conform to best practice and evidence.

Mr Methven Forbes - Managing Partner responsible for the overall running of the organisation including business
finance, staff management, HR, technology, facilities management, organisational governance, strategic
development, stakeholder relationship development.






SECTION TWO
Step 1 Basic details Sex: READ THIS FIRST!

We cannot register you unless:

First Name:
Middle name (s): First language: YOU provide proof of address
S YOU provide PHOTO ID
urname: . .
. SO TGl 1 T T e o [ 1S YOU must complete thls form in full.
Date of Birth: to text you results of tests, Don'’t leave any gquestions unanswered!

appointment reminders and more! We will return the form and ask you to
complete before we will register you.

Marital status:

Do you look after someone who is ill, frail or disabled? YES/NO

Would you like information on our carer’s support grou p? YES/NO [ ODs e ils Gl e (ST

person, you must use the patient
: self-testing area to complete section
Step 2 Relatives Step 7 of this form.
Have any of your close relatives had any of the followi  ng?

sm Al e IF YOU post this application to us,

you must visit us in person within two

Epilepsy. . ........ Cancer. . . ... High blood pressure. .. ... ... weeks and use the self-testing area
Stroke. . ........ Diabetes . . .. .. ... Asthma. ......... to take your health readings. No
Step 3 Finding us q Via Practice website What was the name of your last
How dlid you hear about us? g Drove/walked past Practice practice

q Family is currently

registered i

. . What were the reasons you left
q Recommended by afriend 9 Viathe Practice App y

Step 4 Ethnicity

If you feel you belong to more than one group, please tick the one you feel you most belong to, or
q White British g Indian

g White Irish g Pakistani

g Any other White background q Bangladeshi

g White and Black Caribbean g other Asian background

g White and Black African q Caribbean

g White and Asian g Black Caribbean

g Any other mixed background g Black African

Step 5 Summary Care Record

If you do not complete step 5, a summary care record will be created for you automatically.

From time to time you may receive care from other NHS organisations such as the Hospital, Accident and
Emergency services, Minor Injuries services, another Pddice as a temporary resident or the out of hours
Doctor service. /n order to treat you safely, it is useful for NHS Saff to have access to your current
medications, allergies you suffer from, and any bad reactions you have had from taken medications.

NHS Staff access this information from a ‘Summary CareRecord’ held by the NHS. Basic information about
you is submitted by the Practice automatically. Please tell us below whether you wish to opt out of having
a Summary Care Record. Please note that even when youdwe opted out, we will still share this information
where clinically necessary by letter, fax or phone whenyou receive healthcare elsewhere.

Step 6 Your NHS

What do you most want to get out of your relationsh ip with this Practice?



Step 7 Your health

Medication

Are you taking any medication YES/NO

If yes, tell us the name, dosage of each medication
you take, and why you take it:

Are you allergic to any medication YES/NO
If yes, tell us the name and the reaction:

Recreational drugs
Do you use recreational drugs YES/NO
If yes, which drugs do you take?

Step 8 Alcohol

Exercise
Do you exercise YES/NO
What exercise do you do?

How many times a week do you exercise? .............
How long is each exercise session?

Smoking
Smoking status
g Current smoker q Ex-smokerq Never smoked

How many do/did you smoke per day? ...........ccceu....

Please use patient self testing area:
What is your blood pressure reading
What is your pulse reading

What is your weight

What is your height

Official use only. Results from urine test:

How many units of alcohol do you drink €aCh WEEK? ...........eeeeee et aeaa e
1 unit is around half a pint of beer, a small 125ml glass of wine, or a single spirit.

Please answern(never/less than monthly/monthly/weekly/almost daily/da

ily) to each question below:

How often do you have 8 or more drinks (if male) or 6 or more drinks (if female) in one occasion?

How often during the last year have you been unable to remember what happened the night before

because you had been drinking?

How often during the last year have you failed to do what was normally expected of you because of

drinking?

Step 8 General information

Would you like us to set you up for online access to our website so that you can book appointments, ord er

prescriptions, and email a doctor? ............ccccceeveeeeen.

........................................................ YES/NO

Would you like information on becoming involved in ou r patient involvement group or working with us as a
community volunteer at the Wellbeing Centre NexXt dOOI? .............uvevverveueereeerreerserseieeeeeemeneess YES/NO

Step 9 Your sighature

DO NOT SIGN UNLESS YOU HAVE COMPLETED THIS FORM IN FULL

We will have to send this form back to you for completio n and you will not be registered.
Please sign here to confirm that the details entered on this form are correct.

Your signature

.......................................... Date. of signature

If you are filling this form on behalf of another person o r a child, please provide us with the following.



