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	Lister Surgery
Patient Registration Form – SECONDARY SERVICE
	

	Please complete clearly all sections of this registration form.
	SECONDARY


	1. Patient Information

	Title:
	Mr / Mrs / Miss / Ms /      
	Home Telephone:
	     

	Male/Female:
	     
	Mobile Telephone:
	     

	Forename(s):
	     
	Work Telephone:
	     
	Ext:
	     

	Surname:
	     
	Email Address:
	     

	Previous Name(s):
	     
	JSY Social Security No:
	     

	Known As:
	     
	Resident in Jersey Since:
	     

	Date of Birth:
	     
	First Language: If not English
	     

	Country of Birth:
	     
	EMIS Primary found (Practice use):
	     


	2. Parent/Guardian Information (If patient is under the age of 16)

	Full Name:
	     
	Telephone:
	     


	3. Address and Emergency Contact Information 

	Home Address:
	     
	Emergency Contact:
	     

	
	
	Relationship to Contact:
	     

	
	
	Daytime Telephone:
	     

	
	
	Address:
	     

	Post Code:
	     
	
	


	4. Existing GP Information 

	GP Name:
	     
	Telephone Number:
	     

	GP Address:
	     

	Reason for Attending:
	 FORMCHECKBOX 
 Specialist Service  FORMCHECKBOX 
 Employment  FORMCHECKBOX 
 Second Opinion  FORMCHECKBOX 
 Other:      


	5. Private Medical Insurance & Employer Information N.B. Patient is responsible for making all claims with their insurer

	Insurer:
	     
	Policy/Scheme Number:
	     

	Employer:
	     
	Occupation:
	     


	6. ID Confirmation 

	Please provide the following documents/information (including parent/guardian in case of a child):

□ Photographic ID (e.g. Passport/Driving Licence) 
	For Lister Use Only

Seen By:

Date:


	7. Medical History

	Do you suffer from any Allergies?:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If Yes please provide details:      

	Do you currently take any medication?:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If Yes please provide details:      

	Do you suffer from any significant ongoing medical problems?:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If Yes please provide details:      

	Have you had any serious illness or operations in the past?:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If Yes please provide details:      


	8: Patient Declaration and Personal Data Statement

	Your personal information:

The information collected on this application form will be used by Lister Surgery (hereafter the ‘Practice’) for the purposes of healthcare related services and practice administration.

Personal data relating to you will be retained by the Practice for the purposes of providing you with medical and healthcare related services both in the Practice and where appropriate at the premises of other healthcare providers. This may require your personal data including relevant details of your medical history to be shared with other healthcare providers for the purpose of referrals and for other lawful purposes related to the Practice procedures. 

Your declaration to us:

· I understand that the Practice has the right to accept or decline my registration application at any time.

· I understand that by attending a consultation with a GP or other healthcare professional of the Practice I accept the Practice terms of service and fee schedule issued and displayed in the Practice premises and as amended from time to time. 

· I hereby agree to pay the consultation fee prior to seeing a GP or other healthcare professional of the Practice and agree to pay all treatment given by the Practice at the time of the treatment thereafter. I expressly consent that prior to accepting any credit arrangement from the Practice, where appropriate a credit reference check may be taken with an authorised credit reference agency and/or my current/previous medical practice(s).

· I confirm that all the information I have given in this registration form is accurate to the best of my knowledge. Furthermore I understand it is my responsibility to advise the Practice in writing of any changes made in respect of my personal information.


	Signed*:
	Print Name:      
	Dated:      

	* If patient is a under the age of 16, this form must be signed by the parent/guardian detailed on first page
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