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Patient Registration Form

Gender………………..…..   Birth sex:  Male / Female    
Are you a student: Yes⃝     No⃝           
 






If yes; Course duration: …………………………..
Surname: …………………………………………………………..   
Previous surname …………………………..............
First name  ………………………………………………………..   
Calling name ………………………………………………
Date of birth ……………………………………………………...  
Town or Country of birth: ………………………….
Mobile no: …………………………………………..……..
Email address: ……………………………………………
You are giving your consent to the practice to contact you via text messaging and it is your responsibility to make the practice aware of any change to your  address / mobile / email
First language: …………………………………..

Ethnicity: ……………………………………………………....
Current Portsmouth address:    (include flat number/ house name)………………………………………………..
….……………………………………………………….……………………………………………………………………………………………
………………………………………………………………………………………………………………………….…………………………….
Post code ………………………………………………….
Full previous UK address (must have - number/road/town/county and post code)
……………………………………………………………………………………………………………………………………………………….....
Have you previously been registered with a GP in the UK?    Yes⃝     No⃝            
If no, have you recently arrived into the United Kingdom, please write the date you arrived………………...

If yes, Name and address of last UK GP: ………………………………………………………………………………………….……..
If you have been registered at Uni-City Medical Centre before, please tick here:  Yes⃝     No⃝            
For all under 16-year-olds:
Please include for all children proof of vaccine history

Parents full name and DOB:

1………………………………………………………………………………………………………………………………………..
2…………………………………………………………………………………………………………………………………………
Preferred contact number for Parent:………………….…………………………………………………………………

Are the parent/s registered with us     Yes⃝     No⃝            
Please complete all information below- quantities for smoking & drinking is weekly
Do you smoke?   Yes⃝    No⃝
  
Ex-smoker?   Yes⃝
    No⃝  
Do you drink?   Yes⃝     No⃝            

If yes how many units …………per week      (i.e. 1 pint or 1 glass of wine = 1.5 unit)

Would you like to stop smoking or reduce your alcohol intake?  Yes⃝     No⃝            

If yes, please ask at reception for more information  
Are you a carer?
Yes⃝  No⃝  

or do you have a Carer?
Yes ⃝
 No⃝
(Do you look after somebody with a medical need? If so, who and how are you related?)
………………………………………………………………………………………………………………………………………………………..
Do you suffer from any of the following conditions:

Asthma ⃝  
Diabetes Type 1 ⃝ 
Diabetes Type 2 ⃝

Do you suffer from any other conditions, please specify:……………………….………………………………....
Do you have any allergies, please specify …………………………………………………………………………………..
Do you take any repeat medications, if you do please specify …………………………………………………...

…………………………………………………………………………………………………………………………………………………..

Signature of patient: …………………………………………………….         Date: …………………………………………..
Have you previously served in the armed forces? 
Yes⃝    No⃝

If yes, date of enlistment: …………………………………………
Date of discharge: …………………………



If yes, service personnel number: ………………………..……………..
Are you a war widow/widower?
Yes⃝    No⃝

Uni-City Medical Centre
Important – please complete and hand to your surgery 
Important information about - care record, electronic prescription services and patient on-line 
Dear patient,
Care record
Your practice has agreed to upload key medical information to the spine so that other health care professional can access the medical record to provide medical care. The medical record will contain key information about the medicines you are taking, allergies you suffer from and any bad reactions to medicines you have had in the past.

If you have an accident or fall ill, the people caring for you in places like accident and emergency departments and GP out of hours services will be better equipped to treat you if they have this information. Your medical record will be available to authorised healthcare staff whenever and wherever you need treatment in England. Health care professional will ask your permission before they look at your record.
As per the new data protection guidelines (GDPR) please be advised that the Uni-City Medical Centre has updated its privacy notices with effect from 25th May 2018. Copies are available to read on our website www.unicitymedicalcentre.co.uk  

Patient online services (POL)
What is POL – patients can have access to online services, including appointment booking, ordering of repeat prescription and access to medical summary information and detailed medical information.

Yes, I would like access to patient online services, appointments, prescriptions

And brief medical summary.
            No, I do not want access patient online services
If you would like full access to patient on-line services; including a detailed medical summary, please ask at reception.  Additional form will need to be completed and photographic i.d. is required.
Please note that you have to complete your online registration for online services on the day the reception staff give you your login and password information
(your signature confirms that you have read and understood the above)

Name: …………………………………………………………..…………………………... Date of birth……………………….…………..........
Address:………………………………………………………………………………………………….…………………………………………………….

……………………………………………………………………………………………..…….. Mobile no: ………………..………………………..

Email: ………………………………………………………………………………………………………………………………………………………....

You are giving your consent to the practice to contact you via text messaging, and it is your responsibility to make the practice aware of any change to your address / mobile / email
SUPPLEMENTARY QUESTIONS-for all patients who are not ordinarily resident in the UK

Anybody in England can register with a GP practice and receive free medical care from that 

practice.

However, if you are not ‘ordinarily resident’ in the UK you may have to pay for NHS treatment 

outside of the GP practice. Being ordinarily resident broadly means living lawfully in the UK on a 

properly settled basis for the time being. In most cases, nationals of countries outside the 

European Economic Area must also have the status of ‘indefinite leave to remain’ in the UK. 

Some services, such as diagnostic tests of suspected infectious diseases and any treatment of 

those diseases are free of charge to all people, while some groups who are not ordinarily resident 

here are exempt from all treatment charges. 

More information on ordinary residence, exemptions and paying for NHS services can be found on 

NHS entitlements: migrant health guide - GOV.UK (www.gov.uk).

You may be asked to provide proof of entitlement in order to receive free NHS treatment 

outside of the GP practice, otherwise you may be charged for your treatment. Even if you 

have to pay for a service, you will always be provided with any immediately necessary or 

urgent treatment, regardless of advance payment.

The information you give on this form will be used to assist in identifying your chargeable 

status, and may be shared, including with NHS secondary care organisations (e.g. 

hospitals) and NHS Digital, for the purposes of validation, invoicing and cost recovery. You 

may be contacted on behalf of the NHS to confirm any details you have provided.

Please tick one of the following boxes:

· I understand that I may need to pay for NHS treatment outside of the GP practice 

· I understand I have a valid exemption from paying for NHS treatment outside of the GP practice. This includes for example, an EHIC, or payment of the Immigration Health Charge (“the Surcharge”), when accompanied by a valid visa. I can provide documents to support this when requested

· I do not know my chargeable status

I declare that the information I give on this form is correct and complete. I understand that if it is 

not correct, appropriate action may be taken against me.

A parent/guardian should complete the form on behalf of a child under 16.

PATIENT SIGNATURE (or parent/guarding for under 13s)

If you are on any repeat medications from your previous GP please provide a copy of the repeat 

slip when you hand in your registration form.

Signature: ……………………………………………………………………………………………………..Date: ………………………………….
Name:………………………………………………………………………………………………………………………………………………………… 

Relationship to Patient if under 13 years:……………………………………………………………………………………………………
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