GRANGE FAMILY PRACTICE
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Forename(s): _________________________  Surname: __________________________ Date of Birth: _________________   
Address:   ____________________________________________________________________________________________________    
Contact number(s): ____________________________________________________________________________________
Would you like to receive SMS Text message reminders from the practice?  Please circle    Yes  /  No 

Email address:      ___________________________________________________________

Do you want to register for online services?(Ordering repeat prescriptions online) Please circle Yes  /  No

Next of Kin / Emergency contact (Please add NOK to PTs Notes):  Name:____________________________  

Next of kin contact number: ________________________________  Relationship to you: _________________________________  
Height:       ______ ft  _____  inch                         Weight:       _______ Stone _______ lbs   OR    ________ kg 

Blood Pressure:
We have a self measuring blood pressure machine in this practice. You are welcome to call in anytime during opening hours (Mon – Fri 8.30am-12.30pm and 1.30pm – 4.30pm – Half day closures every Wed afternoons) and have this checked. You do not need an appointment to have this checked. 
_________________________________________________________________________________________________________________

Preferred Communication Method: If you are Hard of Hearing, please circle which term is most appropriate to you. 

Profoundly deaf / Severely deaf / Partially deaf / Hard of Hearing / Deafend / Hearing Aid user / Cochlear Implant user 
Do you need an Interpreter? Please circle which is the most appropriate or state which language.

British Sign Language (BSL) or Irish Sign Language (ISL) interpreter / Lip Speaker / Induction Loop / Video Relay Service (VRS) / Text Messaging / E-Mail
Language Required: ___________________________________________________________
Do you smoke?  Please circle   Yes  /  No   ___________     
If yes, how many do you smoke a day? ____________        Did you smoke in the past? ___________             
Weekly Drop-in clinics are available in Omagh Hospital and Primary Care Complex.                                                                      (Omagh Hospital and Primary Care Complex - Every Tuesday 5:30pm- 7pm) 
(Contact: Josie Hughes – Smoking Cessation Nurse - 078 0955 2846)
Alcohol Consumption:    
Alcohol use can affect your health and can interfere with certain medications and treatments.

Use the guide below to decide how many units you drink a week. Your answers will remain confidential so please be honest. 
There are therapeutic treatment and support services available for those who are concerned about their alcohol use/misuse. Please ask one of the GPs or our practice nurse if you wish to seek help.

I currently drink ___________ units in a week
Lifelong teetotaller ____________          
Ex-drinker _____________
Repeat Medication ( Please list the Name, Strength & Directions for your medication):   
We may need to contact your previous GP surgery to confirm your medication.

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

Pharmacy Preference: Would you like us to send your prescriptions to a local pharmacy?     Yes  /  No  
If Yes, which pharmacy? _________________________________
Allergies to medication? 
_________________________________________________________________________________________________________________                                                    
________________________________________________________________________________________________________________
Vaccine History: Please provide dates of ALL previous vaccines if under the age of 16. 
Photocopies of your child’s ‘Personal Child Health Record’ (Red Book) are preferred.

_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

Any Signifciant Medical Conditions:

Please list any Medical Conditions that you may have below.
_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

Is there anything else you feel we should know about your health?     Yes  /   No
_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________                          
THIS SECTION IS FOR WOMEN ONLY: 
Have you had a smear test recently?       Please circle   Yes  /  No 

If yes:   Date of Test:        ____________________       Result:   Normal  /  Early Recall  /  Colposcopy
Have you had a hysterectomy?    Please circle    Yes  /   No

Are you pregnant?                        Please circle    Yes  /   No
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