
Llandaff and Pentyrch Surgeries 
NEW PATIENT REGISTRATION FORM     Date registering _________ 
Welcome to Llandaff & Pentyrch Surgeries. In order to help us, it would be very useful to have some basic information from you, whilst we await your medical records from your previous surgery please complete the following (please print)
Name:__________________________________________________ DOB: _____________ 
Address:___________________________________________________________________
 __________________________________________________________________________
Post code: _________________
TEL No: Home _______________________Mobile__________________________________
Email _____________________________________________________________________
I consent to receiving communication from the Surgery via text message - □ Y or □ N 
Via email  – □ Y or □ N 
Note – If your mobile/email is accessed by other people then they may have access to information which you may want to keep private, i.e. your appointment history.
Next of kin: Name       __________________________________________________________ 
Telephone Number   ____________________________________________________________
Are you a CARER?: □ I am a carer (If they are our patient, complete below. Also see point 1) 
□ I have a carer (Please enter their details below. Also see point 2) 
NAME: ______________________________________________________________________________
CONTACT DETAILS: ______________________________________________________________________________ 
1. All carers are entitled to a free flu jab each year. 
2. If you have a carer and you give them permission to discuss results or your medical history with the Doctor then please complete the necessary form from reception. 
MEDICAL HISTORY: 
Ongoing illnesses: ______________________________________________________________________________ 
Previous illnesses, with approximate dates:__________________________________________            
______________________________________________________________________________
Medication: please list any regular medication you are taking :
______________________________________________________________________________
______________________________________________________________________________
 DO YOU SMOKE: □ Yes, current smoker - how many per day ____________________ 
□ Ex-smoker – when stopped __________ □ Never smoked 
DO YOU DRINK ALCOHOL: □ No □ Yes – how many units per week _____________ 
(1 unit= half a pint of beer or lager, a small glass of wine or a single measure of spirits) 
HEIGHT: __________________ WEIGHT: ____________ 
EXERCISE: □ No □ Regular, Yes - how many times a week ________________________
Interpreter Required?: □ No □ Yes – 
Language required_________________________________________
Sight impairment? □ No □ Yes ______________________________ 
Hearing impairment? □ No □ Yes ________________________-___ 
Memory impairment? □ No □ Yes ________ 
Difficulty reading? □ No □ Yes – □ I can’t read (illiterate). 
FAMILY HISTORY: 
Has any of your immediate family suffered any of the following, if yes, please tick the box and also state relationship to you. 
□ Diabetes _______________ □ High cholesterol ________________ 
□ Heart Disease _______________ □ Epilepsy __________________ 
□ High Blood Pressure _______________ □ Stroke _______________ 
□ Cancer ________________________ □ Asthma _______________ 
□ Depression _______________  □ Thyroid _____________________ 
□ Other ___________________________________________________
Any other information you would like us to be aware of?
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