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Heath Street Health
Centre

Registration Pack

Opening Hours:
Monday to Friday
8:00am — 6:30pm

Daytime Contact Number:
0121 389 1100

Outside Surgery Hours:
NHS 111

Emergency Service:
999

Doctors:
Dr Kunnummal
Dr Khan
Dr Kambo

www.heathstreethealth.nhs.uk
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WIEEl  Family doctor services registration st [IENG0BG

Patients detalls Pleamse compkete i BLOCK CARTALS and ook [ a5 sppeopeiare
Cdmar [ Mes [] sts [ ] s Surname
Date of birth | |_" i |_ T Fstmames o ' o

|:|l.h|-= DIﬂnﬂh of birth

Please halp us trace your previous medical records by providing the following informacsthon
Yaour previous sddress in LK Bl of previous GP practice whils ot thet sddre.

if you are from abroad

Your first UK address where registered with a GP

I presvsoisly ressdent @ U [habs: Frst Camreme

daite: of keaving . I:I'-:?:I.I[

Were you ever registerad with an Armed Forcas GF

Flease: indicate: if you have sereed in the: UK Anmed) Foroes andifor besn registerod) with a Maniestry of Defencos GFF i the

Badelress before enlisting:

Poctroade
Foadnote; These guestions mm#ﬂmmﬂmm eniillermen b fepnheT OF FETETEE Servines
if you need your doctor to dispense medicines and appllances* R —
] 1 liwee mcsre tham 1.6km in a straight line from the nearest charmist authorzed o
[ 1 wouwld hawe sericus diffioulty in getting them from a dewemist '
O stgnatuwre of Patlent [ signature on behalf of patient
Diate I i

HHS Organ Doncr registration
after my death. Plese tick the bomes that apphy:

[ Ay of mry organs and tisse or
Sigpnatire confinming my consewt o join the MHS Drgan Donor Begister Db o [

.J-"l:u.'n_-teﬂ'pl:u.u'l'u'mﬁ- r uﬁr Emmte mli:!'l:u;.p*_.-ﬂ ......
mwﬁrm@m Eﬂﬂrﬂm;m -

MHS Blood Donor registration

I vwouhd e Lo join the NHS Blood Donos Begister as someone wiho may be contlacted) snd veould be prepased 1o donate Blood.
Tick biere i youn herve given blood in the lest 3 yesrs [

Signatvre confinmang my consent fo join the MHS Blood Donor Register Dt ! i

Posarode:
Al blood types sre needed, especally O negative and B negatee. Vit wasse Blood' co pk o coallf 0300 173 23 73

WHS England use only Patient regstered for [ ] GMS [ Drspeemsinag

NG 08 Produt Code: G517
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Family doctor services registration

Prascitices Mams Prre i ol

| |:| | have accepbed this patient for general medical services on behallf of the practios I

I:l Iu'.ﬁq:ﬂ'ur_' nmdﬂ'ﬂ'hpph‘:ﬁtﬂ-lhﬁpahﬂitnﬂ:#th “—E-Fr#alﬂammnhnl

I derkare fov the bet of mmy bedief this ndonmetiod & ooreet ProwDice S
Harme [ane ! I

SUPPMLEMENTARY CHUESTIONS QUIESTHONS - Theste quaestions amd the patient declarathon are ool amd o
answers willl ot affect your entitiement o register or receve servioes. from your GP

Wmt%mmﬂa GP peractios s feceies fres meadical care frcen that peactios.

Howwessor, 1l you ane ol “ordinarly residont im the UK pou sy hae 8o pey Bor SBHS trestmeni oulbice of the GF praciice. Boineg
aerdli mawrily Posicloant Braaadly mwns Beeing Lasthlly ie the U0 cn a propecly sethed Banis for Thes Dirmes beirag, i el s, sl
of coumiries outside the Buropean Economiic Asea masst also have the stabes of Indefiniie leawe b0 remmain” b the LK

CrEThe G, Slch as diaapnostic tests of sspactad infoctous disaaces and any treatmeat of those: disaaces are fres of dharge o
dmmhmmmnmmmm-wm-mm

You may ba a=ked to provide proof of entitiemernt In ordar to recaive frea NS treastment outside of the GF practics, otheretizs
wou may be dharged For your reatment. Even # you have 1o pay for 2 servion. you will sheays be provided werth ey
immeedlately necessary oF urgent treatment, regardless of sdvamnce poyment.

Tha informaian you givae o this forrm will be wee 1o s dentifyieeg pour chargeabbes s, sl sy b sdhorsed, imclhucieg
wiith HHS secondary cane organisations {s.g. heecpiizlk) and MES Dagital, for the purpeses of walidation, rsokcing Jmd oo
recowary. You may be comacied on behal of the MHS to confirm amy detaills you Fowe prosiced.

Plaasa tick orma of the following boxes:

al [] 1 unebesrsiand that | may need to pay for BHS reastment cutseds of the GF practios
B[] 0 wnderstand 1 have & valid sssmption from p () four M Iraatement cotiide of the GF practios. Ths s for

axampla, amn FHIC, of paymesnt of the iImmdgration Healith Chargs (=the Surcharge= ), whean acoomepaenieod by o ealid wisa | can
prowide docsments to support. this wwhem secpues bed

& []vda nat know my dhargeable status

| dedlare that the infomation | give on this form is corred: and complste. | underdand that if it s Rot correcd., appropriate
action may be takon agoinst me
A parentiguardien should complits the form cn bebhall of 5 child unders 16

Sigreed: Doyt
Print narme: Fria by o
O behalf of: potient
Enmpl-:l:l:iismctiunnifywHhmﬁﬁmummmﬂtuihﬂd’ﬂmﬂrﬁ’mhh
g LEK st wwerrk b anctfer EEA msmibeers state, Do net complete this sectian i you hawes an EHIC b by the L0
L] LJH =S4H - 1 2 L] - L] S| = HEF Lk | LR - | F -
1 - a LJH
Do you have a nen-UK FHIC or PRCY | YES:[] Mo:[] P e i L
Cmnitry e I
e
A: Carven Mesme=

% Date of Birth

B Personal kdentification
I yoour are wisiting fom ancther EEA Meurnber

wonniry and o nod fold & currend ? beder i poa Liesrs mprrvbesr
BRI o Prowisional of thee irestitwtion

Repdacemaend
Cevtifcare (FROWST, ey e hilioa
ﬁ:u'ﬂre-rmrnfwm:'::wmm B: hederriifhcarthon nunnbes

Dutside of the GP practics, including ol the card
ar & fospital S Expiry [ate
PRC walidity period 1) Froame i) T |

Plosarse: tick [ ] iff wou huree an §1 eg yous are retiring o thee UK o you husee: been posed bere by g exmplospes for
el o e T im thes UE Enat weorks in antheesr EEA iermder state). Please give your 51 form o the practce wnaff
Heow wwilll yousr EHICAPROST diata ke used T By wsing your FHIC or PRC for NHS treatment costs yousr FHIC or PRC data

arel GPF appoairent data il ke shared with NHS soccrnelany care (espitads) arel NHS Diepital soloby for thee pumpeoses of
st reconery, Your olinicsl devta will ot be shared in the cost recoweny

Prooess,
Wiriar EHIC, PRC o 51 ivForrmaton sl Be shared with The Depesrtement for Wesk ard Ponsees for the prarpese of
recosering your INFS oosts. Frosm your hosme coun iry

Page 3 of 19



New Patient Registration Form - Heath Street Health Centre 1of5

Please complete in BLOCK CAPITALS and tick the boxes (yes/no) where appropriate

Patient Details

Title Date of Birth
Surname First Name(s)
Previous Surname(s) Occupation
Address Email

City Telephone no.
Post Code Mobile no.

From time to time we may need to contact you (Please see privacy notice). Please tick below to
indicate how you prefer to be contacted.

L] Phone L] Email L] Post

If you hare happy to receive health promotion and surgery updates, please tick here |:|

If you do not wish to be contacted at all, please tick here and discuss with a member of staff []
Previous GP

Name

Name of Practice
Address

City

Post Code
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New Patient Registration Form - Heath Street Health Centre 20of5

Please complete in BLOCK CAPITALS and tick the boxes (yes/no) where appropriate

Next of Kin

Name Relationship
Address

City

Post Code Telephone no.

Are you happy for the surgery to contact this person
in an emergency?

[]

Does this person have legal power
of attorney?

[]

If NoK for a relative is in a care
home, is DoLs in place?

Children

[]

Name of Child(ren) Date of Birth Current Nursery/School Disability?

Are you a carer for any
other children?

Do you have parental
responsibility?

[ ]
[ ]

Any history of Female Genital
Mutilation (FGM)/cutting?

Any previous involvement with
Children’s Social Care?

[ ]
[]
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New Patient Registration Form - Heath Street Health Centre

30of5

Please complete in BLOCK CAPITALS and tick the boxes (yes/no) where appropriate

Ethnicity
White British Black or Black Caribbean
British
Irish African
Other (please specify) Other (please
specify)
Asian or Asian Indian Mixed White & Black
British Caribbean
Pakistani White & Black
African
Bangladeshi White & Asian
Chinese Other (please
specify)
Other (please specify)
Eastern Polish
European
Romanian
Czech Republic
Other (please specify)
Language
What is your first language? Do you require |:|
an interpreter?
Are you a refugee/asylum Are you new to
seeker? |:| the UK? |:|
Proof of Identity
L] Passport L] Driving License [ Utility Bill [ Birth Certificate L] Other
Do you wish to sign up for access to your digital health record? |:|
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New Patient Registration Form - Heath Street Health Centre

4 of 5

Please complete in BLOCK CAPITALS and tick the boxes (yes/no) where appropriate

Disabilities

Are you a registered disable? If so, please give details

Medical Information

Please tick the box next to the medical condition that you have

Epilepsy Blindness

High Blood Pressure Glaucoma

Heart attack Diabetes

Stroke Asthma

Cancer Depression

Eczema Other (please specify)
Have you had a flu |:| Have you had a pneumonia

vaccination?

vaccination?

Have you ever had a cervical smear? If so, when was the last one?

Do you smoke? If so, how |:|
many per day?

How much alcohol do you
drink in a week?

Would you like advice on
giving up smoking?

Would you like support to
reduce your alcohol intake?

I N
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New Patient Registration Form - Heath Street Health Centre 5 of 5

Please complete in BLOCK CAPITALS and tick the boxes (yes/no) where appropriate

Please list any current medication with their doses

Medication

Reason for taking

Dose

Are you allergic to
any medications?

Do you have any
other allergies?

Safeguarding

Have you ever experienced
domestic abuse?

Are you currently experiencing
domestic abuse?

Do you require any
support?

|:| If so, please give details

|:| If so, please give details

[]

[ ]
[ ]

A Patient Participation Group (PPG) is a group of volunteer patients, the practice manager and one or
more of the GPs from the practice. They meet on a regular basis to discuss the services on offer, and

how improvements can be made for the benefit of patients and the practice.

Would you be interested in joining our PPG?

(If you ticked the box, please fill out the membership form)

Name (PRINT)

Signature

Date

[
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Heath Street Health Centre

Patient Participation Group

Member Sign-up

Name:

Address:

Email:

Home Telephone:

Mobile Telephone:

Please return completed forms to the Heath Street Health Centre reception.
Heath Street Health Centre
134 Heath Street, Winson Green

Birmingham B18 7AL
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Yo u r Ca re Website: www.MidlandsYourCareConnected.nhs.uk

Email: infoMidlandsYourCareConnected@nhs.net

Con neCted Tel: 0333 150 3388 (Leave a voice message)

“

Your medical history could save your life e
Your GP Practiceispartof Your Care Connected (YCC), a potentially lifesaving NHS S (el¥ [ f s [=le [[e= R 115 o g A ele 111 (6

record sharing service, implemented across Birmingham, Sandwell and Solihull to
provide better, safer care. If you need to attend a local hospital, YCC makes it
possible for registered healthcare professionals caring for you to securely access
our life

Your Care Connected will only be used to improve the care you receive Sharing information to improve
the care you receive

important medical information from your GP record to provide you with better,
safer care.

when you visit one of the local NHS organisations across Birmingham,

Sandwell and Solihull as listed on our website: * a
www.MidlandsYourCareConnected.nhs.uk ( )’ ®
-
Your data will not be: extracted, stored elsewhere, used for research or el dhe R e
marketing or sold to any other organisations. If you opt-out of Your Care
Connected, it will also automatically stop your record being shared for Your Care
any other local record sharing projects (for example, GP practice to ‘ Connected

practice sharing for extended opening hours and seven day access). L L

Yourinformation, your choice

If you are happy to take part: If you do not want your information shared:
Youdonotneedtodoanythingifyou are happytohaveyour Youwillneedto ‘opt-out’. This willmean only your GP
information accessed using Your Care Connected. If you visit practicewillbeabletoaccessyourrecord. To ‘opt-out,
oneofthe organisationslistedonourwebsite,thosetreating please complete the form below and give this back to
you will ask for your permission to view your record to help your practice. Your practice will then process your request to
improve the care you receive. turnoffrecordsharing.

Optoutform: Onlycompleteifyoudonotwantyourinformationshared

Please complete this formin BLOCK CAPITALS if you do not want your information to be shared using Your Care Connected for
the purpose ofimproving your directcare when visiting one of the participating NHS organisations. If you wish to optouton
behalf of a child or vulnerable adult, you mustrequest this from their registered GP practice by using thisform. Howeverthey
may declineyour requestifthey believeitis notinthe bestinterests of the child or vulnerable adultin question.

Title: Name:
Date of Birth: Postcode: NHSNo.
(DD/IMM/YYYY) (ifknown)

I do not want my information to be shared via Your Care Connected. | understand that this may mean important
information will not be available to those treating me when making decisions about my treatment in potentially urgent and
life-threatening situations. | understand that by opting out of Your Care Connected | will also opt out of any other local
sharinginitiatives by default. lalsounderstand thatifIchangemymind|canonly optbackinbyvisitingmy GP Practice.

Signed: FOR NHS USE ONLY
_ Date: Page 10 of 19
Date: Actioned by:

Please complete and return to your GP practice.
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Your emergency care summary

CONFIDENTIAL

OPT-OUT FORM

Request for my clinical information to be withheld from the
Summary Care Record

If you DO NOT want a Summary Care Record please fill out the form and send it to your GP
practice

A. Please complete in BLOCK CAPITALS

Tl et SUrNAme / Family NAME ..uuiniititit ittt e e et et et e e et e e aeteeaeaeneneeneenaenenenannan
[T T=T £ PO PT TP PPPPPPPRPPN
Y13 PPN
Postcode......ovviviiiiiiiiiiiii PhoneNO....cccviiiiiiiiiiiii s Date of birth.......covvviiiiiiiiiiiiiin
NHS NUMDET (1 KNMOWN ).ttt ettt et ettt et e e eataaeeaaanaaaaeanns SIGNAtUIE teviieiiiiiir e

B. If you are filling out this form on behalf of another person or a child, their GP practice will consider this request.
Please ensure you fill out their details in section A and your details in section B

Y OUI MAIMIE ettt et ettt et ettt et e e e et ee e et et e aeeaeeaeseaaeaaesaneaensennennensennennensennenes Your Signature.......oeeveveeiiiiinniieinennnneens

Relationship t0 Patient c..euiiniiii i e e e e et e as Date

What does it mean if | BQ NOT have a
Summary Care Record?

NHS healthcare staff caring for you Your records will stay as they are now If you have any questions, or if you
may not be aware of your current with information being shared by want to discuss your choices, please
medications, allergies you suffer from letter, email, fax or phone. contact your GP practice.

and any bad reactions to medicines
you have had, in order to treat you
safely in anemergency.

FOR NHS USE ONLY

Actioned by practice: yes / no Date

Ref: 4705
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Consent for Online Access to Medical Records
Patients Form

If you would like to have secure online access to your records, we need to make sure that you
understand what this involves and that you are happy for us to use the information about you
(provided below) to set up the and operate the service.

The following form will take you through the things you need to think about. By signing the form
you will be giving us your permission to go ahead with setting up the service for you. If you decide
not to join, or wish to withdraw, it will not affect your treatment in any way. At the moment you can
view allergies and immunisations. In the future more, access may become available but you will not
need to sign another access form but we may need to activate your records accordingly if you
request to do so if more options becomes available.

Declaration (please circle choice as appropriate):

1. lagree to my GP practice giving me access to my record online. YES / NO

2. | have read and understood the information about access to GP medical records. YES / NO

3. lagree to use the system in a responsible manner in accordance with all YES / NO
instructions given to me by the practice. If not access may be withdrawn.

4. |If I see information which does not relate to me, | will immediately log out and YES / NO
report the matter to the practice as soon as possible.

5. lagree that it is my responsibility to keep secure, my username and passwords. If | YES / NO

think these have been shared inappropriately | will reset them using the
instructions supplied. | am also responsible for keeping safe any information | may
print from the record.

6. |agree that my details below may be used to contact me about how useful I find YES / NO
the service and whether it could be improved.
7. lunderstand that online access is granted at the discretion of the practice, taking YES / NO

into account my best interests. | will be informed of any decision to withdraw the
service. Please note, this does not affect your rights of Subject Access under the
Data Protection Act.

Other considerations

The practice makes every effort to record information as accurately as possible, however there may be
information that you do not feel is correct.

8. If I notice any inaccuracies with my record, | will inform a senior member of staff YES/NO
or the practice manager as soon as possible of any errors or omissions.

9. lunderstand that | may see information on my record that | was unaware of / YES / NO
have forgotten about that could cause distress.

10. | understand that as before, | will be informed directly, by the practice, of any test YES / NO
results which require further action. However | understand that | may see these
results online before the practice has been able to contact me. This could be
while the surgery is closed and there is no one available to discuss them with me.
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Print Name:

To be signed at reception by patient:

Date:

Please retain this copy of this form for your information.

Please remember to keep all your account details secure. If you think your account details may
have been shared with someone you should reset them straight away. If you have any queries or
concerns about the service or wish to withdraw from the service please speak to a senior member
of staff or the practice manager.

For practice use only:

ID checked documents: .Initials: Date:
GP authorised: Date:
Medical Records Activated: Date:
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Screening Questionnaire for Latent Tuberculosis Infection (LTBI)

If you answer YES to ALL three questions below, please contact your GP Practice to

arrange a FREE blood test to check for latent TB. Please take this letter with you.

Are you aged between 16 years and 35 years old? YESO NoOO
2. Did you enter the UK within the last 5 years? YESO NoO
3 Were you born in, or have you spent more than 6 months living in VESOO NO LI

one of the countries listed below in the last 5 years?

Please circle the high TB risk country of birth,

last 5 years:

or spent more than 6 months living in the

Afghanistan Djibouti Madagascar Rwanda
Angola Eritrea Malawi Sao Tome and Principe
Bangladesh Equatorial Guinea | Mali Senegal
Benin Ethiopia Marshall Islands Seychelles
Bhutan Gabon Mauritania Sierra Leone
Botswana Gambia Mauritius Somalia
Burkina Faso Ghana Micronesia South Africa
Burundi Greenland Mongolia South Sudan
Cote d’Ivoire Guinea Mozambique Swaziland
Cabo Verde Guinea Bissau Myanmar Thailand
Cambodia Haiti Namibia Timor-Leste
Cameroon India Nepal Togo
Central African Republic | Indonesia Niger Tuvalu
Chad Kenya Nigeria Uganda
Comoros Kiribati Pakistan UR Tanzania
Congo Laos PDR Papua New Guinea | Zambia
DRP Korea Lesotho Philippines Zimbabwe
DR Congo Liberia Republic of Moldova

Legend

Rate of TB (WHO)

[ ]<150/100,000

I =150/100,000 and SSA




Heath Street Health Centre

Dear sir/madam

Free latent tuberculosis (TB) testing and treatment

If you have ticked 3 yes boxes in the list, we would like to invite you to contact the surgery on 0121
389 1100 to arrange an appointment for a free latent TB blood test. Alternatively, bring the
guestionnaire in to the practice and the receptionist will arrange an appointment for you

This is an important test because, even if you feel well at the moment, you might have latent TB
‘sleeping TB’ which could make you ill in the future. If you do have latent TB, there is treatment to
help protect you from getting ill from TB in the future.

We are inviting you because you recently arrived in England from a country where there is a lot of
TB. This means you are more likely to have latent TB in your body without knowing it.

This is a different test to the chest x-ray you might have had to obtain your visa to come to the UK.
The x-ray could only tell if you were ill with TB at the time — it did not show if you have latent TB,
which could make you ill in future.

Your appointment will include a blood test and a few questions to understand your particular risks
from TB. It will take about 10 minutes. The results of the test will be available within 2 weeks from
Broadway Health. If the result is positive you will be offered the treatment and support you need to
help prevent you becoming ill from TB in the future.

Latent TB testing and treatment is free and confidential. The results will not be shared outside the
health service.

e  The surgery telephone: 0121 389 1100
e  The Truth About TB website: www.thetruthabouttb.org/latent-tb

e  NHS choices: www.nhs.uk/Conditions/Tuberculosis

We look forward to hearing from you soon.

Heath Street Health Centre
134 Heath Street

Winson Green

Birmingham

B18 7AL
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Accessible Information Needs Questionnaire

At Heath Street Health Centre we want to make sure that we give you information in a way that is
clear to you, and to have on record any communication needs you might have.

The NHS Accessible Information Standard aims to ensure those patients and their carers who have a
disability, impairment or sensory loss can receive access and understand information and that they
receive professional communication support if they need it.

This questionnaire has been designed to give you the opportunity to inform us if you have any
difficultly in reading or understanding the information that we send you and record your preferred
way of communicating with the surgery and its staff.

Question Please tick
1. Do you have any communication or information needs which Yes
are related to a disability, impairment, sensory loss or learning
disability? No
2. When we write to you or contact you, do you need us to Yes
communicate in a particular way?
No

If your answer is no to both questions one and two, please sign and date the form and return to the
reception staff. If yes, please complete the rest of this form.

Question Answer

3. What disability, impairment, sensory loss do you have that
affects your communication or information needs?

Please choose your preferred method for us to contact you with information, such as a letter to
invite you in for a flu vaccination:

Method or Format Please tick or provide details

Text
(please confirm the number)

Email
(please confirm your email address)

Braille

Easy read document

Other
(please tell us what this is)
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Question Please tick

When you come into surgery for an appointment do you need a British Sign | Yes
Language interpreter? (13085)

No
Can we share this information with other health and social care providers Yes
(for example if you needed to attend an outpatient clinic at hospital)?

No

Thank you for completing this form, please return it to the reception. We will update your patient
records so that every time you book an appointment or we need to contact you we will do so using
your preferred method.

You can find more information about the NHS Accessible Information Standard on NHS England’s
website https://www.england.nhs.uk/ourwork/patients/accessibleinfo/

Signature Date
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https://www.england.nhs.uk/ourwork/patients/accessibleinfo/

Checklist for New Patient Registration

] New patient registration form (GMS1)

] PPG registration form

1 Sign up for digital health record

] TBforms

"1 Accessible Information Questionnaire

'] Practice leaflet

"1 Patient charter

1 Electronic prescriptions consent form

] Carer pack (if carer)

] Under 5 HV form filled (if under 5)
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