
For office use only: 
Date of appointment with Pharmacist if on regular medication: 
 
 

 
 

REGISTRATION FORM 
 
If you are on regular medication you will need to see our Pharmacist before we can 
issue any prescriptions.  This will be arranged on application to join the practice 
 
 
Full Name ________________________ Date of Birth _____________ 
 
Full Address ______________________________________________ 
 
Email Address ____________________________________________ 
 
I confirm I give the surgery permission to use my email address as a form of communication 
with me           Yes /No  
 
Tel No: __________________ Occupation ______________________ 
 
Next of Kin and Contact Details _____________________ 
 
 
PLEASE NOTE 
 
The practice reserves the right to refuse registration of patients for the following reasons; 
 
  Previous breakdown of therapeutic relationship; 
 
  Alleged fraud; 
 
  Violent behaviour or threat of violent behaviour 

 
Your doctor and the team of health professionals caring for you take records about your 
health and any treatment or care you receive from the NHS. This information will either be 
written down (manual records) or held on computer (electronic records). These records are 
then used to guide and manage the care you receive. You may also be receiving care from an 
organisation outside of the NHS e.g. social services. If so we may need to share information 
about you so that everyone involved in your care can work together for your benefit. 
Whenever this is necessary your information will be handled in the strictest of confidence and 
will be subject to the principles of confidentiality. Please see our privacy notice (available at 
reception on request) or alternatively it is available on our website www.bellevuegp.com. 

 
 
CARERS IDENTIFICATION 
 
Carers are people who look after relatives or friends who cannot manage at home without 
help.  This may be because they have a disability/illness or because they are frail. 
 
Do you look after someone?       YES /NO  
 
OR 
 
Does someone look after you?      YES /NO  
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PLEASE ENTER THE INFORMATION REQUESTED BELOW 
If you are unsure, we have a room with a weighing scale, height measure and BP machine 
available for you to use. 
 
Please ask the receptionist to direct you. 
 
Weight: 
 
Height: 
 
Blood Pressure: 
 
Do you Smoke:   Yes /No   
 
If No have you ever smoked: 
 
How many units of alcohol do you consume per week: 
 
 
Last Flu Vaccination Date:  
 
 
 
Please confirm your first language:................................... 
 
Do you require an interpreter for consultations   Yes /No  
 

 
 

CURRENT MEDICATION 
 

If you are on Regular Medication, we require a list of medications you are taking to add to our 
GP System. This needs to be an update to date list (within the last 3 months) and can be 
either: 
 

1. GP Repeat Slip 
2. GP Print out 
3. Recent Hospital Discharge 
4. Prison Discharge 
5. Hospital Letters 
6. Photos of your medications with Named Labels (one of the above is preferable) 

 
If possible, please provide one of the above when you register with us.  
 
If you are unable to supply us with one of the above, please tick here   
(we will need to follow this up with your previous GP) 
 
You will require a telephone review with one of the Practice Pharmacists before you run out of 
medications. You can request your medication from your previous GP Practice until the 
registration process is complete.  
 
Reception will book this for you and give you an appointment slip  
 
For our information Pharmacist Appointment booked on …………………………………………………………. 
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Please indicate your ethnic origin.  This is not compulsory, but may help with your healthcare, 
as some health problems are more common in specific communities and knowing your origins 
may help with the early identification of some of these conditions. 
 

Choose ONE section and then tick ONE box to indicate your background: 
 

White   Mixed  

 British  White and Black Caribbean 

 Welsh  White and Black African 

 Irish  White and Asian 

 Any other white 
background (please 
write) 

 Any other mixed (please write) 
 

Asian or 
Asian 
British 

 Black or 
Black British 

 

 Indian  Caribbean 

 Pakistani 
 

 African 

 Bangladeshi 
 

 Any other Black background 
(please write) 

 Any other Asian 
background (please 
write) 

Not stated 
or declined 

 

Chinese\ 
Japanese 

  Declined: Patient chose not to 
disclose information 

 Chinese  

 Japanese 

 Any other (please 
write) 

 

Please tick ONE of the following statements: 
 

I am ordinarily resident in the UK (Wales) for a settled purpose (work, 
study) for at least 6months 
 

  

I have formally applied for asylum in the UK and my application is still under 
consideration by the home office 

  

I am a refugee who has been given leave to remain in the UK 
 

  

I am an EEA National (Austria, Belgium, Cyprus, Czech Rep., Denmark, 
Estonia, Finland, France, Germany, Greece, Hungary, Iceland, Irish Rep., 
Italy, Latvia, Lichtenstein, Lithuania, Luxembourg, Malta, Netherlands, 
Norway, Poland, Portugal, Slovakia, Slovenia, Spain, Sweden and 
Switzerland) 

  

I have an emergency problem which requires immediate and necessary 
treatment (e.g. chest pain that may indicate heart attack) this would NOT 
include having forgotten medication. 

  

I am not eligible for NHS treatment and request to be seen as a private 
patient. (£40 charge applicable for 10min consultation, prescriptions are 
paid for separately) 
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I am applying for registration as a patient at this practice and I declare my eligibility as 
identified above.  I understand that if my declaration is later found to be false, I may 
immediately forfeit my right to treatment at this practice and maybe liable for the cost of 
treatment. 
 
 
 
Signed _________________________________   Date: _____________ 
(If registering a child, signature of parent or guardian) 
REGISTRATION OF CHILDREN 
 
Please confirm below that both father and mother have parental rights for the child.  If only 
one parent has parental rights please indicate below: 
 
We confirm that BOTH Father and Mother have parental rights as below 
 
 
NAME ……………………………………….  Father 
 
 
NAME ……………………………………….. Mother 
 
 
 
I confirm that only I have parental rights as below 
 
 
NAME …………………………………. Relationship …………………………………………. 
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BELLEVUE GROUP PRACTICE 
Acceptable Behaviour Contract 

 
Patients Name  
Address  
NHS Number   
 

Responsibility and Rights – A Patient Undertaking 
 

Your Rights Your Responsibilities 
Bellevue Group Practice and their staff owe to me, as a 
patient, a duty of care and aim to provide services to 
meet my needs for healthcare and treatment at all 
times. 

I will not behave in any way, which can be considered 
intimidating, violent or abusive. 

Bellevue Group Practice and their staff aim to provide 
health services that are sympathetic to my individual 
needs within the resources which the ABUHB/Primary 
Care Independent Contractor has available. 

Violence includes any incident where Bellevue Group 
Practice and their staff, fellow patients and their carers 
are abused, threatened or assaulted in circumstances 
related to their work.  An act of violence may involve an 
explicit challenge to the safety, well being or health of 
any member of ABUHB staff, Bellevue Group Practice 
and their staff or other patients.  Violent behaviour may 
include verbal abuse, racial or sexual harassment, threats 
of injury, abuse of alcohol or drugs, destruction of NHS 
property as well as physical acts of violence. 

Bellevue Group Practice and their staff are expected to 
treat me with courtesy and respect 

I will treat Bellevue Group Practice and their staff, fellow 
patients and their carers and visitors politely and with 
respect at all times. 

Bellevue Group Practice and their staff want to deliver 
appropriate and effective healthcare and treatment to 
me. 

I will not consume alcohol or take any form of non-
prescribed medication or drugs whilst on NHS premises. 

Bellevue Group Practice and their staff will only restrict 
or withdraw my rights to care in exceptional 
circumstances when I have failed to comply with any of 
my responsibilities in a manner which is deemed 
acceptable. 

I will not to attend the practice already intoxicated; I 
understand that I will not be seen if I do so, unless it is a 
clinical emergency. 

 I accept and understand that Bellevue Group Practice is 
obliged to provide a safe and secure environment for all 
its staff and to care for their health and safety.  I accept 
and understand that no member of the Bellevue Group 
Practice team has to jeopardise their safety in providing 
me with care. 

 
I confirm that I understand that if my behaviour has been unacceptable and if I do not 
comply with my responsibilities as a patient and the UNACCEPTABLE BEHAVIOUR, 
VIOLENCE AND AGGRESSION POLICY –then this can result in the withdrawal of my rights as 
a patient and I can lose my right to receive mainstream NHS Primary Care Services. 
(Unacceptable behaviour, Violence and Aggression Policy - Please see the website or if you have no internet access 
contact the surgery for a printed copy) 
 
Signature of patient 
 

 

Print Name (Block Capitals) 
 

 

Date  

Signature of Bellevue Group Practice  (Print 
name and Block Capitals)  

 

Date  



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 


