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Welcome to Hill Top Surgery.  
 
New patients need to complete a pre-registration questionnaire 
before registering. Please complete it as fully as possible. 
The questions may be of a personal nature but they are asked so that we can offer you the 
best care possible according to your needs. If you are unsure of anything please ask at the 
time of your appointment.  
 
It is important that you bring this questionnaire, any documents and medication with you 
during your first appointment. Failure to do this may mean that we cannot register you. 
 

1. The attached fully completed questionnaire 
2. Proof of address and photo ID. 
3. Your NHS number/medical card. This can be obtained from your previous GP. 
4. Your current medication 
5. A urine sample. A bottle will be provided when you pick up the registration pack 
6. Immunisation records for children under 5 years old.  

 
 
Date of registration…………………………… Marital Status…………………………………….… 
 
Mr/Mrs/Miss/Ms………....Full Name (including middle names)…………………………………. 
 
Address………………………………………………………………………………………………... 
 
………………………………………………………Post Code……………………………….….…... 
 
Date of Birth………………  Telephone No. Home……………………………………… 
 
Mobile……………………........................Work…………………………....................................... 
 
NHS No………………………… Email Address……………………………………………..……… 
 
Are you an asylum seeker    Yes  No 
 
If yes please state which country you are from……………………………………. 
 
Ethnic Origin…………………………………………………………………………... 
 
Language……………………………………………………………………………… 
 
Do you need an interpreter or any sign language assistance?  
 
………………………………………………………………………………………….. 
 
 
Would you like online appointment booking?      YES / NO 
 
Would you like text message appointment reminders? YES / NO 
 
Have you had this season’s flu vaccination ?............................................................... 
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Has anyone in your family (ie) Parent, Grandparent, Brother, Sister (not husband or wife) had 
any of the following? Please circle yes or no. 
 
1. Heart attack      Yes  No 
2. A stroke      Yes  No 
3. Diabetes (Sugar Disorders)   Yes  No 
4. Asthma      Yes  No 
 
Have you ever had any of the following? Please circle yes or no 
 
1. Heart attack     Yes  No 
2. A Stroke     Yes   No 
3. Diabetes      Yes  No 
4. Asthma     Yes  No 
 
Do you have any allergies?   Yes  No 
 
If yes please state what you are allergic to……………………………………… 
 
Do you have a social worker?   Yes   No 
 
Do you have a carer?    Yes  No 
 
If yes please provide more details………………………………………………….. 
 
………………………………………………………………………………………….. 
 
Do you act as a carer for anyone else? Yes  No 
 
If yes please provide more details………………………………………………….. 
 
………………………………………………………………………………………….. 
 
Have you ever been admitted to hospital? Yes  No 
 
If yes please give more details……………………………………………………… 
 
………………………………………………………………………………………….. 
 
………………………………………………………………………………………….. 
Emergency Contact Information 
 
Please can you provide contact information of someone we can contact in an emergency.  
 
Name………………………………………Relationship……………………………… 
 
Tel…………………………………….2nd Tel…............................................................. 
 
Address…………………………………………………………………………………. 
 
………………………………………………………………………………………….. 
 
Email…………………………………………………………………………………… 
 
If you have any questions or need any help please call the surgery on 0161 622 2760 
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Continued over… 
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Please complete the following questions regarding alcohol and drinking habits 
 

 

Scoring system 
Questions 

0 1 2 3 4 

Your 

score 

How often do you have a drink 

containing alcohol? 
Never 

Monthly 

or less 

2 - 4 

times 

per 

month 

2 - 3 

times 

per 

week 

4+ 

times 

per 

week 

 

How many units of alcohol do you 

drink on a typical day when you are 

drinking? 

1 -2 3 - 4 5 - 6 7 - 9 10+  

How often have you had 6 or more 

units if female, or 8 or more if male, 

on a single occasion in the last year? 

Never 

Less 

than 

monthly 

Monthly Weekly 

Daily 

or 

almost 

daily 

 

 

 

Scoring: 

A total of 5+ indicates increasing or higher risk drinking. 

An overall total score of 5 or above is AUDIT-C positive. 

 

 

 

 

 

 

 

 

 

 

SCORE 


