
 
HOW TO REGISTER AS A PATIENT AT 

GROVE HOUSE SURGERY 
 

80 Pryors Lane, Bognor Regis, West Sussex, PO21 4JB 
Tel: 01243 265 222 

Website: www.grovehouse-surgery.co.uk 
 
Grove House Surgery accepts patients in the area of: 
Pagham, Nyetimber, Rose Green & Aldwick. 
 
Reception staff will discuss with you your eligibility to NHS services and when this 
has been established, you will need to do the following: 
 

¶ Complete a Family Doctor Services Registration Form (GMS1) and Medical 
Questionnaire for each person registering. 

¶ Proof of residency ï an official document with your name and new address on 
i.e. utility bill, bank statement or rental agreement. 

¶ Provide photographic ID for each person registering (passport or driving 
license). 

¶ If you are registering a child and do not have photographic ID you can use their 
birth certificate. 

 
If you have difficulty in providing any of the above or any other queries please 
discuss with reception staff. 
 
Patients over the age of 18 must register in person. 
 
** If you are registering for online services you will need to provide photographic ID 
and a utility bill / bank statement with your name and current address on it. 

http://www.grovehouse-surgery.co.uk/
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Office use only: Patient identity/contact details/registration verified 

Patient informed named/allocated GP ï Drééééé...................    

GROVE HOUSE SURGERY NEW PATIENT QUESTIONNAIRE 
www.grovehouse-surgery.co.uk 

Please complete the following questionnaire. The answers given will be stored in your confidential record. 

FIRST NAME(S) 

 

 

SURNAME MALE/FEMALE 

 

DATE OF BIRTH 

I wish to have access to the following online services (please tick all that apply) 

1. Booking appointments  

2. Requesting repeat prescriptions  

3. Accessing my medical record  

* If you have ticked yes to any of the above please complete the attached online access consent form 

ADDRESS: 

 

 

 

 

 

 

POSTCODE: 

HOME TEL: 

 

MOBILE: 

 

WORK: 

 

E-MAIL:  

 

CONSENT TO LEAVE 

TELEPHONE/TEXT MESSAGE :                       

YES / NO 

 

NEXT OF KIN: 

RELATIONSHIP:                                 

CONTACT DETAILS: 

 

ETHNIC GROUP:  

Please Circle your group 

White       White British       Black- Caribbean          Black African 

Indian       Pakistani              Bangladeshi                  Chinese     

Vietnamese         Other (please state) 

 

MAIN SPOKEN LANGUAGE:  

DO YOU HAVE A COMMUNICATIONS 

DISABILITY , HEARING LOSS OR SENSORY 

IMPAIRMENT? 

YES/NO  

If YES, please complete the enclosed form to help us 

support you. 

 

OCCUPATION: 

 

DO YOU SMOKE YES/NO 

IF NO- DID YOU EVER SMOKE YES/NO       

IF YES ï HOW MANY                        Cigarettes                                oz 

IF YOU HAVE STOPPED - WHEN  

If you want help and support to quit smoking there is a comprehensive NHS FREE SMOKING HELPLINE 

Tel: 0800 022 4 332 or visit www.smokefree.nhs.uk or ask at reception about our stop smoking clinics. 

HOW MUCH ALCOHOL DO 

YOU DRINK IN A DAY OR A 

WEEK 

 

http://www.smokefree.nhs.uk/


 

ARE YOU A CARER Name: 

Relationship: 

Contact details: 

DO YOU HAVE A CARER Name: 

Relationship 

Contact details: 

Are you permanently housebound?  

 

ABOUT YOU : 

HIGH BLOOD PRESSURE YES/NO 

ANGINA YES/NO 

HEART DISEASE YES/NO 

STROKE YES/NO 

EPILEPSY/FITS YES/NO 

DIABETES YES/NO 

THYROID PROBLEMS YES/NO 

CANCER  YES/NO 

COPD/EMPHYSEMA YES/NO 

ASTHMA YES/NO 

DEPRESSION YES/NO 

KIDNEY PROBLEMS YES/NO 

OTHER (Please specify) YES/NO 

 

WHAT IS YOUR MOST RECENT WEIGHT: HEIGHT: 

 

DO YOU EXERCISE How often 

DO YOU HAVE A SPECIAL DIET eg. Low fat, vegetarian 

 

DO YOU HAVE ANY ALLERGIES  

 

WHICH MEDICINES ARE YOU CURRENTLY TAKING: 

 

 

 

ABOUT YOUR FAMILY:  

DIABETES YES/NO Family Member/Age at Diagnosis 

 

HEART DISEASE YES/NO Family Member/Age at Diagnosis 

 

STROKE YES/NO Family Member/Age at Diagnosis 

 

HIGH BLOOD PRESSURE YES/NO Family Member/Age at Diagnosis 

 

ASTHMA YES/NO Family Member 

 

CANCER YES/NO Family Member/Age at Diagnosis/Type 

 

 

 

 

SignedééééééééééééééééééééééééééééééééDateéééééé 

 



Do you have a communication disability, hearing 
loss or sensory impairment? 

 

We are improving how we communicate with patients. 
 

Please tell us if you need information in a different format or 
communication support (tick all that apply). 
 
Do you use any of the following? 

 Hearing aid provision 

 Sign language 

 Lip-reading 

 Other: éééééééééééééééééé.. 
 
Do you require a specific information format? 

 Verbally 

 Email 

 Large print 

 Braille 

 Other information format 
 
What is your preferred method of communications? 

 Telephone 

 Text message 

 Letter 

 Email 

 Other methods of communication 
 
Do you require a communication professional? 

 Sign Language interpreter 

 An Advocate (a person who supports people to make choices, ask 
questions and to say what they think) 

 Deafblind assistance 

 Other forms of interpreter/reporter 
 
I agree to you sharing my needs with other healthcare professionals:  Yes 
/ No 
 
Name…………………………………  Date of birth..……………….. 
 
Signed……………………………….. Date………………………….. 
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Application for online access to my medical record & 
 online services 

I wish to have access to the following online services (please tick all that apply): 

1. Booking appointments Ä 

2. Requesting repeat prescriptions Ä 

3. Accessing my medical record  Ä 

I wish to access my medical record online and understand and agree with each statement (tick) 

1. I have read and understood the information leaflet  provided by the practice Ä 

2. I will be responsible for the security of the information that I see or download Ä 

3. If I choose to share my information with anyone else, this is at my own risk Ä 

4. I will contact the practice as soon as possible if I suspect that my account 
has been accessed by someone without my agreement 

 
Ä 

5. If I see information in my record that is not about me or is inaccurate, I will 
contact the practice as soon as possible 

 
Ä 

Signature Date 

 
For practice use only 
Patient NHS number Practice computer ID number 

Identity verified by 
(initials) 

Date Method 
Vouching Ä 

Vouching with information in record Ä    
 

Photo ID and proof of residence Ä 

Authorised by  Date 

Date account created  

Date passphrase sent  

Level of record access enabled 
Prospective Ä 

Retrospective Ä    
All Ä 

Limited parts Ä 
Contractual minimum Ä 

Notes / explanation 

 

Surname Date of birth 

First name 

Address 
 
 
                                                                               
                                                                               
                                                                              Postcode         

Email address 

Telephone number Mobile number 


