DR O M SANOMI & DR O OLAJIDE
RUSH GREEN MEDICAL CENTRE

261 DAGENHAM ROAD

ROMFORD

ESSEX RM7 0XR

Tel: (01708) 728261

Dear Patient,

Thank you for your application to join Drs Sanomi & Olajide surgery.  In order to process your application could you please complete fully both of the attached questionnaires, one set is required for each member of the family wishing to join the practice.

Please complete the sections of the questionnaires in full and bring them with two forms of identification for each set, one of which must be official photo identification such as a valid passport, full UK photo driving license or other official photographic ID and one must have your name and actual address and must be a recently dated (ie. within last 3months) official letter, such as a utility bill, bank statement etc.  If you are not a permanent resident of this country you will also need a residency Visa or other proof of acceptance of length of allowed stay etc to show that you are entitled to make use of the NHS Services.  

Please attend surgery with your paperwork on Tuesdays or Thursdays between the hours of 11-12am or between 5.15-6.15pm as we would have difficulty releasing the staff to manage this process at any other times.

When you bring your completed applications to the surgery we will check them with you and take photocopies of the original documentation and then we will arrange a new patient check-up appointment with the Nurse/HCA for all adults over 15.5 and any children on regular medication or under 5years of age (Please bring any record of immunisations that you have for any children), please be aware you are not registered with this practice until you have seen the nurse for this check-up.  Although children under 15.5, unless on regular medication or under 5years, do not need a new patient check-up their registration with the surgery will not be active until their parent/guardian has had their check-up with the nurse and you may be asked to bring them to the appointment for identification purposes.

The practice is now live for Electronic Prescribing, this means that you can “nominate” a pharmacy of your choice to receive your prescriptions.  You can complete a form at Reception here or at your Pharmacy.  If you have a Pharmacy nomination set up with your previous practice please inform the staff as this may need changing when your registration becomes live.

The practice is also live for on-line services which includes on-line prescription requests and on-line appointment booking, to sign-up for the on-line services a form needs to be completed for each person over 16 with their own email address and given in to reception, once this is registered you will be given a special authorisation code and instructions on how to set up your link.  If you have an on-line arrangement set up with your previous practice please inform the staff as this will need changing when your registration here becomes live
Yours faithfully,

Mrs Mary Mason

Practice Manager







Updated/mem March 2020
DR SANOMI & OLAJIDE 
NEW PATIENT QUESTIONNAIRE

PLEASE COMPLETE IN FULL FOR EACH PERSON APPLYING TO JOIN
DATE ……………………………..

Surname ………………………………..
First Name(s)……………………………………… 

Full Address ……………………………
Home Tel No………………….……..

…………………………………………..
Work Tel No.………………………...

...………………………………………..
Mobile………………………………..

Date of Birth ……………… Marital status ……………………. Male/Female

Town & Country of Origin …………………............. Occupation……………………….

GENERAL HISTORY

Have you got/had any? Serious Illnesses/Operations/Cancer/Diabetes/COPD/Asthma/High Blood Pressure/Heart problems/X-rays or similar tests? If so please enter details below

………………………………………………………………………………………………

………………………………………………………………………………………………

Are you taking any medicines/Inhalers? If Yes what are you taking? Please list below .................................................................................................................................................

………………………………………………………………………………………………

Have you any allergies to medicines or anything else?……………………………………

………………………………………………………………………………………………

Do you Smoke? ……. If so how much tobacco or cigarettes do you smoke daily? ………...…..

Do you drink? ............ If so how much alcohol do you consume per week? (quantity) 

Wine ……………………………  Beer ………………….  Spirits ……………………….

FAMILY HISTORY

Have any of your blood relations suffered from the following? If so relationship to you?

Heart Attack ……………. Cancer ………………Diabetes ………………………………. 

High blood pressure …………………….. Asthma ……………Tuberculosis …………… 

Stroke …………………………………… Other serious illness …………………….

VACCINATIONS

Which vaccinations have you had and when?

Diphtheria ………......
Polio …………….
German Measles ……………………

Tetanus ……………………. Typhoid ……………. Measles …………………………….

Cholera …………………….  BCG ……………….  Yellow Fever ………………………

MMR ……………………… Whooping Cough ……Other ………………………………

FOR FEMALE PATIENTS ONLY

Have you had any children?  Yes/No  Give ages…………………………………………..

Have you had a miscarriage?  Yes/No  Date……………………………………………….

Have you had a termination of pregnancy? Yes/No    Date ……………………………….

Have you had a Hysterectomy?  Yes/No    Date …………………………………………

Which method of contraception (if any) are you using at present? ……………………………….

When was your last smear test?...........................................................................................

Please help us trace your previous medical records by providing the following information

Your previous address in UK
Name and Address of previous doctor while at that address

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

If you are from abroad

Your first UK address 

………………………………………………………………………………………………

………………………………………………………………………………………………

Date you first came to live in UK

If previously resident in UK, date of leaving

………………………………………………………………………………………………

If you are returning from the Armed Forces

Address before enlisting

………………………………………………………………………………………………

………………………………………………………………………………………………

Service or Personnel number



Enlistment date

………………………………………………………………………………………………

If you are registering a child under 5 please check and circle below

I wish this child to be registered with Dr Sanomi for Child Health Surveillance Yes/No

Please bring Immunisations Record Book with you.
About your Ethnic Group – CCG Requested Item

Main spoken language:………………
Main written language ……………………..

To which of these ethnic groups do you feel you belong to?  Please tick one, or write your ethnic group in the “any other” space if you feel none of the choices best describes you.

	WHITE

  ( British

  ( Irish

  ( Any other White Background

  If other please write in below
	MIXED

  ( White and Caribbean

  ( White and Black African

  ( Any other Mixed Background  

If other please write in below



	ASIAN OR ASIAN BRITISH

  ( Indian

  ( Pakistani

  ( Bangladeshi

  ( Any other Asian Background

If other please write in below


	BLACK OR BLACK BRITISH

  ( Caribbean

  ( African

  ( Any other Black Background

If other please write in below



	CHINESE OR OTHER ETHNIC GROUP

  ( Chinese

  ( Any Other 

  If other please write in below



	  (   I do not wish to answer these questions


Signature of patient …………………. Signature on behalf of patient …………………..
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