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NURSING HOME RESIDENT REGISTRATION FORM

Please ensure you sign  Page 4. Incomplete registration forms will result in a delay in registration. 

Forename: …………………………………………………….  	Surname: …………………………………………….     

Date of Birth: ……………………………………………….…	NHS Number:…………………………………………

Previous GP: ……………………………………………….…

Nursing Home:            ……………………………..…………………………………………………..……………………….

Nominated Pharmacy:    Boots Town
			
Family Contact:           Name: ……………………………… 	Tel No:         …………….…………………………….

	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 origin may help with the early identification of some of these conditions.
	White
           Welsh, English, Scottish, Northern

             Irish or British

           Irish
           Gypsy or Irish Traveller
            Any other White Background
Black. Black Welsh, Black British, Caribbean or African
           Caribbean

           African
           Any other black, black British
           or Caribbean background
	
	Asian, Asian Welsh or Asian British
           Indian

           Pakistani
           Bangladeshi
           Chinese
            Any other Asian Background
Mixed or multiple ethnic groups
           White and Black Caribbean

           White and Black African
           White and Asian
            Any other mixed or multiple ethnic  
             background


	Other ethnic group
           Arab

           Any other ethnic group

	
	
           Prefer not to say









	VETERAN STATUS-ARE YOU A VETERAN?

	Yes                                  No        



	Do you smoke?                                                               Yes                                      No       
                      

	If YES how many per day?
	

	Do you currently use e-cigarettes (vape) ?  
                                                                                            Yes                                      No       


	If you vape, how often do you use e-cigarettes?

Daily

Weekly

Less often

Rarely




	How much alcohol do you drink a week?
(1 pint of beer equals 2 units)
(1 glass of wine equals 1 unit)
(1 short measure equals 1 unit)
	



	Height (cm):
	Weight (kg):
	Blood Pressure:



	What is your medical history?


	






	FAMILY HISTORY: 

Please tell us about your immediate family. Any illness such as heart disease, stroke, blood pressure, asthma or diabetes
	






	MEDICATION
If you are prescribed regular medication, please provide one of the following:
· Repeat slip, can be obtained from your previous surgery.  
· GP Print out
· Recent Hospital Discharge
If this is not provided it may delay your medication. This needs to be an updated list (within the last 3 months).
 
If this is not possible, please list all medication you are currently taking including dosage and frequency, (this includes oxygen).

PLEASE COMPLETE THE TICK BOX IF YOU ARE TAKING WARFARIN 
	















                                          WARFARIN      



Specific Additional Areas:

	Mobility
	Unaided                           
   

Stick or Zimmer

Wheelchair

Bed Bound

	Actions required:

	Falls assessment
	Risk Assessment Undertaken    

 YES                                      NO

	Action required:






	Podiatry
	Podiatry Assessment Undertaken

YES                                      NO

	Action required:






	Oral Health
	Oral Health Assessment undertake

YES                                        NO

If yes, is there evidence of a plan being delivered. 

YES                                         NO



	Action required

	Pressure Area
	Pressure Area review taken place

YES                                          NO


	Action required




	Diet
	  
Normal

Soft

Supplements

PEG


	Action Required

	Hearing
	Normal

Hearing Aid

Other Problem: Please specify




	Action Required

	Eyesight
	Normal

Glasses

Other Problem: Please specify



	Action required

	Osteoporosis Risk Assessment (Using local agreed clinical pathway and please note most in this age group don’t need a dexa).
	Hx of recent falls :

YES                                    NO

On calcium & Vit D supplements

YES                                     NO

On bisphosphonate

Yes                                        NO
	Action required

	End of Life Plan Discussed
	
Yes                                        NO

	

	
DNAR in place
	
Yes                                         NO

	



Signature: ___________________________________

Name (print): ________________________________

Relationship to Patient / Role: __________________

Date: _______________________________________

☐ Signed by Patient
☐ Signed on behalf of Patient
(If signing on behalf, please state reason and authority, e.g., LPA, next of kin, care home representative due to lack of capacity)

_______________________________________________________________________________________

_______________________________________________________________________________________

___________________________________________________________________________
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