Could you please complete this form to update our records and return it to the surgery

Name         ______________________           Date of Birth:__________________
Telephone Nos:
Home:__________________Mobile:_______________________



Work:____________________

E- mail Address:_____________________________________________________
Next of Kin: _____________________ Relationship____________ Tel No_________________

*****************************************************************************************************************
Smoking Data:         Never Smoked:
( 



Current Smoker:
(                  If yes how many daily? ___________



Ex-Smoker:

(
Would you like our Stop Smoking Advisor to contact you     YES (
NO (
*****************************************************************************************************************
Are you a Carer?


YES (
NO (
Are you being cared for?
YES (
NO (
       Name of Carer:
…………………

Name of Primary Carer for child under 16:
…………………….…

*****************************************************************************************************************
Ethnic  classification: We are required to record the following information: please tick
WHITE:                                           ASIAN or ASIAN BRITISH                      OTHER ETHNIC

[image: image1.wmf]

 British                                           [image: image2.wmf] Indian                                                 [image: image3.wmf] Chinese

[image: image4.wmf] Irish                                              [image: image5.wmf] Pakistan                                             

[image: image6.wmf] Any other white                            [image: image7.wmf] Bangladesh                                            

     Background.                              

                                                        [image: image8.wmf] Any other Asian background

MIXED                                              BLACK OR BLACK BRITISH                  

[image: image9.wmf] White & black Caribbean           [image: image10.wmf] Caribbean                                        

[image: image11.wmf] White & Black African                [image: image12.wmf]African

[image: image13.wmf] White & Asian                             [image: image14.wmf]Any other Black Background
[image: image15.wmf] Any other mixed background

If you wish to decline this information, please tick here [image: image16.wmf]
Is English your first language?   [image: image17.wmf] Yes   [image: image18.wmf]No  If no, please specify_____________

Religion:____________________________________
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