

Dr SP Thompson & Partners
OUT OF AREA 
PATIENT REGISTRATION FORM

Date: ………………………

Please complete this form in order to register with this Practice as an Out of Area Patient.

Full Name: …………………………………………………..
Date of Birth: …………………………
Home Address:	…………………………………………
			…………………………………………
			…………………………………………
			…………………………………………

*Telephone Number: ……………………………………….	|_|
*Mobile Number: …………………………………………… 	|_|
*E Mail: ………………………………………………………. 	|_|
* Preferred means for us to contact you – please tick. 

Please give details of any sickness which has resulted in the loss of 3 or more days off work in the past 12 months:

Do you have any long term conditions such as Asthma, Diabetes: 	Yes/No

If Yes, give details below:

Reason for requesting Out of Area Registration, work etc.



It is Practice Policy to initially contact your previous surgery for a brief summary of your health where this is deemed to be necessary.

Please confirm below that you consent to us contacting your previous surgery
Yes  |_|
No   |_| 

Registered Practice Details:

Name of Practice: …………………………………………

Location: …...................................................................

Address of Practice:.. …………………………………….
				…………………………………
				…………………………………
				…………………………………
	
Telephone Number:	…………………………………


---------------------------------------------------------------------------------------------------------------------------

I confirm I have received the document explaining my 
OOA registration status |_| please tick





Signature: ……………………………………………………..
Date: ……………………………………..


For Medical Centre Staff Only


Date…………………………………….

[bookmark: Check2]All Information submitted by patient			|_|

Visit summary received from current practice	|_|
GP one authorised patient joining practice 		|_|
GP two agreement						|_|

Any further information:
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