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The partners and staff would like to welcome you to Millview Medical Centre and we are pleased you have chosen 

to register with us today. 

We strive to ensure our patients receive excellent care and support and for your convenience we have 2 sites: 

1 Sleaford Road, Heckington. NH34 9QP 

29 Handley Street Sleaford. NG34 7TQ 

Please ensure that you read and complete ALL sections of this form – any missed information may delay your 

registration process as we will have to contact you to return and complete any missed sections. 

Even if this mean writing N/A in any section (i.e. other allergies) 

When you return this form, please ensure that you bring with you 2 forms of identification – at least one of which 

must be photographic ID (such as passport or driving licence). 

Thank you 

The Partners and staff of Millview Medical Centre 

 

SHARING YOUR HEALTH RECORDS 

Sharing information about your health within different areas of the NHS will help us to meet your individual care 

needs, speed up diagnosis and help to plan services and treatments in your local area. Please tick the boxes 

below to help us to identify who we can share your health records with: 

Sharing Out 

  I consent to the information which is recorded about me on SystmOne (our clinical recording system) being 

made available to other NHS Care Services. For example district nurses, physiotherapists etc. 

  I do not consent to other clinicians accessing my medical information 

Sharing In 

   I consent to Millview Medical Centre accessing information about me which has been recorded by other 

services which provide my care. 

   I do not consent to Millview Medical Centre accessing information recorded by other health and care 

professionals. 

___________________________________________________________________ 

Being Contacted 

   I consent to the practice contacting me via text message – For the purposes of appointments, reminders, health 

information or patient’s feedback. 

What is your preferred method of contact? Please delete as appropriate 

Text / Email / Letter 

 

Prescribing 

Do you live within 1 mile of a dispensing chemist?   Yes  /  No   (Greylees is NOT within 1 mile) 

If yes which is your preferred Chemist? _______________________________________________________________ 
 

ID seen       

 

 

Received by  
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NAME  D.O.B  

PREFERRED PRONOUNS  RECOGNISED GENDER  

HOME TEL.  WORK TEL.  

MOBILE    

EMAIL  

 

DO YOU LIVE IN A SUPPORTED LIVING FACILITY?  

DOES YOUR HOME HAVE A KEY SAFE?  

ARE YOU PART OF A FAMILY WITH A SERVICE 
MEMBER OF THE ARMED FORCES? (family code XadFb) 

 

ARE YOU EX-FORCES? (Veteran code XaX3N)  

WERE YOU BORN ABROAD? Yes  /  No 
Country of birth: 

DATE YOU RESIDED IN THIS COUNTRY  

MARITAL STATUS  

FIRST SPOKEN LANGUAGE  

DO YOU REQUIRE AN ENTERPRETER?  
 

NEXT OF KIN FULL NAME  

NOK TELEPHONE NUMBER  

 
NOK ADDRESS 

 

 

 

NOK RELATIONSHIP TO PATIENT  
 

SMOKING STATUS HEAVY SMOKER / MODERATE SMOKER / LIGHT SMOKER / 
EX-SMOKER / NEVER SMOKED / VAPER 

AVERAGE ALCOHOL UNITS PER WEEK 1 pint of lager or 1 glass of wine = 2 units 
 

MEDICATION ALLERGIES (i.e. penicillin etc)  
 
 

ALLERGIES (i.e. nuts, eggs, gluten etc)  
 
 

 

CURRENTLY PRESCRIBED MEDICATION 
Please attach a prescription request form for reference if you are able. 

MEDICATION STRENGTH DOSE FREQUENCY 
    

    

    

    

    

    

    

    

    

    

 

The best option to support us managing your repeat prescriptions is for you to provide us with your last 

repeat slip (green). 
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