Dr Harbidge & Partners (Kidsgrove Medical Centre)

Mount Road, Kidsgrove, Staffordshire, ST7 4AY
Telephone: 01782 831101

Please tick all the boxes below that apply to you:

About you
Do you live in a residential home? Yes |:| No |:|
Do you live in a nursing home? Yes |:| No |:|

What is your OCCUPALIONT .......ooiiiiiiiiiiiiie e

Service Families and Military Veterans

As a practice, we fully support the Armed Forces Covenant. We can only do this if we know
our patient’s connections to the Armed Forces.

| am under 18 and my parent(s) are serving member(s) of the armed forces |:|

Contacting you

We will use your contact details to send reminders about appointments, reviews and other
services which may be of benefit in your medical care.

Do you consent to the Surgery sending letters to your home address? Yes |:| No |:|
Do you consent to the Surgery sending text messages to your mobile? Yes I:l No |:|
Do you consent to the Surgery sending messages to you by email? Yes |:| No |:|
Do you consent to the Surgery leaving messages on your phone? Yes |:| No |:|

(We will not leave detailed messages on your phone, but we may ask you to contact us or leave a
simple message if we do not need to speak to you).

Are you interested in joining our Patient Participation Group (PPG)?  Yes |:| No |:|

Resuscitation wishes and Power of Attorney

Do you have a DNACPR (Do not attempt CPR) form in place? Yes |:| No |:|

Does anybody hold Lasting Power of Attorney for Health and Welfare for you?

Yes |:| No |:|

If yes to either of the above questions, please supply details of who holds this and where (and
supply a copy for your medical notes).
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For female patients only

Are you currently pregnant? Yes |:| No |:|

If yes, please ensure you are under the care of a midwife. If you’re not currently under the care of
a midwife, please speak to reception regarding this.

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

Do you currently have long-acting reversible contraception in place? (Implant or Coil)

Yes |:| No |:|

If yes, when was this fitted? (dd/mm/yy) ................oo..l.

Have you had a cervical smear test? Yes |:| No |:|

If yes, when was this last done? (dd/mml/yy) ......................



