REGISTRATION & CONTACT FORM 
                
Please complete this form in BLOCK CAPITALS. If you need any help completing this form 
please ask the reception staff.
ANY CORRESPONDENCE WILL BE STRICTLY CONFIDENTIAL.













CLINIC NO:





Please give details of how best we may contact you.


Surname:                                    Forename:                                     Preferred Name:                          .


Date of Birth:	       /        /             Male	    Female	   Trans        Occupation:                                 .


Address:                                                                                                                                                .


	     				           	          	 Postcode: (essential)                                     .                           Home Phone:		    			          


Mobile:                               				          


Work Phone:                                                         .                                                                              Email:                                                                    .











My sexuality is best described as:


Heterosexual		Homosexual 


Bisexual		Other


Preferred gender of Doctor/Nurse (subject to availability)


Male�
�
Female�
�
No Preference�
�
�
		





About Your Ethnic Origin


Please tick below the Ethnic Group you MOST identify with.





21 Not Known�
�
�
20 White UK�
�
�
19 White non-UK�
�
�
18 Other�
�
�
17 Other Asian�
�
�
16 Oriental�
�
�
15 Indian�
�
�
14 Black Other�
�
�
13 Black African�
�
�
12 Black Caribbean�
�
�
11 White Unspecified�
�
�



Country of Birth:





GP Details


GP:                                                                                        .


Practice:                                                                                .


Do you consent for us to contact your GP?


Yes		No





Lawson Unit patients only:


The clinic recommends that your GP is kept informed of your specialist health needs.


Would you like us to send you a copy of all letters sent from us to your GP and/or other hospital departments?


Yes		No 





Claude Nicol Patients only: How were you referred to clinic today?





Contact slip from partner�
�
GP Letter�
�
THT/FastTest�
�
�
Family Planning Clinic�
�
Gynaecology Department�
�
Recalled by this Clinic�
�
�
GP Advice�
�
Other Hospital Department�
�
Yourself�
�
�









IMPORTANT: If you request not to be contacted we will not be able to inform you of urgent test results or appointment changes.











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





How can we contact you?


Letter�
�
Home Phone 


(including voicemail)�
�
�
Mobile(including�
�
�
�
�
voicemail)�
�
Text�
�
�
Work Phone�
�
E-mail�
�
�






Is this your Preferred clinic? Yes           No      	Do you have Symptoms   Yes	No	


When did you first try to access this clinic?                                                                    working days.	











