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New Care Home Patient Check List 
Name:

 .………………………………………………………………………………………
DOB:

 ………………………………………………………………………………………..
Allergies:  
 ………………………………………………………………………………………..
NOK Contact: 
 ………………………………………………………………………………………..

Has registration form (GMS1) been completed?            

  
  YES   /    NO

Patients should avoid being Temporary Residents for patient safety reasons. We must receive original forms only.
Please give details surrounding admission into care home i.e crisis, end of life, discharge from hospital, rehab

Does the patient have a diagnosis of dementia?     

               YES   /    NO
Is the patient known to the memory team?


               YES   /    NO
Patient profile from previous surgery attached

 
               YES   /    NO

Has a proxy access online medication ordering form been signed?             YES   /    NO
Does the patient consent to sharing medical information with anyone else?

(e.g., children or spouse) If so who:     …………………………………………………….
Recent discharge summary attached



               YES   /    NO
Is urgent medication needed? 




               YES   /    NO

If urgent medication needed – contact previous surgery to obtain medications until patient fully registered for patient safety reasons.
Does the patient have a TEP form 



              YES   /    NO

TEP form attached





              YES   /    NO

New patient questionnaire completed 



              YES   /    NO
Completed by 
………………………………………………………… Date ……………………………………………………….

New Care Home Patient Questionnaire
Smoking:

	Do you smoke?
	Yes/No
	Have you ever smoked?
	Yes/No

	If you are an ex-smoker:

	When did you stop?

(approx month & year)
	
	How much did you smoke before giving up? (cigarettes/day or grams tobacco/week)
	

	If you are a current smoker:

	What do you smoke?

(delete as appropriate)
	Cigarettes/cigars/pipe
	How much do you currently smoke? 

(cigarettes/day or grams tobacco/week)
	

	Would you like help to stop smoking? 
	Yes/ No
	If you are a smoker and you wish to have help stop smoking, please make an appointment with one of our smoking advisors for help and advice.
	


How many units of alcohol do you consume in an average week?











               
 ………………………………..

Height:

Weight:









Record Sharing:

We recognise the importance of protecting personal and confidential information in all that we do, and we will take care to meet our legal duties, as the law determines how organisations can use the personal information that we collect. To support our statutory obligations, we must inform you of who we will share information with and allow you to determine whether or not you wish us to share the information that we have recorded about you within your patient record. You have the right to withdraw consent at any time and also to change who you wish us to share your information with. Should this be the case, we will inform the relevant partner organisations and advise them of your decision. 

I, ………………………………………………… (Print Name), give/does not give (delete as appropriate) consent for my information to be shared to discuss the care that is provided to identify services and resources which could support my health and wellbeing.
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