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Information for Students who will be attending Oxford Brookes 
University and wish to register for medical services at the Medical 
Centre on the campus. 
 
Please print off the following pages and fill in as much of the details 
requested before you arrive in Oxford. This includes the registration 
form and the Health Questionnaire. Details of your current GP, your 
NHS number, your immunisation history, any relevant past medical 
history and details of any current medications will be helpful. You can 
obtain all of this information from your current GP who should be able 
to provide you with a summary of your medical history. 
 
You may not be able to complete this form in its entirety as you will not 
have your Student number until you have completed a face to face 
enrolment on Tuesday 24th January 2012. 
  
International students: please complete as much of the form as you 
can. Completing the form prior to arrival will save you time when you 
register for medical services on 24th January. 
 
Thank you for taking your time to complete this form prior to your 
arrival. 
 
 
For further Information for Students who will be attending Oxford 
Brookes University and wish to register for medical services at the 
Medical Centre on the campus, please CLICK HERE. 
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BROOKES UNIVERSITY MEDICAL CENTRE   Registration Week Form 2012 
St Bartholomew Medical Centre GMS1/GMS4(substitute) Drugs Dispensed NO; RPP NO 

Your Details:     Mr   Mrs   Miss    Ms    Male     Female  

Your Brookes Student number (on your student ID card)      
 

Surname / Family Name  
 

First Name(s)  
 

Date of Birth:      
 

If born in the UK, Town of Birth  

If NOT born in the UK, Country of Birth   
 

Your OXFORD address:      Room or Flat Number (if you have one)  
 

House/Building number or name  
 

Road Name  
 

Area of Oxford (i.e. Cowley / Headington etc)  
 

Town/Village Post Code     
 

Telephone       Mobile Phone      

 

If you have no previous UK Address or Doctor, Date you arrived in the UK            
 
Your Last UK Address and UK Doctor (to help us trace your medical records) 

Your Last UK Address  
 

 
 
Your Last Doctor’s Name, Dr  
 

Name of Previous Surgery  
 

Town/Village  
 

NHS Number (if known)        (staff: check NHS spine if u/k) 
 
Please tick your preferred doctor:   Any Doctor      Any  Female Doctor      Any Male Doctor  
 

Signed……………………………………………………………………………………………………… 
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St Bartholomew’s Medical Centre Usual Doctor choice 
 

Dr Peter Burke (M)  Dr Ann Bevan (F)  Dr Alison Fairley (F)   
Dr Hanif Rahim (M)  Dr Jeanne Fay (F)       Dr Steven Ross (M)        

Dr Tia MacGregor (F)  Dr Jenny Sanderson (F)   
 
 
 
Jericho & West Oxford Health Centre Usual Doctor choice 

Dr Karen Kearley (F)      Dr Helen Salisbury (F)    Dr Dave Triffitt (M)       

Dr Karen Walker (F)  Dr Tim Lancaster (M)    
 
 
 
Morland House Surgery Usual Dr choice 

Dr Lynda Ware (F)         Dr Anthony Harnden (M)       Dr Karen Bateman (F)     

Dr David Copping (M)        Dr Nicole Doling (F)       Dr Tim Wilson (M)          
Dr Catherine Jarvis (F)      Dr Kirsty Raynor (F)          Dr Ahsan Alvi (M)             
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1. Surname:  
 

 2. First Names: 

 
 
3. Date of Birth:        Male / Female 
>>Admin: If Over 40 years old, send through to PN for BP 
 
4. OBU Student no. (on your student ID card) ______________ 
 
5. Brookes Course: __________________________________ 
 
6. Expected completion date: ___________________________ 
 
7. Country of Birth: ___________________________________ 
 
8. What is your main language?  ________________________
  

9. Mobile No:      
 
10. Ethnicity: The NHS wishes to collect details of ethnic origin and 
information will be treated anonymously. The Groupings are from the 
2001 UK Census. It is voluntary. If you don’t wish to fill it in, go straight 
to B. 
A How would you describe your ethnicity? 
 
White: British         Irish         Other white background  
 
Mixed:    White/Black Caribbean            White/Asian   
White/Black African   Other mixed background  
 
Asian or British Asian:  Indian  Pakistani  Bangladeshi  
Other Asian background     
 
Black:  African         Caribbean       
Other black background     
 
Chinese or other ethnic group:     Chinese    Japanese  
 
Any other _________________________________________ 
 
B   If you prefer not to state your ethnic background, please 
initial here……………….Admin: insert ‘Ethnicity not Stated’ 
  
11. List operations or significant illnesses that you have had 
in the past, or continue to have (examples include appendicitis, 
asthma, eczema, depression, diabetes, fits, hearing loss).  Give 
the approx YEAR of diagnosis. Continue overleaf if necessary. 
 
Year:________Illness:_________________________________ 
 
Year:________Illness:_________________________________ 
  
Year:________Illness:_________________________________ 
 
Year:________Illness:_________________________________ 
>> Admin: Send through to P/N if any Current Illnesses listed 
 
12. List any allergies or reactions you have had: 
 
_________________________________________________ 
 
13. List any tablets, medicines, creams or inhalers that you take 
(or attach a repeat prescription list from your last doctor). 
 
(i)________________________(ii)_______________________ 
 
(iii)_______________________(iv)_______________________ 
>>Admin: If 4 or more send to Med Centre for appt with Dr 
 
 
 
 

14. Immunizations. Please supply the medical centre with a 
list of the type and dates of all vaccinations you have had in 
the past, especially if you have come from abroad. 
 
Have you had Meningitis C vaccination (introduced in 1999)?  

                            Yes / No     DATE_______ 
>>Admin: If  unsure whether they’ve had one, it is safe to have 
another, so give Men C  leaflet & details of Imms Clinics 
 
Have you had MMR vaccination (introduced 1989)?  
(measles, mumps & rubella)   Yes / No     DATE_______ 
>>Admin: If they had one before 1989 they will need another, so 
send to Med Centre. If  unsure whether they’ve had one, it is safe to 
have another, so give MMR  leaflet & details of Imms Clinics 

 
15. Family History: Do your parents, brothers or sisters suffer 
from any of the following (please circle)?  
Say which relative and how old they were when diagnosed. 
 
Heart attack / Angina / High blood pressure  /  Stroke  
 
Diabetes / Breast Cancer / Other important Disease (state) 
 
 For women only 
16. What contraception are you using? 
__________________________________________________ 
>> Admin: If they need a repeat script in the next few weeks, send 
to Med Centre for a routine nurse appt 
 
17. Have you had a cervical (Pap) smear? Yes   /   No 
>>Admin: if yes, pass to Chris Sheridan for data entry /recall date 
 
If yes, was the result NORMAL   /   ABNORMAL 
 
When was it taken (month / year)  /  
 
Where was it done?  GP /  family planning  /  hospital / other 
 
Town ________________ Country __________________ 
 
NOTE: For all Students- Condoms and Emergency 
Contraception is available from the Nurse at the Medical Centre 
 
18. Do you ever drink   alcohol?  Yes   /   No 
If yes, what types of alcohol do you drink, & how much / week? 
 

19. Are you a   smoker -  If so how many per day  
ex-smoker   never smoked  (tick). 

 
20. Would you like help to stop smoking?   Yes /  No 
>>Admin: If yes, send to Med Centre for appt with PNurse 
 
21. Do you have a special diet?_________________________ 
 
22. What is your weight? _______      your height?  _______ 
>> Admin: Please ask student to use scales and height measure 
 
Other Notes _______________________________________ 
 
_________________________________________________ 
 
23. Are you well today?   Yes   / No 
>> Admin: If No, please send to Med Centre for an appointment 
 
 
Admin use only:   F/up: Not needed / see nurse / see doctor 
 
Admin Initials:       Date           /         / 
 
BP ____ / ____ ___________________________________

Oxford Brookes University Medical Centre Health Questionnaire     REGISTRATION 2011/12 
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Carers: A Carer is someone who on a regular unpaid basis, looks after a friend, relative or neighbour who cannot 
manage at home without help, because of age, sickness or disability. 
We think it is important to identify Carers because of their special role. If you answer ‘Yes’ to one of the questions 
below, we will contact you with details of local agencies that may be able to offer you help. 
 
Are YOU a Carer? Yes  /    No 
 
Do you HAVE a Carer?      Yes  /    No 
 
>> admin; if answer is yes to either question,  please pass form to Chris Sheridan 

 
Alcohol Screening  
It is a government priority to address the issue of illness associated with increasing alcohol consumption. We are screening all newly registered 
patients aged 16 and over using a shortened version of the World Health Organisation (WHO) Alcohol Use Disorders Identification Test 
(AUDIT) C questionnaire. If you score more than 5, please complete the second longer AUDIT questionnaire to determine hazardous, harmful or 
likely dependant drinking. Please tick the boxes that apply to you. If you never drink please tick here . 
 
Alcohol Users Disorders Identification Test (AUDIT) C  

Questions 
Scoring System 

Score
0 1 2 3 4 

How often do you have a drink that contains 
alcohol? 

Never 
Monthly 
or less 

2 - 4 times 
per month 

2 - 3 times 
per week 

4+ times per 
week 

 

How many standard alcoholic drinks do you 
have on a typical day when you are 
drinking? 

1 - 2 3 - 4 5 - 6 7 - 8 10+  

How often do you have 6 or more standard 
drinks on one occasion? 

Never 
Less than 
monthly 

Monthly Weekly 
Daily or 

almost daily 
 

Scoring: A total of 5+ indicates hazardous or harmful drinking Total Score  

1 unit = a single measure of spirits 1.5 units = a can of larger or alcopop 
2 units = glass of wine or pint of regular beer/lager/cider 9 units = bottle of wine 

 
Alcohol Users Disorders Identification Test (AUDIT) 

Questions 
Scoring System

Score
0 1 2 3 4 

How often do you have a drink that contains 
alcohol? 

Never 
Monthly 
or less 

2 - 4 times 
per month 

2 - 3 times 
per week 

4+ times 
per week 

 

How many standard alcoholic drinks do you have 
on a typical day when you are drinking? 

1 - 2 3 - 4 5 - 6 7 - 8 10+  

How often do you have 6 or more standard drinks 
on one occasion? 

Never 
Less than 
monthly 

Monthly Weekly 
Daily or 

almost daily 
 

How often in the last year have you found you 
were not able to stop drinking once you had 
started? 

Never 
Less than 
monthly 

Monthly Weekly 
Daily or 

almost daily 
 

How often in the last year have you failed to do 
what was expected of you because of drinking? 

Never 
Less than 
monthly 

Monthly 
Weekly 

 
Daily or 

almost daily 
 

How often in the last year have you needed an 
alcoholic drink in the morning to get you going? 

Never 
Less than 
monthly 

Monthly 
Weekly 

 
Daily or 

almost daily 
 

How often in the last year have you had a feeling 
of guilt or regret after drinking? 

Never 
Less than 
monthly 

Monthly Weekly 
Daily or 

almost daily 
 

How often in the last year have you not been able 
to remember what happened when drinking the 
night before? 

Never 
Less than 
monthly 

Monthly Weekly 
Daily or 

almost daily 
 

Have you or someone else been injured as a 
result of your drinking? 

No  
Yes, but not in 
the last year 

 
Yes, during the 

last year 
 

Has a relative/friend/doctor/health worker been 
concerned about your drinking or advised you to 
cut down?  

No  
Yes, but not in 
the last year 

 
Yes, during the 

last year 
 

Scoring:           0 -7  = sensible drinking                            8 -15  = hazardous drinking 
                      16 -19  = harmful drinking                             20+  = possible dependence 

Total Score  
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