
 

CLAYTON MEDICAL GROUP 

Patient Application Form 

 

Title _____     First Name: ______________________     Surname  : _________________________________ 

Date of Birth: ________________________                      Gender:    Male/Female  

Address: __________________________________________________________________________________  

__________________________________________________________________________________________  

Phone:  ___________________________     Mobile:_________________________________________ 

Private _________GMS __________   GMS Number: ___________________ Expiry date:  _____________ 

PPSN: _____________________________    Applications ONLY accepted with PPSN Numbers 

Marital Status: ______________Country of Origin: ________________ Occupation: __________________ 

 

Current GP Name and Address:  _____________________________________________________________  

Your medical record will be requested with your signed permission if accepted as a patient  

Please tick if you agree  

Reason for Changing GP ____________________________________________________________________  

 

Signature: ________________________________________ Date: ______________________ 

** Note: Completion of this form does not ensure acceptance on to our practice list. 

****************************************************************************************** 

Other Family Members (under 18 yrs)  also applying to join the practice: 

(a separate application must be completed by those over 18 years of age) 

Name: _____________________________ Male/Female   Age ___  DOB ____________ PPSN ____________ 

Name: _____________________________ Male/Female   Age ___  DOB ____________ PPSN ____________     

Name: _____________________________ Male/Female   Age ___  DOB ____________ PPSN ____________   

Next of Kin : 

Name: ________________________________    Address:  __________________________________________ 

Relationship: ___________________________   Phone: ________________________ 

 

For Office Use Only:  

Handed in by        Patient//Relative/Guardian    XL   

Current GP:          Named above      Yes/No     Soc  

        Acc 

Has patent been in this practice before:         Yes/No  Notes   

Has patient been advised of change of Doctor Form until such time as GMS Number has been changed 

over to this practice? 

For Office Use Only:       

Pre Acceptance       Post Acceptance 

Handed in by:  Patient//Relative/Guardian                        Change of Dr Form signed: Yes/No 

Current GP:  Named above :     Yes/No                        Copy of Medical Card: Yes/No  

Has patent been in this practice before:  Yes/No           Copy of medical record requested 

           Yes/No 

        For Child under 5yrs:                               

        Copy of childhood vaccinations Y/N 

Form received & checked by : ___________________________ 

 


