BRISTOL SEXUAL HEALTH SERVICES (BSHS) – FEMALE REGISTRATION FORM
	Date:
	Clinic Number:


	First Name(s):
	Surname:


	Date of Birth:
	Occupation:

	Country of Birth:
	Nationality:


	Address:

Post Code:
	Contact Telephone Numbers

	
	Preferred Number:

	
	Other Number:


	Please circle all ways which we can contact you:
	GP Details:

	Phone  Yes / No                     Text   Yes / No

Letter  Yes / No                           No Contact
	

	
	Is it ok to contact your GP?      Yes  /  No
(please see over for explanation)


	Please tell us why you are here today: (please tick all that apply)

	□
	No symptoms/would like to get a check up
	□
	I may need emergency contraception

	□
	For results or treatment following a recent visit
	□
	I want to discuss my contraception choices

	□
	I have been told to attend by my GP/other Health Care Professional (if you have a letter please let us know)
	□
	I want some supplies of my pill/have my routine contraception injection

	□
	I have had sex with someone who has let me know that they have an infection
	□
	I would like to have a coil (please circle)
inserted  /  changed  /  removed

	□
	I think I may have been at risk of getting HIV
	□
	I would like to have an implant (please circle)
inserted  /  changed  /  removed

	□
	I am concerned about symptoms
	□
	Other reasons . . . . . . . . .. . . . . . . . . . . . . . . . . . . .


	Please circle what symptoms you have: (if you have none please go to next section)

	Pain or discomfort when passing urine
	Yes 
	Abdominal pain
	Yes 

	Blisters, lumps, rash or sores on genitals
	Yes 
	Pain during or after sex
	Yes 

	Unusual vaginal discharge
	Yes 
	Bleeding during or after sex
	Yes 

	Itching or soreness on genitals
	Yes 
	Change to menstrual cycle
	Yes 


	I describe my ethnic origin as follows: (see over for explanation)

	Asian or Asian British

( Bangladeshi 

( Indian

( Pakistani

( Any other Asian background

Black or Black British

( African

( Caribbean

( Any other Black background
	Mixed

( White & Asian

( White & Black African

( White & Black Caribbean

( Any other mixed background

White

( British 

( Irish

( Any other White background
	Other Ethnic Group

( Chinese

( Any other ethnic group

( I do not wish to disclose my ethnic origin




	Confidentiality

Here to listen, not to tell

We provide a confidential service to all of our patients, including under 16s.

This means that you can tell others about your visit, but we won't.
The only reason why we might have to consider contacting  another service or professional (for example, your GP or Social Services) without your permission would be when we need to act to protect you or someone else from serious harm – and we would always try to discuss this with you first.  If you have any worries about confidentiality, please feel free to ask a member of staff.

Why we may need to contact your GP

We sometimes suggest that we inform your GP of ongoing treatments or conditions.  We would only write to your GP with your agreement

Ethnic Monitoring

University Hospitals Bristol, like all parts of the NHS, is required to collect information about our patients.  It is used only for monitoring purposes, to ensure that our services reach everyone in the community. 

Important questions about obtaining your appointment

1.  Was this the first clinic at which you tried to get an appointment?     Yes  ⃝        No  ⃝

2.  How quickly did you get an appointment here?


    
□ Within 2 working days?




□ Over a week?

      
□ More than 2 days but less than one week?

□ Over two weeks?

Reasons why we may need to contact you

For appointment reminders and to talk to you about positive or abnormal results. 

Is it OK to text you for this?     Yes  ⃝        No  ⃝

I hereby agree to receive text messages.  I have checked my contact details and the mobile number I have provided is correct.  Please send text messages to the mobile number I have provided on the front of this form.

I understand that failure to supply these details may mean that the sexual health centre will be unable to contact me if i need treatment, in which case I take full responsibility for obtaining my results in person.

SIGNATURE :     . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   DATE :   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 




