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QUEENS CLINIC
                                   96, Harley Street, London W1G 7HY  
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FILE N __________

 REGISTRATION FORM
TO BE COMPLETED BY PATIENT
Clinic Director

Mr. Ahmed Ismail

BSc, MBBCh, MRCOG,FRCOG

Consultant Gynaecologist and  Obstetrician

Infertility Specialist
	First Name______________________________
Surname________________________________
	Phone number:
· Landline_______________________
· Mobile   _______________________
· Overseas_______________________

	Address_________________________________
	E-Mail______________________________

	Local___________________________________
_____________________Post Code__________
	Safe to contact       

              By Phone_______ By Post________

	Overseas________________________________
	GP Details (if known)___________________

	________________________________________
	Wish to communicate YES  ______ NO____

	Date Of Birth____________________________
	Date_________________________________

	Gender_________________________________
	Country of origin______________________



TO BE COMPLETED BY PATIENT
FILE  N ___________

Systematic Enquiry: Date of last cervical cytology and result:……………………………………………………….

Headache……………………Dizziness……………………..Fainting…………………………………………………

Blurred vision……………….Tinnitus……………………… Bowel habit…………………………………………….
Nausea……………………….Vomiting……………………. Indigestion……………………………………………...

Dyspnoea……………………..Chest pain…………………….Cough…………………………………………………

Flushing………………………Sweats…………………….Dyspareunia…………………………………………..

IMB, PCB, PMB…………………………… Vaginal discharge/or irritation…………………………………………..
Urinary symptoms: Frequency, Dysuria, Haematuria, Nutria, Stress incontinence……………………………………
Any Other symptoms/Problems:…………………………………………………………………………………………

      INFERTILITY                           PREGNANCY                   MENOPAUSE                      UNSPECIFIED

      GYNAECOLOGY                     STD                                    BREAST                         
  For pregnant women:   Pelvic floor exercises:             Antenatal instructions:                 Breast instructions:

                                                                               Clinic records only:
	Date
	
	
	
	
	
	

	UBG – URO
	
	
	
	
	
	

	PRO
	
	
	
	
	
	

	PH
	
	
	
	
	
	

	BLD-SNG ERY-HB
	
	
	
	
	
	

	SG-DEN
	
	
	
	
	
	

	KET-CET
	
	
	
	
	
	

	BIL
	
	
	
	
	
	

	GLU
	
	
	
	
	
	

	BP
	
	
	
	
	
	

	PLS
	
	
	
	
	
	

	WT
	
	
	
	
	
	

	HT
	
	
	
	
	
	


Do you wish to have Smear test?

Yes                     No   

Do you wish to have HPV test?

Yes                     No   

Do you wish to have STD test?                       
Yes                     No   

Do you wish to have HIV  test?

Yes                     No   

Do you wish to have Syphilis test?                                                 
Yes                     No   

Do you wish to have Hepatitis B, C test?
Yes                      No   

UNDER  40 :
Do you wish to have Breast scan?  

Yes                     No   

 Do you wish to have Under 40 Annual Screen with/without hormones?

Yes                     No    
FOR OVER 40 :
Do you wish to have Breast scan?  
Yes                     No   

 Do you wish to have Over 40 Annual Screen with/without hormones?

Yes                     No              
Policy of Queens Clinic to explain fees for consultation, ultrasound, investigation, treatment and operation in advance.

All fees of Queens Clinic are of similarity to BUPA Healthcare charges.

Should you need more information, please do not hesitate to ask for it.

It is Queens Clinic Policy to provide receipt on request at the day of service.

I agree to the policy and accept.
Name …………………………………………….. Signature …………………………………………………..

Self paid 

Insurance 

 Embassy  

Other (Please, specify) …………………..

FOR NEW PATIENT:

Please download and complete Patient Registration Form from website www.queensclinic.co.uk .
Bring with you on your appointment date.






Bookings and appointments


Tel: 02079356600, 


Tel/Fax: 02079355540.


Secretary: 07796230999, 07835125550,


 07745046144,


PA/PR: 07745748188.











Marital status:


Married…………………………………….Single………………………………..Partner……………………………


Complaints……………………………………………………………………………………………………………..


…………………………………………………………………………………………………………………………..


…………………………………………………………………………………………………………………………..


…………………………………………………………………………………………………………………………..


Past Medical History…………………………………………………………………………………………………..


…………………………………………………………………………………………………………………………..


…………………………………………………………………………………………………………………………..


…………………………………………………………………………………………………………………………..


Operations;Yes……………No…………………………………………………………Smoker:Yes…………No………………………….


Allergies………………………………………………………………………………………….


Current Medication………………………………………………………………………………................................


…………………………………………………………………………………………………………………………...Obstetric History.…………………………………………………………………………………………………….


…………………………………………………………………………………………………………………………..


…………………………………………………………………………………………………………………………..


…………………………………………………………………………………………………………………………...Menstrual History: Menarche………………….Cycle………………LMP…………………………………………


Sexual History:One partner………………………More than one partner…………………………………………….


History of present Complaint........................................................................................................................................


…………………………………………………………………………………………………………………………..


…………………………………………………………………………………………………………………………..…yclal Historye partneplainresulcervical cytology and result..................................................














