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The Rubin Clinic - Integrated Sexual Health
Please answer all questions, print clearly and tick appropriate boxes. Information provided is confidential.


TITLE: …. .. FIRST NAME: …….…….…..  SURNAME:….......………. 	AGE:….…        DATE OF BIRTH:……….………

GENDER:      Male  Female   Trans F   Trans M    Non-Binary    Other 

ADDRESS:……………………………………………………………………….........………………POSTCODE….……………….

CONTACT NUMBER:……………………………….……...….  EMAIL:………………………………..…………………………….

NEXT OF KIN  (emergency only)      Name ………………………………………… Contact number………………………………

Relationship to you…………………………………………………………………………………………………………………………

Please note that we will contact you via phone call or SMS or email if provided.
If you prefer not to be contacted this way, please inform reception and provide an alternative method.
-----------------------------------------------------------------------------------------------------------------------------------------------------

NATIONALITY:………………………………………….….	COUNTRY OF BIRTH:……………………………………………………


ETHNICITY (please tick box):
	A White British
	
	B White Irish
	
	C Any other White
	
	D White and Black Caribbean

	

	E White and Black African
	
	F White and Asian
	
	G Other Mixed
	
	H Indian
	

	J Pakistani
	
	K Bangladeshi
	
	L Any other Asian Background
	
	M Black Caribbean

	

	N Black African
	
	P Other Black Background
	
	R Chinese
	
	S Any other Ethnic Category
	

	Z Not stated
	
	CL Irish Traveller
	
	CM Roma
	
	CN Gypsy
	



-----------------------------------------------------------------------------------------------------------------------------------------------------------------------Do you need any communication support?  Yes      No  	  If yes, what support do you need..........................................

Do you need written information in another format?  Yes     No     

 If yes what type do you need? ………………………………………………………………………………………………………..

Do you have a long-term disability?     Yes      No          If yes, please state what disability you have

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

------------------------------------------------------------------------------------------------------------------------------------------------------

GP NAME:……………………	SURGERY ADDRESS: …………………………………………………………….

If necessary, may we contact your GP? Yes    No   (We would only contact your GP with your permission or in an emergency)

REASON FOR ATTENDING THE CLINIC:  	 Own Accord    GP’s Advice 

It is the policy of this department to write to your GP if you have been referred here by letter or if you request us to do so. You are entitled to receive copies of all correspondence with your GP or other hospital departments. 

Do you wish to receive copies of correspondence with your GP?	Yes      No 

We may need your NHS number and further medical information in order to ensure the provision of on-going care. If necessary, and with your consent, staff will look this up on the NHS Spine, the system that supports the infrastructure for health and social care in England. Consent to look up information on spine:   Yes     No  

When did you first try to access our service with this problem?  Up to 4 working days
Over 4 working days but less than a week 
     Not Known 








Signed………………………………………………………                Date………………………………
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  Up to  4   working days    Over  4   working days but less than a week          Not Known      

The Rubin Clinic  -   I ntegrated Sexual  He alth   Please answer all questions, print clearly and tick appropriate boxes. Information provided is confidential.       TITLE:   ….  ..   FIRST NAME:   …….… …. …..   SURNAME: …... .... ……….    AGE: …. …          DATE OF  BIRTH: … …… .………     GENDER:        Male     Female      Trans   F        Trans M        Non - Binary         Other       ADDRESS: ……………………………………………………………………….........… …………… POSTCODE ….……………….     CONTACT  NUMBER: ……………………………….… …... ….    EMAIL :……………… ……………….. …………………………….     NEXT OF KIN    (emergency only)        Name ………………………………………… Contact number………………………………     Relationship to you…………………………………………………………………………………………………………………………     Please note that we will contact you via phone call or  SMS   or email if provided .   If you prefer not to be contacted this way, please inform reception and provide an alternative method.   ----------------------------------------------------------------------------------------------------------------------------- ------------------------     NATIONALITY: ………………………………… ………. ….   COUNTRY OF BIRTH: ……………… … …………………………… ……       ETHNICITY (please tick box):  

A White British   B White Irish   C Any other White   D White and Black Caribbean     

E White   and  Black   African   F White   and Asian   G Other Mixed   H Indian   

J   Pakistani   K Bangladeshi   L Any other Asian Background   M Black Caribbean     

N Black  African   P   Other Black  Background   R Chinese   S Any other Ethnic Category   

Z Not  stated   CL Irish Tr aveller   CM Roma   CN Gypsy   

  ----------------------------------------------------------------------------------------------------------------------------- ------------------------------------------ Do you need any  c ommunication  s upport?     Yes         No         If   yes, what support do you need.................. .................... . ...     Do you need written information in another format?     Yes        No              If yes what   type   do you   need ?  … ……………………………………………………………………………………… ……… …… ..     Do you have a  long - term   disability?       Yes         No              If yes, please state what disability you have     …………………………………………………………………………………………………………………………………………………..     ----------------------------------------------------------------------------------------------------------------------------- -------------------------     GP  NAME: ……………………   SURGERY ADDRESS:   …………………………………………………………….     If  necessary,   may we contact your GP?   Yes       No      ( We would only contact your GP with your permission or in an emergency)     REASON FOR ATTENDING THE CLINIC :        Own Accord       GP’s Advice       It is the policy of this department to write to your GP if you have been referred here by letter or if you request us  to do so. You are entitled to receive copies of all correspondence with your GP or other hospital departments.      Do you wish to receive copies of correspondence with your GP?   Yes         No        We may need your NHS  n umber and further medical information in order to ensure the provision of on - going  care.   If necessary, and with your consent, staff will look this up on the NHS Spine, the system that supports the  infrastructure for health and social care in England.  Consent to look up information on spine:    Yes        No         When did you first try to access our service with this problem?            Signed………………………………………………………                Date…………………………… …

