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New Patient Questionnaire

Please complete the details below.  This gives us details about your medical history while we wait for you medical records to be sent from your previous doctor.  All information provided will remain confidential.

	PERSONAL DETAILS

Surname:



Forename(s)



MR/MRS/MISS

Date of Birth                                                 Telephone number home

Ethnic Origin: White/Black/Indian/Chinese/Mixed/Other

Are you housebound?    YES/ NO


	NEXT OF KIN  DETAILS:

Name:                                          Relationship (e.g. daughter)       

Telephone:

Are you a Carer?


	Height:                                   Weight:

Last blood pressure (if known)  and date:
PAST MEDICAL HISTORY

Do you have a history of any of the following:-

Heart disease  YES/NO                          High Blood Pressure  YES/NO

Asthma           YES/NO                         Diabetes                   YES/NO

Stroke             YES/NO

ALLERGIES

Are you allergic to anything?                                                Reaction




PLEASE TURN OVER
C:forms/new patient questionnaire

	SMOKING

Do you smoke?     Yes/No        If No - are you an ex-smoker?   - Yes/NO

If Yes - How many per day?            Cigars/pipe/cigarettes   

Would you be interested in stopping?   Yes/No
Have you ever received smoking cessation advice?   Yes/No
ALCOHOL

How many units of alcohol do you drink in an average week?

(1 unit of alcohol is 1/2 pint of beer, 1 glass wine or 1 pub measure of spirits.)

EXERCISE

How much exercise do you take? None/light/moderate/vigorous?




	FAMILY ILLNESSES

Please circle any of the conditions that your relatives may have (had) and state which relative: mother, brother etc.

High blood pressure                                 Heart problem before age 60

Stroke                                                    Heart problem after age 60

Asthma                                                   Sugar Diabetes                              




	MEDICATION

If you are on regular medication please attach your repeat list of medication from your previous doctor (usually attached to any prescription).  Alternatively bring in the bottles containing the medication to your new patient check appointment with the nurse.
If you are on any regular medication your first prescription from us must be issued by the doctor or nurse at an appointment.  



	FOR WOMEN ONLY

Have you ever had a cervical smear?          If so please give date 

What was the result?   Normal/Abnormal/Don't know

Contraception:  If you wish any advice or need further contraception please make an appointment with our practice nurse.

Have you had a hysterectomy?                      If yes please give date and reason

Have you been immunised against rubella?         Yes/No/Don’t Know


