Confirmation of address seen: YES:    Passport seen YES   Valid Visa Expiry date:    
Employment details seen YES

NEW   PATIENT  QUESTIONNAIRE

We welcome you to our practice.  We would like to offer you an appointment for a new patient consultation, and discussion about your health.  Our reception staff will arrange a suitable time for you to take part.

Please complete the following details to help us to provide for your needs.  This is in strict confidence and will not be passed to anyone without your consent.

Surname ______________________ Forename(s) ____________
Marital Status: Married/Single/Widowed/Divorced/Separated/Partner

Date of Birth   ___/___/___              Occupation ______________   
Next of Kin: _________________  Tele:  ​​​​_____________

Address ________________________   Post Code: EH ________         Who Lives with you:  __________________________​​​​​​​___

Tele:  ______________________
Mobile: _________________
DO YOU look after a relative, partner or friend who needs









Support because of age, physical or learning disability or

Work:  _______________  e-mail ________________________
illness, including mental ill health?     YES/ NO  

Support:  http://www.vocal.org.uk/








Past Medical History:




1 _______________________________
Date __/__/___

2_______________________________
Date __/__/___

3 _______________________________
Date __/__/___

4 _______________________________  
Date __/__/___

5 _______________________________
Date __/__/___

Medicines/Tablets/Regular Prescriptions:


(please arrange appointment with GP to obtain medication)




1 __________________________________________ 

2 ___________________________________________ 

3 ___________________________________________

4 ___________________________________________

5 ___________________________________________

Family History



Age
State of Health
If Dead/Cause &







       Age

Mother

__
____________

___

Father

__
____________

___

Spouse

__
____________

___

Children

__
____________

___



__
____________

___

Brother/Sister
__
____________

___



__
____________

___

Diseases that can run in the family:

(has anyone in your family ever had?)
Heart Disease
________________
Age ____

High Blood Pressure _____________
Age ____

Stroke _________________________
Age ____

Diabetes __________________________________________

Eye Disease _______________________________________

Asthma ___________________________________________

Cancer ____________________________________________

Thyroid disease _____________________________________

Epilepsy/fits _______________________________________

Other _____________________________________________

CONSENT for other health professional to view ECS (emergency care summary) on contacting Out-of-Hours service  YES/NO   signed   …………………….  Date ……..
Parent(s) of Children aged 0-16 years:   

Has your child ever been on the Child Protection (At Risk) Register at any time   



 Yes/No

Does your child/family have any social work involvement      





Yes/No
Does your child have a learning disability                     Yes/No
WOMEN ONLY

Have you ever had a cervical smear test?  





        YES/NO

When?   _________________ (year at least)

Where?      GP/ FPC/ Brook/ Hospital/ Overseas
RESULT?    Normal/ Early Recall/ Colposcopy

Have you ever had breast screening    YES/NO
CHILDREN ONLY

(please circle if immunisation given)

New schedule:

1st  Triple/    Polio/  Hib / Pneumococcal

2nd Triple/    Polio/  Hib/  Men C

3rd   Triple/     Polio/  Hib/  Men C / Pneumococcal

Hib/MenC (Mentorix)

MMR / Pneumococcal

Pre-school Booster/  2nd MMR

Other (specify)___________________

Were these given at GP practice   Yes/ No/ Overseas

NEW BABY DEVELOPMENTAL CHECK:

(please circle check carried out)

                             6 weeks

ALLERGIES:

Are you allergic to any medicines   
YES/NO

Which ones? ______________________

Any  other allergies? ___________________________

ETHNIC GROUP: Please note from list:   
NEW   PATIENT   QUESTIONNAIRE

When was your last immunisation for:


POLIO


___/___/___


TETANUS 

___/___/____


MENINGITIS C 
              ___/___/___



Have your ever had vaccines for:
(approx year last given)

HEP A
1st
___/___/___

HEP A   2nd         ___/___/___

TYPHOID
___/___/___


HEP B

___/___/___


 

___/ ___ / __
                                           ___ / ___ / ___

If no Hep B vaccine could you be AT RISK due to LIFESTYLE:  e.g. occupation/ gay man / intravenous drug use?   (please circle if appropriate) or NO RISK
SMOKING     






Have you ever smoked in the past?     YES/NO

Do you currently smoke? How much? ______

If a past smoker, when stopped? _________

Do you use solvents or drugs?  

            
Regularly / Sometimes /  Never                                                   


ALCOHOL












What is your alcohol intake?

Daily ______ units  
 Weekly ____ units

1 unit =    measure of spirit or half pint or

                                    or small glass wine

EXERCISE

How often do you take strenuous exercise?

Daily……………………………….Yes/No

2/3 times per week…………………Yes/No

Once weekly……………………….Yes/No

Less Frequently ………………….. Yes/No

DIET
Does your diet normally include?

Daily fruit & veg  ………………….Yes/No

Snacks & fast foods  ……………….Yes/No

Regular fries/chips …………………Yes/No

Restrictions (specify) __________________

Is there anything else you feel we should 

know about your  health? (eg currently pregnant)
_________________________________________

__________________________________________________________________________________

Thank you for completing this questionnaire.  Please sign and date below, and arrange your new patient consultation.







Signature ……………………………..   Date ……………………………….

Office Use Only

New Patient Appointment booked:
     Date:           ___/___/___                                         GP Appointment:   ___/___/___

BP     ___/___      Weight  ______Kg        Height ______cm         Urine:  alb __ gluc __
        FH:          <60 / >60/  CVA/ Nil










        Self:       IHD /  TIA/ CVA/  Nil

Men only:     TSE leaflet    FORMCHECKBOX 
  
   Women only:  Rubella vaccine given:       __/__/__  

                                                                       Rubella immunity confirmed  by blood test:      __/__/__

INTERPRETER NEEDED?:   YES / NO

GREEN PRACTICE:   STOCKBRIDGE HEALTH CENTRE, 1 INDIA PLACE, EH3 6EH









