Beacon Surgery Registration Details


	Name
	

	Date of Birth
	

	Height
	……..Feet ……Ins          ……………cms

	Weight
	……..Stone ……lbs          ………..Kilos

	Waist measurement
	…….ins          ………cms

	Hip measurement
	…….ins          ………cms

	Family History


	Give Relationship and approx age when diagnosed

	1. Heart Attacks, Angina


	

	2. Strokes


	

	3. Diabetes


	

	4. Asthma


	

	5. High Blood Pressure


	

	6. Cancer
(Type of Cancer if known)
	

	7. Osteoporosis


	

	8. Glaucoma


	

	9. Thyroid problems


	

	For Surgery Use

	Photo ID:

	Proof of Address:


If 16 or over please answer the following questions:

	Smoking

1. Do you smoke?

2. If no - have you ever smoked?

3. Does anyone in your household smoke?
	YES / NO

YES / NO         Date Stopped……………

YES / NO


Alcohol Consumption
	Question

1. How often do you have a drink that contains alcohol?

2. How many standard alcoholic drinks do you have on a typical day when you are drinking?

3. How often do you have 6 or more standard drinks on one occasion?
	Answers

Never

Monthly or less

2-4 times per month

2-3 times per week

4+ times per week

1-2

3-4

5-6

7-8

10+

Never

Less than monthly

Monthly

Weekly

Daily or almost daily
	Scores

0 points

1 point

2 points

3 points

4 points

0 points

1 point

2 points

3 points

4 points

0 points

1 point

2 points

3 points

4 points
	Your Score


Scoring: A total of 5+ indicates hazardous or harmful drinking
