Kingswood Surgery
Child New Patient Health Questionnaire (Confidential)
FAILURE TO COMPLETE ALL THE QUESTIONS IN FULL MAY RESULT IN A DELAY WITH YOUR REGISTRATION 
Please PRINT your answers clearly, using BLACK ink.
	Date of Birth:  dd.mm.yyyy
	Gender:  Male / Female

	Title: Mr / Mrs / Ms / Miss / Master / Dr / Rev / Other:

	Surname
	

	Forenames:
	

	Address:
	

	

	

	Postcode:
	

	Telephone Numbers: (Please tell us about any changes when they happen)

	Home
	Work
	Mobile

	
	
	

	E-mail:
	

	Preferred Contact Method:    Email:   Y/N        Post :   Y/N     Telephone:     Y/N

	Next of kin details:

	Relationship:
	

	Title: Mr / Mrs / Ms / Miss / Master / Dr / Rev / Other:

	Surname
	

	Forenames:
	

	Telephone Numbers: (Please tell us about any changes when they happen)

	Home
	Work
	Mobile

	
	
	

	

	Children aged 16 and under – Name of school:
	

	

	Weight:
	
	Height:
	

	

	What is your ethnic group?  This information is required for government health planning.  Please tick / circle the appropriate group.

	British
	Irish
	Any other white (please write in)

	White and Black Caribbean
	White and Black African
	White and Asian

	Any other mixed (please write in)

	Indian
	Pakistani
	Bangladeshi
	Any other Asian (please write in)

	Caribbean
	African
	Any other Black (please write in)

	Chinese
	Any other (please write in)
	Not Stated

	

	What language do you speak?
	

	Do you use an interpreter?
	Yes / No

	Medical History 

	Have you ever had, or received treatment for, any of the following conditions?

	Thrombosis (blood clot)
	Y
	N
	Glaucoma
	Y
	N
	Asthma
	Y
	N

	Tuberculosis
	Y
	N
	High blood pressure
	Y
	N
	Stomach ulcer
	Y
	N

	Cancer
	Y
	N
	Heart attack / disease
	Y
	N
	Epilepsy / Convulsions
	Y
	N

	Diabetes
	Y
	N
	Angina
	Y
	N
	Jaundice
	Y
	N

	Rheumatic fever
	Y
	N
	Stroke
	Y
	N
	Depression
	Y
	N

	Have you ever had any other serious illness, injury or operation?
	Y
	N

	If yes, please give details, including approximate dates:

	

	

	Medication

	Do you take any medicines?
	Y
	N

	If yes, please attach your repeat list from your previous surgery and /or give details below

	Medicine (name and strength)
	What dose do you take?
	How often do you take this medicine?
	How long have you been taking this medicine?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Have you had any allergies to any medicines?
	Y
	N

	If yes, please give details including what sort of reaction you have had

	

	

	Do you have any other allergies, e.g. peanuts, strawberries?
	Y
	N

	If yes, please give details

	

	

	Do you take any other medicines or dietary supplements?
	Y
	N

	If yes, please give details

	

	

	Family History

	Is there a family history of any of the following conditions?  If so, please state which family member has the condition, e.g. mother, father, brother sister, uncle, aunt, grandmother or grandfather on mother’s side (maternal), grandmother or grandfather on father’s side (paternal).

	Condition
	
	
	Family member
	Condition
	
	
	Family member

	Heart attack/disease
	
	
	
	Breast cancer
	Y
	N
	

	Under 60
	Y
	N
	
	Ovarian cancer
	Y
	N
	

	Over 60
	Y
	N
	
	Prostrate cancer
	Y
	N
	

	Stroke
	Y
	N
	
	Bowel cancer
	Y
	N
	

	High blood pressure
	Y
	N
	
	Other inherited
	Y
	N
	

	Diabetes
	Y
	N
	
	Please write in
	

	Carers

	Are you a carer, do you look after someone who is mentally or physically disabled or ill, or elderly or frail?  If yes, please give details.
	Y
	N

	

	

	Do you have a carer?  If yes please give details below
	Y
	N

	

	

	Consent to Access Medical Records

	This practice holds medical records relating to the treatment and services patients receive from their GP.  We are asking permission for these records to be looked at by external auditors assessing quality of care if the need should arise.
Your GP practice supports these checks, as they are an important part of ensuring quality and efficiency of care and treatment in the NHS.  The auditors who carry out these checks are bound by the strict rules of confidentiality and your records will only be used for the purpose described.

Please tick either of the two boxes below:

	
	I DO consent to auditors looking at my medical records

	
	I DO NOT consent to auditors looking at my medical records

	Summary Care Records – your emergency care summary

	The summary care record (SCR) will contain information about any medicines you are taking, allergies you suffer from and any allergic reactions you have had.  It will be used in emergency care (A&E, Out of Hours, Walk-in centres, and Temporary patients at other practices), to ensure those caring for you have enough information to treat you safely. If you already have an SCR, or are happy to have one, you do not need to take any action. If you do not want an SCR, please check the “no” box below and we will arrange for you to opt out of the SCR scheme. If you need more information, please ask at the Surgery. Please tick the box below only if you would like to opt out of the Summary care record:

	
	No I do not want a Summary Care Record


Full Name:_________________________________ Date of Birth:_________________________
Signature:__________________________________ Date:_______________________________
