NEW PATIENT HEALTH CHECK QUESTIONNAIRE
Please note this information will form part of your medical record therefore please complete as accurately as possible. 
	NAME:
	
	MALE  (M)

FEMALE (F)
	
	

	HOME TEL NO:


	
	MOBILE 
TEL NO:
	
	

	DATE OF BIRTH:

	
	PLACE OF BIRTH:
	
	

	HEIGHT: 

	
	WEIGHT: 
	
	

	ALLERGIES &

INTOLERANCES:
	Give details (e.g. drug, food)
 including type of reaction
	OCCUPATION:
	
	

	
	

	EXERCISE: Inactive/ Gentle/Moderate/ Vigorous
	
	DIET: Poor/Moderate/ Good/Vegetarian/Vegan
	
	

	ALCOHOL:


	1 unit = half pint beer/lager/cider

1 unit = 1 single spirit measure
	1.5 units = 1 alco-pop

2 units = 175ml glass wine
	9 units = 1 bottle wine (750mls)

	Please circle answer below
	
	
	
	
	
	

	How often do you have an alcoholic drink?
	NEVER
	Monthly or less
	2 – 4 times per month
	2-3 times per week
	4+ times per week
	

	Using the conversion chart, how many alcohol units do you drink on a typical day?
	1 – 2 units
	3 – 4 units
	5 – 6 units
	7 – 8 units
	10+
	

	How often do you have 6 or more units on one occasion?
	NEVER
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Stopped drinking 


	Date stopped:
	
	

	SMOKING:
	Smoker 

Yes / No
	Amount of cigarettes / cigars/tobacco per day:
	
	

	Ex Smoker
	Date stopped:
	
	Never Smoked
	
	

	For Stop Smoking Advice  Contact :


	Lloyds Pharmacy 
01477 532347 - CECPCT  01625 661049
Smokefree Cheshire – 0800 085 8818– www.smokefreecheshire.nhs.uk
Quitline 

0800 002200    Website www.quit.org.uk 
NHS smoking helpline 
0800 1690169  Website www.givingupsmoking.co.uk

	Please TICK to confirm you have read this smoking information
	
	

	MEDICAL HISTORY
	Do you suffer from or have you ever suffered from any of the following medical conditions? (please specify including your AGE WHEN IT STARTED)  
	

	(tick as applicable)
	Yes
	No
	Comments
	

	Asthma 


	
	
	
	

	Any other respiratory condition
	
	
	
	

	Hay fever

	
	
	
	

	Angina

Heart Attack
Heart Failure

Atrial Fibrillation

Heart Murmur
	
	
	
	

	Any other Heart condition
	
	
	
	

	Hypertension/Raised Blood Pressure
	
	
	
	

	Diabetes
	
	
	
	

	Cancer


	
	
	
	

	Kidney Disease

	
	
	
	

	Stroke/TIA
	
	
	
	

	Epilepsy
	
	
	
	

	Thyroid problems
	
	
	
	

	Mental Illness
	
	
	
	

	Depression
	
	
	
	

	Dementia
	
	
	
	

	Fractures after age of 40 as a result of minor injury (fall)–list bones broken
	
	

	Any other medical condition 
	
	
	
	

	FAMILY HISTORY:


	Have any of your parents, brothers or sisters had any of the following conditions before they were 65 years old
	

	(tick as applicable)
	Yes
	No
	Family Member
	Age when condition started
	

	Heart Disease
	
	
	
	
	

	Stroke/TIA


	
	
	
	
	

	Raised Blood Pressure

	
	
	
	
	

	Cancer


	
	
	
	
	

	Diabetes


	
	
	
	
	

	Other:  (please specify)


	
	
	
	
	

	CARERS

Are you a carer? Or are you being cared for?
	
	
	If you are a carer who do you care for? If you are being cared for who cares for you?
	
	

	Please ask at Reception for further information available for Carers

	MEDICATION:


	Are you taking any regular medication? 
	YES
	NO
	

	PLEASE NOTE:  On joining the practice if you require “Repeat Medication” an appointment for review with your new GP is necessary prior to issue.

	DISPENSARY:  
	If you live more than a mile away from a chemist you may obtain your medication from our Dispensary, conveniently located within the Health Centre. Every time you use the Dispensary you generate income for the practice. This helps us provide extra services for all our patients.

	Are you interested in utilising the Dispensary?


	YES
	NO
	


Thank you for completing this questionnaire.  We will assess your comments should we feel it necessary for 
you to come into the Health Centre we will contact you to arrange an appointment. 
	SIGNED: (patient signature)


	

	DATE:

	

	COMMENTS:


	


