
Priory Surgery, 26 High Street, Holywood.  BT18 9AD
Telephone:
 084 4477 3396

Fax:


 084 4477 3397

Website:

 www.priorysurgery.co.uk

Branch Surgery:  Springhill Surgery, 4a Killeen Avenue, Bangor.  BT19 1NB

Below is a short questionnaire to provide us with some information until we receive your records from your previous doctor.  Please complete as fully as possible and return to us at your earliest convenience.  All information will be treated in the strictest confidence.

Full name: ______________________________________________ Sex: 
Date of birth:





   Country of birth:

Address:








Postcode:

Home Phone no:




Mobile phone no:
MEDICAL HISTORY

Please list below any serious illnesses/operations/disabilities you have and the date when they occurred.




Do you smoke?           Yes
         
How many daily 

     No

Ex-smoker

Do you drink alcohol?   Yes
      
No


How many units per week? ____________
(NB 1 unit = 1 glass of wine, 1.5 units = 1 measure of spirits, 2 units = 1 pint of beer)


What is your height? _____________                       What is your weight?

Do you have any allergies?    Yes
            No
       To what? 
MEDICATIONS

Please provide details of all medicines or tablets you take on a regular basis along with strength and dose 
	Drug name
	Strength
	Dose
	When started

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


VACCINATION HISTORY (within last ten years)

When was your last tetanus booster?

Please list all travel vaccinations you have received and the dates given:



FEMALE PATIENTS ONLY

When was your last cervical smear?



 What was the result? 

Have you had a hysterectomy?

Yes
    No
   
If so, when?

Have you ever had a mammogram?
Yes
    No

If so, when?

UNDER 18’S ONLY

Please fill in the dates of the following vaccinations.

	
	1st vaccine
	2nd vaccine
	3rd vaccine
	Booster

	Diptheria/tetanus/pertussis/polio/HIB
	
	
	
	

	Diptheria/tetanus/pertussis/polio
	
	
	
	

	Meningitis C
	
	
	
	

	HIB/Meningitis C
	
	
	
	

	MMR
	
	
	
	

	Pneumococcal
	
	
	
	

	Any other vaccine (please state)


	
	
	
	


CARER INFORMATION

Are you a carer?  Yes
No
   If yes, may we add your name to our carers’ register     Yes       No

Do you have a carer?   Yes         No
  

If yes please ask them to contact us so that their details can be added to our register.

THANK YOU.
REGISTRATION HEALTH QUESTIONNAIRE








PTO

