	Ardingly Court Surgery

Confidential Health Questionnaire for New Patients under 16

	Please complete your form and hand in to reception Monday-Friday between

11am-12:30pm and 3-5:00pm
Please bring the following documents:
Red Book (if you have one)
We will make a photocopy
of the immunisations record at reception
Birth Certificate



	Name: 
Address: 

Post code: 

Telephone:                                                               Mobile:


	Date of Birth:

	Please tick Ethnic origin: 

British or mixed British 

Irish 

Other White background 

White and Black Caribbean 

White and Black African 

White and Asian 

Other Mixed background 

Indian or British Indian 

Pakistani or British Pakistani 

Bangladeshi or British Bangladeshi 

Other Asian background 

Caribbean 

African 

Other Black background 

Chinese 

Other 



	First Spoken Language:                            I do not wish to divulge this information  □
Names of main carers of this child:

Address: (If different from above) 

Tel no:



	Do you help to look after someone with an illness or disability?



	Next of Kin of this child: (if different from above)                                            
Tel:


	Name of this child’s school:
If not relevant please move to question below


	Is child home schooled?

OFFICE NOTE:  code 302139001

	Name of this child’s Health Visitor: (if applicable)



	Name of this child’s Social Worker: (if applicable)



	Are there any housing problems?


	Personal Medical History

	Please detail any serious or chronic illnesses, operations or disabilities:



	Is this child allergic to anything?



	Does this child take any drugs, medicines or contraceptive pills?



	Family Medical History

	Have any close relatives (parents, brothers, and sisters) suffered from any significant medical problems? Please detail:



	Lifestyle

	Height
	

	Weight
	

	Does this child smoke?
	Yes / No

	Does this child drink alcohol?
	Yes / No

	Does this child take any exercise?
	Yes / No

	Please detail type and frequency of exercise:


	Please give dates of last immunisations.

	Polio
	
	Tetanus
	

	Influenza
	
	Pneumonia
	

	Others, Please add



	Has this child ever been pregnant?
	Yes / No
	When?


Please sign and date and hand to the receptionists when completed. Thank you.

Signature……………………………………………………Date……………………

Please print Name…………………………………………………………………….

Relationship to the child……………………………………………………………..
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