
We would be grateful if you would complete this questionnaire to help us update your records:

* Registration cannot be accepted unless NHS number is detailed *





PERSONAL DETAILS:				NHS Number: ……………….………………………………….… 


Surname: ………………………………………..	Forename: ………………………………………………….…..…


Address: ………………..…………………………………………………………….…………..…………………..…….


Post Code: ………………………………………	Date of Birth: ……………………………….………………….….


Contact Tel Numbers:    Home: …………..….…………………	 Mobile: …………………………………….…..


(If you include your mobile telephone number we are able to send SMS text messages to remind you about your appointments)


			Work: ………………………………..


Email address: ……………………………………………………………………………………………………………..


(NB this will not be shared with any third party, it will only be used for informing you of things directly related to New Road Surgery)


Next of Kin: ……………………………………..	Relationship: …………………………………………………….


Next of Kin Tel No: …………….…………………………………………  


Do you look after someone, who through illness, disability, addiction or frailty cannot manage without your help?             YES / NO           If yes, please state for who: …………………………………………………………..           





MEDICATION DETAILS:


Are you taking any medication at present? If so please state: ………………………………………………………





………………………………………………………………………………………………………………………..……. 


(Continue overleaf if necessary or attach a recent tear off slip if available) 





Are you allergic to any drugs? If so please give details: ……………..………………………………………………





Female Patients: (If appropriate) Do you use anything for contraception? If yes please indicate method used


[Condom]	[IUCD/Coil]	[Contraceptive Pill]	[Mini pill]	[Implant]	[Sterilisation]





SOCIAL DETAILS – Complete for patients aged 12 and over only:





Do you smoke? 	    Yes / No / Never	If YES how many a day? ……………………………………..…  





Have you ever smoked?     Yes / No 		If YES when did you stop? ………………………………………


						How many did you smoke per day? .......................................





Do you want to stop smoking? Yes / No 		If YES please arrange an appointment at our Smoking Clinic





Do you drink Alcohol?	Yes / No		If so how much per DAY?  ……………………………………..





Do you drink alcohol every day?	Yes / No	If not how many days per week? .......................................





What is your Height? ……………………….…	What is your Weight? ……………………………………………





Do you take any exercise? If so give details (include gardening/housework): …………………..…………………………





Is there any Family History of:


Heart disease or heart attacks?	YES/NO 	Details: ……………………………….…Incl ages/relatives involved  





Strokes or CVA?		YES/NO	Details: …………………………………. Incl ages/relatives involved  





Diabetes?			YES/NO	Details: …………………………..…..…. Incl ages/relatives involved  





Asthma?			YES/NO	Details: ………………………………….. Incl ages/relatives involved  





Breast Cancer? 		YES/NO	Details: ……………………………….…. incl ages/relatives involved





Bowel Cancer?			YES/NO	Details: ……………………………….…. incl ages/relatives involved 
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