NEW PATIENT QUESTIONNAIRE


	Name
	
	
	Date of Birth
	
	

	

	Telephone No
	
	
	Marital Status
	Married
	
	

	
	Single
	
	

	Occupation
	
	
	Divorced
	
	

	
	Widowed
	
	

	Email address
	
	
	Separated
	
	

	

	Are you a 
	Carer?
	
	
	Main carer for someone else?
	
	
	Who for?
	
	

	

	Ethnic Origin ……………………………………………                FORMCHECKBOX 
   I do not wish to give this information

	Medical History

	

	Epilepsy              YES  /  NO                                                Asthma                     YES  /  NO
	

	
	
	
	

	Stroke                 YES  /  NO                                                Thyroid Problems     YES  /  NO
	

	
	
	
	

	Heart Problems   YES  /  NO                                               Migraine                    YES  /  NO
	

	
	
	
	

	Diabetes              YES  /  NO
	
	Period problems        YES  / NO
	

	
	
	
	

	Kidney Problems  YES  / NO     
	
	Abdominal Problems YES  / NO


	

	Previous Serious Illnesses (please state below)
	
	Operations and dates  (Please state below)
	

	
	
	
	

	
	
	
	

	
	
	
	


	Present regular medication (please list name, strength and how often taken)

	
	

	Name
	
	Strength
	
	How often taken
	

	
	
	
	
	
	

	
	
	
	
	
	

	Drug Allergies
	

	
	

	
	

	Family History
	

	
	

	Is there anyone in your family who has had:
	

	
	Heart Disease
	
	
	Please give details
	
	

	
	

	
	Stroke
	
	
	Please give details
	
	

	
	

	
	Cancer
	
	
	Please give details
	
	

	
	

	
	Diabetes
	
	
	Please give details
	

	
	
	

	Lifestyle
	

	
	

	
	Smoker
	
	            Non-Smoker         
	
	       Ex-Smoker
	

	
	

	Alcohol Intake: Please estimate your alcohol intake per week (1 unit = half pint beer or 1 glass wine or 1 measure spirit)

	Number of units per week 
	
	

	
	

	How many times per week do you exercise for 20 minutes or more?       

	

	Current Height                                                                          
	
	Current Weight
	


