PRIVATE AND CONFIDENTIAL




DATE:
………,…………………

MARYHILL PRACTICE

REGISTRATION QUESTIONNAIRE

You have joined our list and it may be some time before your records reach us.  The absence of these records may impair the service which we would like to give you.  In order to help overcome this problem, it is important that you complete a questionnaire for EACH MEMBER OF YOUR FAMILY who is registered with the Practice. 

	Surname:


	Former Name(s):

	Christian Name:


	Male

Female


	{     }

{     }


	Married

Widowed

Divorced

Separated 

Single
	{     }

{     }

{     }

{     }

{     }



	Present Address:


	
	
	
	

	Previous Address:


	Telephone No.:

Mobile No.  

	
	Date of Birth:
	Day
	Month
	Year

	Details of GP with whom you were last registered:

Name:

Address:


	Occupation:

	
	Recently served in H. M. Forces:

	What ethnic group do you belong to?


	Please note: You are not obligated to complete this section

	White British 

Pakistani

Other (please specify)
	Chinese

Black-African

…………………………
	Indian

Black Caribbean
	Bangladeshi

Black British 



	Do you have a Carer ?  If so, please give details:

Name:

Address: (if different from you) 
	Contact Tel No.:

Is your Carer a relative or employed Carer ?



	Are you a Carer for someone ? – If so, who 

Name:

Address: 
	(this includes paid or unpaid work)

Contact Tel No.:

Relationship to You: 




	YOUR HEALTH:


Do you suffer from, or have ever had, any of the following medical conditions ?

	Diabetes
	
	Epilepsy
	
	Asthma
	
	Tuberculosis
	

	Jaundice
	
	Stroke
	
	Angina
	
	High Blood Pressure
	

	Heart Attack 
	
	COPD
	
	Atrial Fibrilation
	
	Peripheral vascular Disease (PVD)
	


Do you have any problems with:

	Eyes
	
	Stomach
	
	Chest
	
	Nerves
	

	Thyroid 
	
	
	
	
	
	
	


Have you every had any major operations / serious illnesses ?
YES
{   }

NO
{   }

	SERIOUS ILLNESSES
	OPERATIONS

	
	

	
	

	
	

	
	


Are you taking any medicines regularly ?


YES
{   }

NO
{   }

(Whether prescribed by your Doctor or not)

	NAME OF DRUG
	STRENGTH
	HOW OFTEN TAKEN

	
	
	

	
	
	

	
	
	

	
	
	


Are you allergic to any medicines / drugs ?

YES
{   }

NO
{   }

	MEDICINE / DRUG
	REACTION EXPERIENCED

	
	

	
	


	HEALTH PROMOTION:


SMOKING HABITS:-

	Current Smoker
	
	How many cigars/cigarettes you smoke per day
	
	
	

	Ex Smoker
	
	How many cigars/cigarettes did you smoke per day
	
	Date Stopped
	

	Never Smoked 
	
	
	
	
	


ALCOHOL CONSUMPTION:-

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

	Number of units per week 
	


Height: ​​​​​​​​​​​​​​​​​​​__________________________________________

Weight __________________________________________

	WOMEN ONLY:


How many pregnancies have you had ?

………………………………….

How many of them ended in:


1.
Miscarriage

………………………………







2.
Termination

………………………………







3.
Stillbirth

………………………………

Date(s) of birth of children


1st ……………………………….
2nd …………………………..







3rd ……………………………….
4th …………………………..

Do you have a coil/implanon fitted ? 


YES
{   }

NO
{   }

If yes, give the date of the last check-up 


……………………………..

Have you ever had a cervical smear  ?


YES
{   }

NO 
{   }

If yes, when was your last smear taken


…………………………….

What was the result of this smear 


…………………………….

	FAMILY HISTORY:




Age and state of health



Age at death and cause

Mother:

……………………………..


……………………………….

Father:

……………………………..


……………………………….

Brother(s):
……………………………..


……………………………….



……………………………..


……………………………….

Sister(s):
……………………………..


……………………………….



……………………………..


……………………………….

Any hereditary diseases in your family ? 
e.g.   Glaucoma, Cystic Fibrosis:

…………………………………………………………………………………………………………………………………

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

Please provide any other information which you think may be useful to the Doctor:

…………………………………………………………………………………………………………………………………

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

