NEW PATIENT QUESTIONNAIRE

HAVE YOU EVER ATTENDED THIS SURGERY IN THE PAST?  YES / NO

Name ________________________________________________________________
Address ____________________ 
             Previous Address ________________
__________________________
             _____________________________
__________________________
             _____________________________


Post Code __________________
         Post Code _____________________ 

Home phone ________________
             Mobile or work phone _____________
Date of Birth _______________
             Place of birth ___________________
Previous Surname ____________           Occupation ____________________
Next of kin ________________
            Your Last Doctor _______________ 

Address ___________________
            Address _______________________ __________________________
            _____________________________
__________________________
            _____________________________
Phone Number ______________
           Your Marital Status ______________
Are you a carer? YES/NO                          Are you an Armed Forces Veteran? YES / NO



        Are you an asylum seeker/refugee?  YES / NO

        PLEASE CIRCLE ANSWERS AND GIVE DETAILS WHERE APPROPRIATE

Have you had any of the following? If so, when:

Heart Attack
YES/NO

Stroke
YES/NO

High Blood Pressure
YES/NO


Diabetes
YES/NO

Asthma/Chest Problems
YES/NO

Blood clot in leg or lung
YES/NO

Depression/Problems with nerves
YES/NO

Details of any serious illness or operations _____________________

_______________________________________________________

Has anyone within your immediate family (parents, brothers, sisters) suffered any of the following before the age of 60?

Heart Disease
YES/NO

Stroke
YES/NO

Diabetes
YES/NO

High Blood Pressure
YES/NO

Breast Cancer
YES/NO

Any other serious illness
___________________________

What tablets/medicines do you take regularly? _________________

______________________________________________________

______________________________________________________

When did you last have a tetanus/diphtheria vaccination? 

_______________________________________________________

List any other vaccinations you have had in the last 5 years

_______________________________________________________

Are you allergic to:

ANY MEDICINES
YES/NO

ELASTOPLAST
YES/NO

ANY FOODS
YES/NO

Details of above: _________________________________________

______________________________________________________

Smoking Habit
NEVER SMOKED


EX-SMOKER. Date stopped ______


SMOKER _____________ per day

Alcohol Consumption
_______________ units per week

(1 unit = 1/2pint beer, 1 measure of spirits, 1 glass of wine)

How often do you take reasonable strenuous exercise? (eg walking, jogging, sports, swimming, etc.)



NEVER


OCCASIONALLY



ONCE A WEEK


SEVERAL TIMES PER WEEK

      Ethnicity: White/Black African/Black Caribbean/Chinese/Indian/Pakistani/Other – Please      

                 state ________________________
FOR SURGERY USE:

Height __________________
Weight _____________________

Blood Pressure ____________
Urine _______________________

ADDITIONAL INFORMATION – FEMALE

Do you have any trouble with your periods?




YES/NO

Do you use contraceptives? If so, which one?





THE PILL




THE COIL (IUCD)




THE JAG (DEPO)




THE CAP (DIAPHRAGM)




THE SHEATH (CONDOM)

Did you attend a Family Planning Clinic?
YES/NO

Or previous GP for contraceptive care
YES/NO

How many pregnancies have you had? _________________________

Did you have any problems?


YES/NO

If your periods have stopped, do/did you have any problems with the change of life?







YES/NO

When did you last have a cervical smear test done? ______________

What was the result?                        NORMAL / ABNORMAL
When did you last have a breast check/mammogram? _____________

Have you had a hysterectomy?


YES/NO

If so, what was the reason for this? 
_______________________________________________________

I AM HAPPY TO RECEIVE APPOINTMENT REMINDERS AND OTHER RELEVANT SURGERY INFORMATION BY TEXT             YES / NO








