
New Patient Questionnaire

Dr/Mr/Mrs/Miss/Ms.
Surname…………………………………………………………….

Forenames………………………………………………………………………………….

Address………………………………………………………………………………………………………………………………………Post Code……………………………………

Telephone Number…………………………………………………………………………

Mobile Number……………………………………………………………………………...

Date of Birth…………………………………………………………………………………

Ethnic Origin (please tick)

	White
	British (
	Irish (
	Other (
	

	Black
	Caribbean (
	African (
	Other (
	

	Asian
	Indian (
	Pakistani (
	Chinese (
	Other (

	Mixed
	White/Caribbean (
	White / African (
	White / Asian (
	Other (


IF YOU DO NOT COMPLETE THE SECTION ABOVE WE WILL ASSUME YOU DO NOT WANT TO PROVIDE ETHNIC MONITORING INFORMATION.

Occupation ………………………………………………………………………………. ..
Are you a carer……………………   
Are you cared for………………………….

Are you registered disabled?……………………(if yes please give details overleaf)
Family History

Any first degree relative (mother, father, brother or sister) with any of the conditions listed below:

	Condition
	Relationship
	Age at diagnosis

	CVA/Stroke


	
	

	TIA/Mini stroke


	
	

	Ischaemic heart disease


	
	

	MI/heart attack


	
	

	Diabetes


	
	

	Respiratory Illness (asthma, COPD)
	
	

	Breast Cancer


	
	


Current Illnesses ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Current Medication 

	Medicines
	Strength 
	Dose taken
	Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Past Medical History (serious illness, operations and fractures) with dates 

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

Drug Allergies…………………………………………………………………………….

Any other allergies………………………………………………………………………

Smoking and Alcohol

Do you smoke?  ……………….   
If yes how many per day………………………….
Do you drink alcohol?  ……….  
How many units per week……………………….
Do you do any exercise or activity?  
What type…………………………..…How often…………………………………..…….

Female Patients Only

Date of last smear…………………………….Result……………………………………

Date of last mammogram………………….…Result……………………………………
Please bring this sheet to your registration appointment.

