DR MITCHELL & DR THOMPSON – HEALTH QUESTIONNAIRE

Bold fields are Mandatory

Full Name……………………………….


Male/Female

Address………………………………….

…………………………………………..


Single/Married

…………………………………………..


No. of Children…….
Ethnicity…………………………………


DOB…………….

Which School does your child attend?...
…………………………………………..

…………………………………………..
Are you a carer: 
Yes/No




Do you have a carer:
Yes/No 
Name of Next of Kin:……………………


NOK Telephone No:
Relationship:…………………………….


……………………..

Address:…………………………………

……………………………………………

List of current medications: (including strength and frequency)

Previous diagnosed illness (including psychiatric problems)
Allergies:

Relevant Family History:

(hypertension/heart disease/diabetes/cancer/hereditary disorders etc)

Immunisation status:


Diptheria/tetanus/whooping cough   1st   2nd  3rd
Please give dates if known

Measles/mumps/rubella or Measles alone






Rubella alone/ Others
Pre-school Dip/Tet/Polio  BCG          Polio Booster/Tetanus Booster/ Meningitis C

Womens Health:


Number of births:
Number of miscarriages:

Last cervical smear:


Any previous abnormal smear  Yes/No

Last mammogram (breast):

Any previous abnormal mammogram  Yes/No

Immunised against Rubella or known to have antibodies:   Yes/No

Lifestyle:

Smoking habits: Smoker/Ex-Smoker/Never Smoked (Please circle)

If yes, how many per day? = 
Height:

Weight:

Exercise levels:

Drug or solvent abuse:  Yes/No
(if yes) did you receive treatment:

Stress: High/Moderate/Low

Diet: High/Medium/Low fibre
High/Medium/Low fat
Drinking habits:
Women: 
( ) 2-3 units or less daily ( ) 2-3 units or over daily 

( ) 6 units or over daily ( ) non-drinker

Men:

( ) 3-4 units or less daily ( ) 3 -4 units or over daily


( ) 8 units or over daily ( ) non-drinker

Personal:
Occupation:
Accommodation:  Rented/Owned   House/Flat/Bed-sit/Hostel
Living alone/living with others?

Any social factors adverse to health

In order to comply with the Equality Act 2010, GP Practices are now required to request the following information. This is to ensure we do our best to plan our services around the diverse needs of registered patients where ever possible.

Sexual Orientation – are you?



Religious beliefs – are you?

Gay

(



Agnostic

(
Lesbian

(



Atheist


(
Bisexual

(



Buddhist

(
Heterosexual

(

Christian

(
Prefer not to disclose
(



Hindu


(






Jewish


(
Are you?





Muslim

(
Disabled


(


Pagan


(
Permanently sick


(


Sikh


(






No particular faith
(






Other


(






Prefer not to disclose
(
Please give the address where you were living prior to your last registration: 

(We may be unable to register you without this!)
House name or number: …………………………..
Road……………………………………………….
Town………………………………………………
County…………………………………………….
Post code………………………………………….

Summary Care Record Information opt out – Do you want to opt out?

Yes (
(Please ensure you have completed a separate form)

No (
Date…………………………






Patient/Representative Signature…………………………………

