Newhall Surgery_   ​​​​​​​​​
New Patient Medical Questionnaire


Welcome to  Newhall Surgery. To help us know something about you before your medical records arrive, it would be very helpful if you could answer the following questions.
Personal Details
	Surname


	First Names

	Date of Birth
	

	Address

	Postcode

	Telephone Numbers
	Home
	Work
	Mobile

	 Occupation


	Do you have Children under the age of 18?
	YES/NO
	If yes will they be registering here?
	


Extra Information

Have you been registered here before.          Yes/No
If Yes under what name:…………………………………….
Will you be residing with someone who is already registered here. Yes/No
If Yes please give details: 
Name:………………………………………………………………………………..
Address:……………………………………………………………………………..
Next of Kin
	Name:

	Relationship:

	Address:


	Telephone Number:



Your Health
	Your Height
	Your Weight

	Have you ever suffered from any of the following conditions?  (Please tick as appropriate)
□ Asthma     □ Diabetes   □ Epilepsy    □ Blackouts/Faints    

□ Thyroid Problems          □ Stroke        □ Nervous/Mental Breakdown

□ Cancer      □ Blindness/Glaucoma       □ Heart Attack    □ High Blood Pressure    □ Angina     □ COPD     □  Kidney Disease

	Has a member of your immediate family (father, mother, brothers or sisters) had or suffered from any of the above, or an inherited disease?    □ Yes    □ No       
If ‘Yes’, Please state relationship and condition.

        

	Are you currently taking any tablets, medicines or injections?    □ Yes    □ No       

If ‘Yes’, Please give details below.



	Do you have any allergies?    □ Yes    □ No       
If Yes what allergies:



For Ladies Only:-
	When was your last smear?


	Have you had a breast screening
 x-ray?


Lifestyle
Please tick the appropriate answer 

Smoking

□ I have never smoked
□ I used to smoke   .......... cigarettes/ cigars ..........  oz. of pipe tobacco per day  
        but gave up in ......................

□ I currently smoke  ..........  cigarettes / cigars  .......... oz. of pipe tobacco per day
*If you do smoke we do offer a Stop Smoking Clinic here at the Surgery ask at reception
Diet
My diet is varied and balanced
□Yes  □No
□ I am on a special diet for medical reasons.
Reason ........................... 

□ I am on a slimming diet         □ I am a Vegetarian / Vegan
Do you add salt to your food during cooking or on the Table? □Yes  □No

Exercise

Is your Work physically strenuous?    □Yes  □No
Do you take regular recreational exercise? □Yes  □No

(Exercise = if it makes your heart race).

How Often?  ………………………………………
Alcohol Consumption
	Questions
	0
	1
	2
	3
	4
	Your Score

	How often do you have a drink that contains alcohol?


	Never
	Monthly or less
	2-4 times per month
	2–3 times per week
	4+ times per week
	

	How many standard alcoholic drinks do you have on a typical day when you are drinking?
	1-2
	3-4


	5-6
	7-8


	10+
	

	How often do you have 6 or more standard drinks on one occasion?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	


CARER 
Are you a carer for a Patient registered with us?   Yes/No.

Are you cared for?    Yes/No.

If you answer yes to any of these questions please fill in one of our Carer Consent Forms (which is enclosed)
Online Services
Would you like to register for our on line services which would allow you to Book Appointments, Order Repeat Prescriptions.

(If yes please fill in the Avoid the Queue form enclosed)

If you would like to receive our Surgery Newsletter via our website then please supply your email address:-

Email Address…………………………………………………………………………………………
Text Message Service
*Yes/No – Consent to Text Messages


You will receive text messages i.e appointment times, special clinics when you supply your mobile number
Ethnic Origin

The following questions follow the recommendations of the Commission for Racial Equality and comply with the Race Relations Act. This is not compulsory, but may help with your healthcare provision as some health problems are more common in specific communities.

Please tick as appropriate:
□ White or White British    □ Mixed     □ Black or Black British     

□ Chinese
□ Asian or Asian British    □ Other Ethnic Group        

□ Prefer not to say

Main Language Spoken

□ English


□ Other (Please specify) ____________________
Please be assured that your details including your Telephone Numbers and E-Mail address are never passed on.
Patient Signature ……………………………………………    Date ……………………….
Please provide proof of identity and proof of address: these documents must include your Name, Address and a Photograph
PROOF OF IDENTITY


PROOF OF ADDRESS
E.G Photo ID/Passport


E.G Council Tax/Utility Bill

Credit Card.




Legal Document

Or Birth Certificate if no Photo ID






Office Use Only:  Staff Signature   ………………………………   Date …………

IF YOU WOULD LIKE THIS FORM IN A LARGER FORMAT PLEASE ASK
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