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CONFIDENTIAL - NEW PATIENT QUESTIONNAIRE

Welcome to the Practice.   As a new patient we need to know more about you so that we can provide the best health care for your needs.  It is also helpful for us to know a little about your family medical history and background information.  Please complete this questionnaire and return it to us as soon as possible.  We feel it is important for all new patients to have a brief ‘new patient check’ when they join our Practice – please make an appointment to see the practice nurse for any adults and children you are registering, if the children are under 5 years old please bring their immunisation record with you.
Our practice leaflet should provide you with all the information you require but please do not hesitate to ask if you need further assistance.  Thank you very much.

DATE OF BIRTH: .............................                NHS NO: ………………………………………......
TITLE (Mr, Mrs, Miss, Ms, Other ……………    TODAY’S DATE: ………………………………….      

SURNAME: …………………………….. ……..  FIRST NAME(s) …………………………………..
ADDRESS: ……………………………………………………………………………………………….
……………………………………………………………    POST CODE: ……………………………
HOME TELE NO: …………………… ………………..    MOBILE NO: …………………………….
GENDER:  MALE/FEMALE: …………. ……………..     MARITAL STATUS: ……………………
OCCUPATION: ……………………………  OCCUPATION OF SPOUSE: ……………………….
YOUR FIRST LANGUAGE: ……………………………………………………………………

ETHNIC STATUS: ………………………............................(Please complete a description of ethnicity appropriate to yourself, here are a few examples - British/Mixed British, Irish, Other White background, African, Asian, Caribbean, Chinese, Pakistani, etc)

Please help us to trace your previous medical records by providing the following information                                                                              
Your previous address in the UK                         Details of previous doctor while at that address              


………………………………...................          Dr …………………………………………………....
…………………………………………….          Address: ……………………………………………
…………………………………………….          ………………………………………………………..

If you are from abroad 

Your first UK address where you registered with a GP

……………………………………………………………………………………………………………..
If previously resident in                                 Date You first came to 

the UK date of leaving: ………………….      live in the UK: ……………………………………

If you are returning from the armed forces

Address before enlisting: 
……………………………………………………………………………………………………………..

Service or                                                             Enlistment 

Personnel number: …………………..                   date: …………………………………………….
HEALTH HISTORY:  

Past medical history – please include serious illnesses, operations, accidents, disabilities and any other medical information you feel it may be important for us to know about.  Females – please include pregnancies and any associated problems.

Drugs taken regularly:

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

ALLERGIES:

IMMUNISATION DATES:

Date of last tetanus: …………………………..  Date of last polio: …………………………………
List immunisations: ……………………………………………………………………………………..
HEIGHT: ………………  WEIGHT: ………………    DO YOU SMOKE:  YES/NO

If you smoke/have given up please give details: …………………………………………………….
ALCOHOL INTAKE:   

	
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily

	How often do you have 8 (for a man) 6 (for a woman) or more drinks on one occasion?
	
	
	
	
	


Wine – glasses per week: …..     Beer – pints per week: …….    Spirits – shots per week: …….
How much regular exercise do you take weekly: ………………………………………….

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

Type of diet: (eg low fat, high fibre) …………………………………………………………..

WOMEN ONLY: Last cervical smear ………….. (month and year)  

Result: ……………………………….. Where was smear done:  GP/Clinic/Hospital 

WOMEN AGED 50-64): Have you been invited for breast screening in the last 3 years:  YES/NO

FAMILY HISTORY

Please detail present health and any serious illnesses or diseases for the following members of your family.  Please provide current age, age at the time of diagnosis and cause of death (as appropriate)

Father: …………………………………………………………………………………………..

Mother: ………………………………………………………………………………………….

Brothers: ………………………………………………………………………………………...

Sisters: …………………………………………………………………………………………..

Children (list names and dates of birth) ……………………………………………………..

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

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

If you feel there is other information which you would like us to record or would be helpful for us to know you may record this here: 
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The information you have provided will form part of your records in the Practice which will be held on our computer system.  Thank you very much for completing the questionnaire and we look forward to seeing you for your new patient check.  
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