BILBROOK MEDICAL CENTRE

CONFIDENTIAL

NEW PATIENT QUESTIONNAIRE

Welcome to the Practice.  It can take a few weeks to receive your medical records. As a new patient we need to know more about you so that we can provide the best health care for your needs until they are received.  It is also helpful for us to know a little about your family medical history and background information.  When we receive your records we may write to you and request that you attend for a new patient check to discuss your medical history.
Patients aged 75 and over on registration will have Dr O’dair as their named Gp and all other patients will have Dr Maung. They will have the overall responsibility for the care and support that our sugery will provide for you. This does not prevent you from seeing any other GP in the practice. 
I have read this statement (signature) _______________   Print Name __________________
Summary Care Record/Your Data Matters Opt out - You have been made aware of the SCR and Data extraction.  Opt out forms have been provided – if the forms are not completed we will assume implied consent. 
SURNAME _______________________  FIRST NAME (S) ____________________________
ADDRESS ___________________________________________________________________

(Including Post Code and proof of current address will be required)

HOME Tel No. _____________________   OTHER Tel No. ____________________________
MALE/FEMALE ____________________   DATE OF BIRTH __________________________
MARITAL STATUS _________________   OCCUPATION _____________________________
	We may from time to time send you an email asking you about services available from the practice.  Please provide your email address if you are happy to be included.
	Email address to Opt In to receiving emails about services:

	SMS text message for patient reminders to book appointments, Doctors messages, test results, flu invitations.  If you do not want to be included in this service please tick the OPT OUT box
	I DO NOT want to receive SMS Text Messages

OPT OUT  -  


Ethnicity    White British  YES/NO         Other  (please state) ___________________________
If your first language is not English – what is it? ______________________________________

Do you require an interpreter?    YES / NO 
NEXT OF KIN DETAILS:

NAME  ________________________                                                    TEL No__________________
Have you ever served in the Armed Forces? NO – YES   (please circle) Military / Army / Royal Air Force / Royal Marines / Royal Navy 
PRESENT TREATMENT Please attach list if not enough room (Tablets, Capsules, Medicines etc. including dosage)
1 ​​​​​​​​​​​​​​​​​​​​​​​​​​​​_________________________  2 ________________________  3  _________________________

4 _________________________  5 ________________________  6 __________________________
	ARE YOU ALLERGIC TO ANYTHING? Including medicines)
	


VACCINATIONS: Have you been immunised against the following – (Date of vaccination if possible) 
Tetanus

Influenza
      Pneumovax
     Hep B          HPV

(For children: Please bring along immunisation record).

	HEIGHT 
	
	
	WEIGHT
	


	SMOKING Yes / Ex /Never / Electronic Cigarette


If Yes – how long have you smoked? _______                           number per day ________________

For help and support to quit smoking please book to see the Health Care Assistant.

If ex-smoker, when did you stop  _________

Do you look after someone?  YES / NO                  Does someone look after you? YES / NO
ALCOHOL INTAKE:      

Please circle your answer in the table below.

	Questions
	Scoring system

	
	0
	1
	2
	3
	4

	How often do you have a drink that contains alcohol?
	Never
	Monthly or less
	2 – 4 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 - 9
	10+

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


EXERCISE: How much regular exercise do you take weekly, and what type of Exercise?
	


FAMILY HISTORY

(a)      Is there any history of diabetes, high blood pressure, heart disease, cancers, mental disorder or hereditary disorder in family?


YES/NO     - If yes please provide details ___________________________________________________

______________________________________________________________________________________
(b)      Do you have a disability, e.g. blind, deaf etc?

YES/NO     - If yes please provide details ___________________________________________________

______________________________________________________________________________________
WOMEN ONLY

(a)      How many pregnancies have you had? __________

(b)      Have any of them ended in miscarriage, still birth or difficult delivery, e.g. forceps or Caesarean section? _____________________________________________________

(c)      When did you last have a smear? (Date) ________________ 
          (If no previous smears, please mark with an X).  We encourage eligible females to attend for smears)
(d)      What is your method of contraception? _____________________________________
