HADDO MEDICAL GROUP  NEW PATIENT QUESTIONNAIRE

	

SURNAME                                                                     FORENAME                                                                  MAIDEN NAME                                                                      
        

ADDRESS                                                                                                                                     POSTCODE


TEL NUMBER                                                                DATE OF BIRTH                                                        OCCUPATION
MOBILE No                                                                                                     WORK NUMBER 

                                                                                                  (if permitted)        


The Practice will use the mobile and email details supplied on your NHS registration form to contact you about direct care such as appointment and clinic reminders. We will never use this information for sales purposes or allow any other company access to these details. If you would prefer not to be contacted in this way – please let our reception team know and you will be removed from these services.

	
PREVIOUS  ADDRESS                                                                                                  PREVIOUS GP                     


                                                                                                                                                    ADDRESS   




	
MARITAL STATUS (please tick appropriate box)
SINGLE                                    MARRIED                                      SEPARATED                                 DIVORCED                                     WIDOWED


	
OTHERS AT YOUR PRESENT ADDRESS

Name                                                                      Age                                       Relationship to you
1.                                                                                                                                                    

2.                                                                                                                                                      

3.                                                                                                                                                             

4.                                                                                                                                                       




	
PLEASE LIST ANY SIGNIFICANT PAST ILLNESSES AND OPERATIONS                                                      

                                Illness or Operation                                                    Year 

1.

2.

3.

4.

5.


	PRESCRIBED MEDICATION

Enter Name of Medication (one per line)

1.

2.

3.

4.

5.




	
ARE YOU ALLERGIC TO ANY MEDICATION?     Yes                          No                           Please Specify  





DO YOU NEED AN INTERPRETER?      Yes                            No                          If YES, What Language?                                                  
	
SMOKING  HISTORY

Do you smoke now?               Yes                  No   
If so, how many per day? 

Have you ever smoked?        Yes                   No                                                                                                                      
If so, how many per day?                                                                                                                           
When did you stop smoking? 

	ALCOHOL  INTAKE

Do you drink alcohol?            Yes                       No             

If so, how many UNITS per week on average do you
drink?



	
FAMILY HISTORY

Have any of your close family – PARENTS, BROTHERS OR SISTERS – suffered from the following problems?

(please tick appropriate box)
Heart attack, coronary thrombosis or angina -  under age of 60?                           Yes                                                  No

                                                                                  Over age of 60?                           Yes                                                  No

Stroke?                                                                                                                           Yes                                                  No

Diabetes?                                                                                                                        Yes                                                  No

Treatment for high blood pressure <                                                                          Yes                                                  No




	
CYTOLOGY INFORMATION

DATE/YEAR OF LAST SMEAR                                                                                                  RESULT (if known)


	CARER & CARERS INFORMATION

Do you look after someone?    Yes                 No                                         Does someone look after you?    Yes                    No    


If YES,            NAME                                                                                                        If  YES ,   NAME                                     


RELATIONSHIP                                                                                                              RELATIONSHIP




FOR CHILDREN (UNDER 16’s) ONLY

	
IMMUNISATIONS

PLEASE ENTER DATES

Primary Injections

(Diptheria/Tetanus/Whooping Cough/Hib/Men C) & Polio Drops      1st                              2nd                           3rd       


MMR                                                                                                              


Pre School Booster & MMR 2                                                          Men C           


Access to Records.

It may be necessary that your medical record be accessed by persons outside the primary care team.  Any such disclosure is strictly limited to a verification process which is required to assess the quality of care provided by this practice.  All such persons adhere to a strict duty of confidentiality.  Information may be used in research/audit (you will not be identified in any published results or papers without your prior consent).  You may object to any inspection, in whole or in part and this would be respected.

   SIGNED ............................................................................


DATE ………………………………

THANK YOU FOR YOUR CO-OPERATION

       /        /        





1 Unit = half pint of beer


               one measure of spirits


               one glass of wine





          Units





       /     /         





     /       /   








