                                               GAS HOUSE LANE SURGERY

                                 NEW PATIENT QUESTIONNAIRE

Please answer the following questions which will provide useful information to your new GP.  

The answers will be strictly confidential.

                                       PLEASE RETURN THE FORM AS SOON AS POSSIBLE

Mr/Mrs/Miss

Surname…………………………………..                         First Name(s)…………………………………

DOB……………………………………….                         

Address……………………………………                         Tel. No………………………………………..

……………………………………………..

Mobile Tel. No……………………………..                         Work Tel. No………………………………..

Next of kin (name and address please)

Who to contact in an emergency

………………………………………………

………………………………………………

………………………………………………                          Next of kin Tel. No……………………………

Do you have a carer?                            YES/NO  

Who?…………………………………………….

Do you care for someone?                     YES/NO

Who?……………………………………………..

How heavy are you?………………………………………………………………..

How tall are you?…………………………………………………………………...

Do you smoke?                                                          YES/NO

If NO, did you smoke in the past?  


When did you stop…………………………….

If YES, how many per day?        


5/ 10 / 15 / 20 / more than 20

Do you drink alcohol?                                               YES/NO

How many units per week………………………………….

(1 unit = ½ pint/wine glass/sherry)

Do you exercise regularly?                                        YES/NO


What type?  …………………………………

How often? …..………………………………

PAST ILLNESSES/HOSPITAL ADMISSIONS/OPERATIONS

Please list any below:- (if necessary, please continue overleaf)

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

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

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

Are you taking any tablets?                                            YES/NO

If YES, please list them:- ………………………………….……………………………………….

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

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

Do you have any allergies to medicines or other substances?      YES/NO

IMMUNISATIONS

Did you have all your childhood immunisations?                      YES/NO

Please tick the box if you have had the following immunisations, and give approximate dates

TETANUS                                                  DATE    


POLIO                                                        DATE




HEPATITIS A


         DATE


HEPATITIS B 


         DATE


TYPHOID



         DATE



INFLUENZA (FLU)


         DATE


PNEUMONIA vaccine

         DATE    

FAMILY HISTORY

Do you or your family or close relatives have any of the following:-

	
	YES/NO
	DETAILS

	DIABETES
	
	

	HIGH BLOOD PRESSURE
	
	

	HEART ATTACK

(‘CORONARY’)
	
	

	ANGINA
	
	

	STROKE/MINI STROKE
	
	

	ASTHMA
	
	

	CANCER
	
	

	KIDNEY PROBLEMS
	
	

	ANXIETY/DEPRESSION
	
	

	DISORDERS FROM BIRTH
	
	

	HIGH CHOLESTEROL
	
	

	THYROID TROUBLE
	
	

	GLAUCOMA
	
	


ETHNIC ORIGIN


White British                                                                            

Other White Ethnic Group

Black Caribbean


Black African


Black  - Other                                                          


Indian


Pakistani


Chinese


Other Asian ethnic group


Other ethnic group


Ethnic group not given – patient refused

FOR WOMEN ONLY

Are you pregnant?                                                                         YES/NO

If so, how many weeks……………………………………………………..

Have you ever been pregnant before?                                          YES/NO

How many times?…………………………………………………………..

Have you ever had a smear test?                                                   YES/NO

If yes when was the last one?……………………………………………….

Have you ever had  a mammogram?                                               YES/NO

(Breast screening)

If yes, when was the last one?……………………………………………….

MILITARY PERSONNEL

Please indicate whether you have ever served in the armed forces (whether regular or reserve)










YES/NO

SUMMARY CARE RECORD – All patients have the choice of having a Summary Care Record (SCR).  The SCR will contain important information about any medicines you are taking, allergies you suffer from and any bad reactions to medicines that you have had.  Giving healthcare staff access to this information can prevent mistakes being made when caring for you in an emergency or when your GP practice is closed.  Your SCR will also include your name, address, date of birth and your unique NHS number to help identify you correctly.

You can choose to have a Summary Care Record – you do not need to do anything.

You can choose NOT to have a Summary Care Record – please indicate below if you DO NOT want a SCR.

I ___________________________________ DO NOT WANT A SCR uploaded.

Signature ____________________________

Date ________________________________

                 THANK YOU FOR TAKING THE TIME TO FILL THIS FORM IN

