New  Patient  Questionnaire

Name……………………………………..Maiden/Previous………………..

Married/Single/Divorced/Widowed……………………………………………….

Address……………………………………………………………………………….

Post Code………………………………….Tel No:………………………………….

Occupation Past……………………………Present………………………………….

Next of Kin………………………………..Tel No.…………………………………..

Address………………………………………………………………………………..

First Language ………………………………………………………………………...

Ethnic Origin…………………………………………………………………………..

Name, Date of Birth and Address of Dependant Children

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

Name, Date of Birth and Address of Parents (if registering patient is under 16 years)
………………………………………………………………………………………………..

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

………………………………………………………………………………………………..
Past Medical History

	Surgical
	Tonsils & Adenoids
	Yes/No
	Date

	
	Appendicectomy


	
	Date

	
	Sterilisation/

Vasectomy
	
	Date

	Other

(specify)
	
	
	


	Past medical History:-

Medical
	Yes/No
	Date of onset
	FH-close relation & age of onset

	Anaemia
	
	
	

	Asthma
	
	
	

	Chronic Bronchitis
	
	
	

	Coronary Heart Disease
	
	
	

	Diabetes
	
	
	

	Epilepsy
	
	
	

	Cholesterol
	
	
	

	High Blood Pressure
	
	
	

	Thyroid
	
	
	

	Obesity
	
	
	

	Stomach/Duodenal Ulcer
	
	
	

	Renal Disease
	
	
	

	Rheumatic Fever
	
	
	

	Stroke/TIA
	
	
	

	T.B.
	
	
	

	Ovarian Cancer
	
	
	

	Breast Cancer
	
	
	


Current Medication

1)…………………………………..Dose)……………….Frequency)………………..

2)…………………………………..Dose)……………….Frequency)………………..

3)…………………………………..Dose)………………..Frequency)……………….

4)…………………………………..Dose)………………..Frequency)……………….

	Psychiatric
	
	Date & Treatment
	Close Relation & Date of Onset

	
	Alcohol Abuse
	
	

	
	Anxiety/Stress
	
	

	
	Depression
	
	

	
	Self Harm
	
	

	
	Mental Disorder
	
	

	Other
	Drug Abuse
	
	

	
	HIV Status
	
	


Allergies (specify)
…………………………………………………………………………………………

…………………………………………………………………………………………

	Injections


	
	Date

	1st/2nd/3rd Diptheria/Tetanus/Whooping Cough/Polio/Hib


	Yes/No
	

	1st/2nd Pneumococcal


	Yes/No
	

	1st2nd Meningitis C


	Yes/No
	

	Hib/Meningitis C


	Yes/No
	

	MMR Injections


	Yes/No
	

	Booster Pneumococcal


	Yes/No
	

	Booster Diptheria/Tetanus/Whoopong Cough/Polio
	Yes/No
	

	Booster MMR


	Yes/No
	

	Tetanus Injection


	Yes/No
	

	Holiday Immunisations


	Yes/No
	


Female Use Only

Date of last cervical smear (inc month & year)….……………………………………...

Country where smear taken……………………………………………………………..

Date next due……………………………………………..……………………………..

Result …………………………………………………………………………………..

Where was your last smear taken:GP/FPC/Hospital/Other…………………………………….…………….………

Have you ever had an abnormal smear result.  If so, please give details:

……..…………………………………………………………………………………..

If pregnant: Do you have AN Liaison Card

Yes
(

No     (
Lifestyle 

Weight………………………………..…….Height……………………………………

Exercise:
None:- 
Light:- 
Moderate:-               
Heavy:-

Smoker:
Yes:-    
No:-         
Ex-Smoker:-   

Never:-

Alcohol:           Yes:-           
No:-            
Units per Day:-     
Ex/Units:-

Healthy Eating per Day
Fruit………………………………………………..





Vegetables…………………………………………

Dental Care       Registered Dentist                  Yes:-                   No:-

How often do you attend for a check-up……………………………………………
