
Ward End Medical Centre

NEW PATIENT HEALTH CHECK QUESTIONNAIRE

Please complete this confidential questionnaire (one for each member of the family to be registered)
If you are newly arrived in this country, please bring your passport to confirm your date of birth and entitlement to NHS treatment.
Name___________________________________Mr/Mrs/Miss/Ms_______________Date of Birth________________

Address_________________________________________________________________________________________
Postcode______________Telephone_________________________

Email address_________________________________________________  Mobile____________________________

Marital Status __________________   Religion ______________________1st Language  ____________________

Ethnic Status
White/British ( ) Other White ( ) W & B Caribbean ( ) W & B African ( ) White/Asian (  ) Other Mixed ( ) Chinese ( )
Indian British ( ) Pakistani/British (  ) Bang/British Bang ( ) Other Asian ( ) Caribbean ( ) African ( ) Other Black ( ) Irish ( ) 

Occupation:
Unemployed ( ) 		Retired ( )	Full-Time ( )	Part-time ( ) 	What Type_______________________

Medical History:
Have you had any operations in the past?	Yes ( )	No ( )	If yes, please list operations and dates, if known

________________________________________________________________________________________

________________________________________________________________________________________
					

Are there any investigations/referrals outstanding from your previous GP? Yes ( )	No ( )
If Yes, please arrange to see the Doctor


Have you suffered any of the following? 
TB ( )	Asthma ( )	Diabetes ( )	High Blood Pressure ( )	Heart Problems ( )	Glaucoma ( )	Cancer ( )

Any other major illnesses?		 Yes ( )	No ( )	If Yes, please list:______________________________________	
________________________________________________________________________________________________

Are you allergic to any drugs?	 Yes ( )	No ( ) 	If Yes, please list_______________________________________


Are you on regular medication?	 Yes ( )	No ( ) 	If Yes, please list_______________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Immunisations:
Do you have a Flu Vaccination annually?			Yes ( ) 	No ( )
Have you had a Pneumococcal Vaccination in the past?	Yes ( )	No ( )

Family History:
Have your parents, brothers or sisters suffered with any of the following:
Asthma ( )     Diabetes ( )     High Blood Pressure ( )     Heart Problems( )      Glaucoma ( )      Cancer ( )      TB ( )

Any other major illnesses? 	Yes ( ) 	No ( ) 	If Yes, please list______________________________________________
________________________________________________________________________________________________________


Height: ____________________				Weight: ______________________

								
Do you have a recent blood pressure reading?_______________________
Smoking:
Have you ever been a smoker? 	Yes ( )	No ( )	If yes, please indicate how many per day

Cigarettes________________ Cigars___________________Pipe_____________(ounces)

If you have given up smoking, please tell us the year you stopped_____________
If you are a smoker and want to stop, please see our Practice Nurse who will support/help you to give up.

Exercise

Do you exercise?     Yes ( )   No ( )            If yes, number of times per week___________ Type of exercise_______________



Alcohol

Do you drink alcohol?	Yes ( )	No ( )	How much alcohol do you drink in a week (in units) _____________-
                                                                          (a unit = 1 small glass of wine, a single measure of spirits, or ½ pt beer)

MEN: How often do you have EIGHT or more drinks on one occasion?          
WOMEN: How often do you have SIX or more drinks on one occasion?      
            
                   Never   ( )          Less than Monthly ( )           Monthly ( )             Weekly ( )          Daily or almost daily ( )

Specific Needs : Please detail any specific needs you have so the Practice can ensure they are identified and accommodated 

Please state any sensory impairment you may have:              Speech   ( )            Hearing  ( )                Sight  ( )
Are you an ‘Assistance Dog’ user?      Yes ( )                    No ( )
Please state any Physical Disabilities you have   _________________________________________________
Please state any Mental Disabilities you have      _________________________________________________
Please state any requirements you have to be able to access the Practice Premises_______________________
Please state any Religious or Cultural needs ____________________________________________________
Do you require the help of a Translator/Interpreter_______________________________________________


If you are a Carer, please complete the details of the person you care for:
Name__________________________________ Address________________________________________
Telephone number_______________________

If you have a Carer, please complete the details of the person who cares for you:
Name __________________________________ Address _____________________________________
Telephone_______________________________

Women Only
Do you use contraception? 		Yes ( )	No ( )	If yes, which sort__________________________________
Have you ever had a cervical smear? 	Yes ( ) 	No ( )	If yes, state date of test if known______________________
                                                                                                                                          and result _____________________
Date of last mammogram (if applicable) ______________________



WOULD YOU LIKE AN APPOINTMENT WITH A HEALTH CARE ASSISTANT FOR A NEW PATIENT HEALTH CHECK:  Y ( )   N ( )



Please return this form with your registration document along with your ID to reception or if completing online, send a copy of your ID with this form to: nhsbsolicb.wardendmedicalcentre@nhs.net






Please list all household members, whether registered at this surgery or not. 

1, Name_____________________ DOB:_______________ Relationship to patient:_________________ 
2, Name_____________________ DOB:_______________ Relationship to patient:_________________
3, Name_____________________ DOB:_______________ Relationship to patient:_________________
4, Name_____________________ DOB:_______________ Relationship to patient:_________________
5, Name_____________________ DOB:_______________ Relationship to patient:_________________
6, Name_____________________ DOB:_______________ Relationship to patient:_________________ 
7, Name_____________________ DOB:_______________ Relationship to patient:_________________
8, Name_____________________ DOB:_______________ Relationship to patient:_________________
9, Name_____________________ DOB:_______________ Relationship to patient:_________________
10, Name_____________________ DOB:_______________ Relationship to patient:_________________
11 Name_____________________ DOB:_______________ Relationship to patient:_________________
12, Name_____________________ DOB:_______________ Relationship to patient:_________________















































Thank you for completing this form.
