
East Barnwell Health Centre

NEW PATIENT QUESTIONNAIRE

Please complete this questionnaire as fully as possible.  The information will help the health care team to make an initial assessment of your health which will help in your future treatment.  It often takes us several months to obtain your medical notes from your previous doctor and the more information we have, the better we can help you. 
When you have completed the form, please return it to the receptionist, along with Photo ID and Proof of address.  This information will be held in your personal health record which, like all NHS records, remains confidential.  
	PERSONAL DETAILS

	Surname:
	First name(s):

	Previous surname(s):
	Sex:                  Male / female   

Title:                Mr / Mrs / Miss / Ms /Dr / Other

	Date of birth:
	Occupation:

	Marital status:     Single / Married / Cohabiting
	 Separated / Divorced / Widowed

	Religion:

	Home address:



	Home tel:
	Mobile tel:
I DO   /    DO NOT WISH TO BE CONTACTED BY TEXT   

	Provision of a mobile number enables the practice to contact you by text on occasion.
No patient identifiable data is transmitted.    Please update the practice if you change your number.

	Work tel:
	Email:


	PREVIOUS GP

	Name of last GP:
	Telephone:

	Address:




	CARERS
	

	Do you look after or support someone who is ill, frail, disabled or mentally ill?        
	Yes/No

	Are you looked after or supported by somebody because you are ill, frail, disabled or mentally ill?   
	Yes/No

	Would you like your carer to deal with your health affairs here? 
	Yes/No 

	If you answered ‘yes’ to any of these questions, please ask the receptionist for our Carer's form which includes information about support available for Carers
	


	HEALTH INFORMATION
	
	

	Height:
	
	Weight:
	

	Do you smoke?  
	Yes/No


	If yes, how many per day?

Cigarettes /cigars /pipe /roll-ups
	

	How old were you when you started?                       
	
	If you have stopped smoking, give approximate age when stopped:
	

	Have you ever smoked?      
	Yes/No                              
	Are you exposed to smoke at home or at work: 
	Yes/No 

	We strongly recommend that you do not smoke.  If you would like help to give up smoking please speak to either your GP, nurse or enquire at reception for details of our smoking cessation services.

	Do you have any allergies?
	animals/ pollen/ nuts/ medication/ other (please specify)



	Have you ever suffered from a bad reaction to any medication?
	Yes/No                 If yes, please give details:



	What medication do you currently take?
 
	(include both prescription and over the counter):

If you have a list of repeat medication, please hand this in at reception 

	What regular exercise do you take? 

 
	Yes / No       
If Yes, please give details - ie what sort and how often:



	How often do you have a drink that contains alcohol?


	Never
       Monthly or less        2-4 times 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 - 8
     10+

	How often do you have 6 or more standard drinks on one occasion?


	Never
          Less than monthly
      Monthly
                   

Weekly         Daily or almost daily

	
	

	Do you add salt to your food after cooking?
	Yes / No 

	Do you have a varied diet including milk, meat, vegetables and fruit?
	Yes / No


	Do you personally suffer from any of the following conditions? 

	Breathing problems for which you are currently treated with inhalers eg Asthma, bronchitis 
	Yes/No

	High blood pressure / on treatment for high  blood pressure 
	Yes/No

	Epilepsy for which you are currently taking treatment 
	Yes/No

	Diabetes 
	Yes/No 


	Have you had any of the following in the past or currently?

	Heart attack / angina
	Yes/No 

	Stroke / mini stroke / Transient Ischaemic Attack (TIA)
	Yes/No 


	Date of last flu vaccination:
	

	Date of pneumococcal vaccination:
	

	Date of last tetanus vaccination:
	

	Any other – please advise:
	


Where possible, please provide list of vaccinations from your previous surgery.
	Date of last blood pressure check:
	

	Date of last cholesterol check:
	


	PERSONAL & FAMILY MEDICAL HISTORY

	Is there any history of the following in your family (father, mother, brother, sister) before age of 65?


	Heart Disease? (hearts attacks, angina)
	Yes/No 
	Which family member?
	

	Stroke? 
	Yes/No
	Which family member?
	

	Cancer? 
	Yes/No
	Which family member?
	


	FEMALE PATIENTS 

	Would you like to receive advice on contraception from the Practice? 
	Yes / No

	Have you had a cervical smear?
	Yes / No
	Date:

	What was the result?
	Normal / Abnormal

	Was this test taken outside the UK? 
	Yes   / No

	Have you had a Hysterectomy
	Yes / No
	Date: 

	Have you ever had a Mammogram? 

Was it normal?
	Yes / No 

Yes / No
	Date

	Have you ever been pregnant? 

Were there complications?

Are you currently pregnant?
	Yes / No

Yes / No 

Yes / No
	How many times?

How many weeks?


	ELECTRONIC PRESCRIPTIONS / ETP : NOMINATED PHARMACY:

	Please give details, and include post code of pharmacy where possible. Leave blank of none:


	If you take the Oral Contraceptive Pill you should make an appointment with the Practice Nurse for a Pill Check before your next prescription is due.  

Any other medication we advise you to speak to a GP before your first prescription request at the Health Centre.


	ETHNIC CATEGORY & FIRST LANGUAGE  CATEGORY & FIRST LANGUAGE 


This section follows the recommendations of the Commission for Racial Equality and complies with the Race Relations Act. 

Please indicate your ethnic category.  This is not compulsory, but may help with your healthcare, as some health problems are more common in specific communities, and knowing your origins may help with the early identification of some of these conditions.

This form may only be completed by the patient in person, or a parent in the case of a child.  It may not be changed by us unless you ask for a change.  This information will be added to your computer health record and will remain confidential.
Please circle which applies in the right hand column
	White
	British  /  Irish   /  Other

	Mixed
	White / Black Caribbean     White / Black African      White /Asian       Other 

	Asian or Asian British
	Indian      Pakistani      Bangladeshi      Other

	Black or Black British
	Caribbean      African      Other  

	Other ethnic categories
	Chinese          Other

	Not Stated
	


   Please indicate which is your first language by ticking the box alongside the language:

	012
English 
	
	030
Korean
	

	001
Akan (Ashanti)
	
	032
Lingala
	

	002
Albanian
	
	033
Luganda
	

	003
Amharic
	
	034
Makaton (sign language)
	

	004
Arabic
	
	035
Malayalam
	

	005
Bengali & Sylheti
	
	036
Mandarin
	

	006
Brawa & Somali
	
	037
Norwegian
	

	007
British Signing Language
	
	038
Pashto (Pushtoo)
	

	008
Cantonese
	
	039
Patois
	

	009
Cantonese and Vietnamese
	
	040
Polish
	

	010
Creole
	
	041
Portuguese
	

	011
Dutch
	
	042
Punjabi
	

	013
Ethiopian
	
	043
Russian
	

	014
Farsi (Persian)
	
	044
Serbian/Croatian
	

	015
Finnish
	
	045
Sinhala
	

	016
Flemish
	
	046
Somali
	

	017
French
	
	048
Spanish
	

	018
French creole
	
	049
Swahili
	

	019
Gaelic
	
	050
Swedish
	

	020
German
	
	051
Sylheti
	

	021
Greek
	
	052
Tagalog (Filipino)
	

	022
Gujarati
	
	053
Tamil
	

	023
Hakka
	
	054
Thai
	

	024
Hausa
	
	055
Tigrinya
	

	025
Hebrew
	
	056
Turkish
	

	026
Hindi
	
	057
Urdu
	

	027
Igbo (Ibo)
	
	058
Vietnamese
	

	028
Italian
	
	059
Welsh
	

	029
Japanese
	
	060
Yoruba
	

	
	
	200
Other
	


Do you need an interpreter for your appointments?
   Yes  /  No
	Summary Care Record
	Yes
	No

	Please tick the box to indicate whether or not you wish to have a Summary Record created and uploaded.   Please refer to SCR leaflet for further information. 
	
	


	Signature of patient: 
	

	Date:
	


Thank you for taking the time to complete this questionnaire - Please hand this form into reception.  
Your doctor or practice nurse will assess the information provided and may invite you for an initial examination, discussion about your health, and general check within the next few days.   
If you have any other health concerns, please discuss them with a nurse or GP.  
To be completed by receptionist: 

	Primary ID seen and signature verified: 

(Passport / Driving License)
	
	Secondary ID seen and address verified: 

(utility bill)
	

	Registering GP:  Dr…………………..
	Informed

Yes / No
	Smoking cessation
	Informed 

Yes / No


Questionnaire to be scanned into patient’s medical record

