HEALTH QUESTIONNAIRE
This set of questions has been designed to help us get to know you and your medical problems.  All information you provide is confidential but if you would rather not answer any specific question please leave it blank.

Personal Details   MARITAL STATUS (Please tick)  Single …….  Married ……. Divorced …….  Widowed …….

FULL NAME………………………………………………………………Known as ………………………. D.O.B. …………………………….
Previous Name/s ………………………………………   PLACE OF BIRTH
…………………………………………………………..
ADDRESS………………………………………………………………………………………………….. POSTCODE ………………………………
TEL NO.  HOME
…………………………….  WORK ………………………..  MOBILE …………………………………………    
 Do you give us permission to contact you via SMS Text     Yes/No         (if Yes  Practice Code 9NdP)

Email address ………………………………………………………………………………………………………………………………………..

Who else lives with you in your home (Please give names and relationship) 

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

Next of Kin (Name & Contact Phone number)………………………………………………………………………………………….
Has anyone in your household been involved with Social Services  YES/NO 
If YES please speak to a GP at your New Patient registration appointment.
PREVIOUS ADDRESS ……………………………………………………………………………………………………………………….
PREVIOUS DOCTOR  ……………………………………  Address of Previous Doctor…………………………………………………..

OCCUPATION    ……………………………………………………………HOBBIES   ………………………………………………………………
Past Medical History (Please list any serious illness, operations, accidents you have had with dates)

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

…………………………………………………………………………..        ………………………………………………………………………………..
……………………………………………………………………………       …………………………………………………………………………………
Vaccinations (Please give dates if possible)    IF UNDER 4 YEARS OLD PLEASE BRING RED BOOK
Diptheria ………. Pertussis (Whooping cough) ………. Tetanus ………. Polio ………. BCG ……….

Measles (MMR) ……….Rubella ………. Hib ………. Men c ………. Any others ……….

Allergies (Please list any you are aware of)  …………………………………………………………………………………………………

Smoking

Do you smoke ?………. How many? ………. Did you ever smoke? ………. Date stopped? ……….
Alcohol   How much alcohol do you drink per week? ……………………………………….....
Weight  Are you the right weight? ………. Too heavy? ………. Underweight? ……….

Medication (Please list any medications or tablets you are taking with dosage and frequency) Attach copy of repeat medication – either Right Hand Side of prescription or a print out from GP surgery
………………………………………………      ……………………………………..    …………………………………………………………….
………………………………………………      ……………………………………..    …………………………………………………………….

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

Are you attending any Hospital Clinics or under any Specialist Consultants?  (please list Consultants & Hospitals)
......................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................
Family history

Is there any tendency for illness in your family? Please tick
HEART DISEASE ……………………………………..
BLOOD PRESSURE …………………………………….

STROKE
 …………………………………………………
EPILEPSY …………………………………………………..

ASTHMA ……………………………………………….
DIABETES ………………………………………………….

OTHER ………………………………………………….

WOMEN ONLY
Do you have any problems with your periods? (If yes please specify)
…………………………………………………………………………………………………………………………………………………………...
At what age did your period finish (if relevant) ………………………..

Do you use birth control? (Please tick)

Pill ………. (How long) ………. Coil ………. Diaphragm ………. Sheath ………. Other ………….

Have you had a smear? Yes/No When? ……………………….

Please list any problems you may have had with pregnancy/labour

………………………………………………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………………………………………………….
List your childrens’ names & date of birth …………………………………………………………………………………………………….
………………………………………………………………………………………………………………………………………………………….
First language  English or other. If other please specify …………………………………………..

If you would like the services of an interpreter Yes/No …………………………………………..

Ethnic Origin (Please tick)
White





Bangladesi

Mixed – white/black carribean


Pakistani

Mixed – white/black African


Asian – other

Mixed – White/Asian



Black Carribean

Mixed – other




Black African

Indian





Black – other

Chinese





Other (please specify)

I do not wish to state my ethnic origin

Other relevant information
……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
