ASHINGTON HOUSE SURGERY

                                        NEW PATIENT QUESTIONNAIRE


Please complete this questionnaire as fully as possible – your answers will help with your healthcare until your medical records arrive.  We will not be able to register patients until this form has been completed.
Name________________________​​​​​   Date of Birth_____________  Occupation______________Date _____________
Have you served in the Armed Forces:  Yes / No

ETHNIC ORIGIN - All GPs must now record this for all new patients.  Please help us do this by ticking one of the boxes below.
· White / White British
· Irish traveller

· Black Caribbean

· Black African

· Black, other – non-mixed origin

· Black, other – mixed origin

· Other black ethnic group

· Indian

· Pakistani
· Bangladeshi

· Other Asian ethnic group

· Chinese

· Other ethnic, non-mixed origin

· Other ethnic, mixed origin

· Other ethnic group

· Refused / Declined to answer

FIRST LANGUAGE SPOKEN ________________________________________________________________________
Email address: ___________________________________________________________________________________

ALCOHOL INFORMATION
	QUESTION
	SCORING SYSTEM
	YOUR SCORE

	
	0
	1
	2
	3
	4
	

	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
	

	TOTAL – if your answers are 5 or more you may be invited for advice from our Nurse
	


SMOKING INFORMATION 
· I am a current smoker
How many per day?





______

Are you interested in further information to help you stop? 
______
· I am an Ex-Smoker

What date did you stop? 




______
How many did you smoke per day & for how many years?
______
· I have never smoked

· I am a passive smoker 
At home






Yes / No





At work







Yes / No

SIGNIFICANT FAMILY HISTORY (relating to your immediate family – parents & siblings)
Heart Disease (Heart attacks, angina) before 65 years 
Yes / No
Who
______
Diabetes





Yes / No
Who
______

Stroke or TIA before 65 years



Yes / No
Who
______
Depression





Yes / No
Who
______

Cancer






Yes / No
Who
______
  
Where______​_______
MEDICATION & ALLERGIES
Are you allergic to any medications?


Yes / No
What
________________________________

Are you allergic to anything else?


Yes / No
What
________________________________

Please state your current repeat medications ​​​​​​​​​​​​​​​​​​​​____________________________________________________________

Please circle where you would like to collect your prescription? 
Surgery
Ashington Way Pharmacy
________________________________________________________________________________________________

PLEASE TURN OVER 

WOMEN’S HEALTH

Have you had a smear in the last 3 years (or if over 50years in the last 5 years)?



Yes / No


If No, why _________________________________________________________________________

Do you have a coil fitted?



Yes / No
Last check 
______

Do you take oral contraception / Depo-provera?

Yes / No

Are you pregnant




Yes / No
Due? 

______
Are you planning a pregnancy in the next 6 months?
Yes / No


CURRENT SIGNIFICANT CONDITIONS (do you have any of the following and please give date of onset)
· Asthma  ………………
· Atrial Fibrillation  ………………
· Cancer  ………………
· Chronic Kidney Disease  …….
· COPD  ………………
· Coronary Heart Disease  …….
· Dementia  ………………
· Depression  ………………
· Diabetes - Type 1 (Insulin only)….
· Diabetes - Type 2 (Meds & Diet)...
· Epilepsy  ………………
· Heart Failure  ………………
· Hypertension  ………………
· Hypothyroidism  ………………
· Learning Disability  ……………
· Mental Health Problems  …….
· Stroke  ………………
· TIA  ………………

CHILDREN’S HEALTH – all children under 5 years are required to have the recommended vaccinations for their age group.  If you are unable to agree to these vaccinations then the practice may need to review the child’s registration.  Please confirm which vaccinations have already been given and the date of these.

Do you agree with the Practice Policy to immunise fully all children under the age of 5?
Yes / No
2 Months
Diphtheria, tetanus, pertussis, polio & Hib (1 inj)

Injection received  (
Date ______________



Pneumococcal (1 inj)




Injection received  (
Date ______________

3 Months
Diphtheria, tetanus, pertussis, polio & Hib (1 inj)

Injection received  (
Date ______________

Menigitus C (1 inj)




Injection received  (
Date ______________

4 Months
Diphtheria, tetanus, pertussis, polio & Hib (1 inj)

Injection received  (
Date ______________


Menigitus C (1 inj)




Injection received  (
Date ______________



Pneumococcal (1 inj)




Injection received  (
Date ______________

12 Months
Menigitus C (1 inj)




Injection received  (
Date ______________



Hib Booster (1 Inj)




Injection received  (
Date ______________
13 Months
Measles, mumps & rubella (1 inj)


Injection received  (
Date ______________



Pneumococcal (1 inj)




Injection received  (
Date ______________

Pre-School
Diptheria, tetanus, pertussis & polio (1 inj)

Injection received  (
Date ______________



Measles, mumps & rubella (1inj)



Injection received  (
Date ______________

13 – 18 Years
Diptheria, tetanus & polio (1 inj)



Injection received  (
Date ______________
CARERS
Are you a Carer for someone?



Yes / No
Who
________________________________
Is this person registered with the Practice

Yes / No


Are you cared for regularly by anyone?


Yes / No
Who
________________________________
Would you like to find out more about what support we may be able to offer you or other local organisations?  Yes / No
CONSENT :  We will not be able to pass on information about you to family or friends if you are over 16 years without your express written consent.  If you are under 16 we will not share information on your sexual health without your written consent unless the doctor feels not to do so would put you at risk.

(   IF you want other people to receive results or information about you, you need to complete a consent form.  Please tick this box and one will be given to you.





To be completed by Practice ONLY



Date Patient Registered  ​____________​​​​​____
BLOOD PRESSURE
​​​​​​​​​​​________________________

PULSE 

_______________________

HEIGHT


​​​​​​​​​​​________________________

WEIGHT

_______________________

URINE PROTEIN

​​​​​​​​​​​________________________

GLUCOSE
​​​​​​​​​​​_______________________

