CARSE MEDICAL PRACTICE

NEW PATIENT QUESTIONNAIRE

We would appreciate that you as a newly registered patient complete and return the attached questionnaire. We also invite you to have a routine health check.
Please make an appointment at your convenience for a New Patient Health Check with our Practice Nurse/Healthcare Assistant.

Mr/Mrs/Miss/Ms ………………..                                 Date of Birth……………….

Surname…………………………

Address………………………….                                 Home Tel No……………….

            ………………………….                                  Mobile Tel No……………….

            ………………………….

            ………………………….

            ………………………….

Postcode………………………..

Health History

Please record any significant past illnesses,operation or pregnancies.

Date

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

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

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

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

………………                             . ……………………………………………………. 
Please list all medication that you take.

Name                             Dose                       Name                                Dose

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

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

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

Do you have allergies?                                                                            Yes/no

If Yes please list:-  

Personal Profile 

What is your occupation?

Current  Smoker  (137R)                                                       Yes/No

If Yes – how many per day

           - would you like help to stop smoking?                      Yes/No

Ex Smoker   (137S)                                                                Yes/No

Never  Smoked   (1371)                                                        Yes/No

Do you drink Alcohol?                                                          Yes/No

If yes – how many units would you drink each week?

(1unit = 1 glass wine/1/2 pint beer/1 standard measure of spirits)

If No are you completely teetotal                                         Yes/No

What Regular Exercise do you undertake?

How often                                                                 __________per__________

Are you a carer? E.g. “do you look after someone” or “does someone look after you”?

If so please ask for our practice carer form so we can identify you on our system.

Family History

Have any close family members suffered from any of the following:

Heart Disease                Yes/No               Relationship to you 

Over 60y                       Yes/No

High Blood Pressure     Yes/No               Relationship to you

Stroke                            Yes/No               Relationship to you

Asthma                          Yes/No               Relationship to you

Diabetes                        Yes/No               Relationship to you

High/Cholesterol           Yes/No               Relationship to you

Breast Cancer                Yes/No               Relationship to you

Bowel Cancer                Yes/No               Relationship to you

