THE BELLINGHAM PRACTICE

NEW PATIENT QUESTIONNAIRE

Welcome to our practice.  We would like to invite you to go through your medical and social history and to introduce you to the services that the practice offers.  
To help us to assess your medical history and requirements, please  complete the following confidential questionnaire, give it to one of the receptionists as soon as possible, and make an appointment for a New Patient Health Check (if you are 16 years and over) with the Practice Nurse.  If you are on any repeat medication you will also need an appointment with the doctor.

We need a completed questionnaire for each member of the family please.

Personal details

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

Address
……………………………
Place of Birth  …………………..



……………………………


……………………………
Occupation  ……………………..

Postcode
……………………………
Place of work……………………
Tel. No.
Home……………………

Mobile……………………
Work…………………………….
Email address………………………………………………………

Please advise which of the above is your preferred contact method:  

Would you be happy for us to text  reminders to your mobile              Yes/No
Are you happy for us to share medical information with other health care professionals.       Yes/No 
Marital status: Single/Married/ Divorced/Widowed/Separated



Next of Kin…………………………Relationship ……………………………

Contact details………………………………………………………………….

Please list the other members of your household and indicate whether they will be registered at this practice:   …….………………………………………………………………………….

………………………………………………………………………………..
How much do you weigh?  ………………    
How tall are you? ………………………………

Are you a smoker?
Yes/No

If no, have you ever smoked? …………………………..

(We are required to collect this information for everyone aged over 15)
Questions





Scoring System
0

1
    2
       3

4
 score
	Never
1-2

Never
	Monthly or less

3-4

Less than monthly
	2-4 time per month

5-6

Monthly 
	2-3 time per week

7-8

Weekly 
	4+ times per week

10+

Daily or almost daily
	
	
	
	


How often do you have a drink that

contains alcohol?

How many standard alcoholic drinks

do you have on a typical day when

you are drinking?

How often do you have 6 or more 

standard drinks on one occasion?

Scoring: A total of 5+ indicates hazardous or harmful drinking
Units:
2 = one pint of beer/lager/cider

1.5 = alcopop or can of lager

2 = one glass of wine (175ml)

1 = single measure of spirit

9 = one bottle of wine

Do you have any allergies?   …………………………………………………….

Are you housebound?  Yes/No


Are you a carer?  
Yes/No  If yes who do you care for………………………….

A carer is someone who, without payment, provides help and support to a partner, child, relative, friend or neighbour, who could not manage without their help.  This could be due to age, physical  or mental illness, addiction or disability

Have you ever served in the Armed Forces?

Yes/No
If yes, which one and when did you leave?   ………………………………..

We have a patient participation group looking at the services we offer our patients.  If you would like to be involved then please indicate    YES/NO

We want to get better at communicating with our patients.  We want to make sure you can read and understand the information we send you.  If you find it hard to read letters or need someone to support you at appointments, please let us know.  For example: 
Do you need information in braille, large print or easy read?
Do you need a British Sign Language interpreter or advocate?
Can we support you to lipread or use a hearing aid or communication tool?
…………………………………………………………………………………..

Current Medical History

1. Please list any illnesses from which you are presently suffering:

……………………………………………………………………………
…………………………………………………………………………
2. Please list any medicines you are currently taking: ……………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
3.
Are you on a waiting list for an operation?

YES/NO

If YES, please give details ……………………………………………………..
4.
Do you have any dietary problems?


YES/NO

If YES, please give details 
……………………………………………………..
5.
Consent to use electronic Prescription Service, please nominate  pharmacy. 
 YES/NO    pharmacy details………………………….
Previous Medical History

Year

Please list any serious illness, accident or hospital admissions:
……….
………………………………………………………………………
……….
………………………………………………………………………
……….
………………………………………………………………………
In the case of female patients

a.
How many pregnancies have you had?
………………..

b.
How many miscarriages?



………………..

c. Did you have any problems during your pregnancies or at delivery? .........
If yes, please give details ……………………………………………………….

d.
When did you last have:
Cervical smear

…………..






Breast examination
…………..

e.
Are you using any form of contraception?

…………..

If yes, please give details ……………………………………….

In the case of a child

Are the following vaccinations up to date? 


Please give approximate dates



Hib/Diphtheria/Tetanus/Whooping Cough

………………


Polio







………………


Measles/Mumps/Rubella (MMR)


………………


BCG (Tuberculosis)




………………


Meningitis 






………………

Please advise which pre-school/nursery/school you are attending:
……………………………………….
Family history

Have any of the following family members suffered from any serious hereditary conditions?

	Relation
	Age now
	Age at death
	Illness or cause of death

	Mother


	
	
	

	Father


	
	
	

	Brother (s)  1

                   2

                   3
	
	
	

	Sisters (s)    1

                    2

                    3
	
	
	

	Son (s)  


	
	
	

	Daughter (s)


	
	
	


Thank you for taking the time to complete this questionnaire.  All details will be handled with strict confidence and will be very helpful to your new doctor.

When you come to your New Patient Health Check please bring a sample of urine with you (sample bottles available from our reception desk).
If you were  attending regular hospital appointments at your previous practice can you please inform the hospital(s) of your new address and GP.
ETHNIC GROUP

We are required to record the ethnicity and first language of all patients.  This includes children & babies, whose ethnicity & first language will be as defined by their parent or guardian. 

What is your ethnic group?

Choose ONE section from A to E, then tick the appropriate box to indicate your ethic group.
A:
White



(
British

(
Irish

· Any other white background (please write in)   …………………………

B:
Mixed



(
White and Black Caribbean

(
White and Black African

(
White and Asian

· Any other mixed background (please write in)  …………………………

C:
Asian or Asian British

(
Indian

(
Pakistani

(
Bangladeshi

(
Any other Asian background (please write in)  …………………………

D:
Black or Black British

(
Caribbean

(
African

(
Any other black background (please write in)  .…………………………

E:
Other Ethnic Groups

· Chinese

· Any other ethnic group (please write in)  ………………………………

· Not Stated
RELIGION

What is your religion?
Tick ONE  box only

(
None

· Christian (including Church of England, Catholic, Protestant and all other

Christian denominations)

(
Buddhist

(
Hindu

(
Jewish

(
Muslim

(
Sikh

(
Any other religion (please write in)   
…………………………………
