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NEW PATIENT REGISTRATION/HEALTH QUESTIONNAIRE

To the Patient:
To register with the Practice please complete this questionnaire as fully as possible. The information will help the doctor to make an initial assessment of your health which will help in your future treatment. 
Surname: ………………………………………………….. Forename(s): …………………………………

Date of Birth: …………………………………………….. Marital status: ….……………………………
Home tel: ……………………………………………..…… Mobile: ……………………………………….…

Email address: ……………………………………………………………………………………………………

Occupation: ……………………………………………………………………………………………………….

Weight (approx): ……………………………………….. Height: …………………………………………
Date of completion of this form: ………………………………………………………………………….


Are you okay to be contacted from time to time about practice services and developments? YES/NO

Ethnicity
A
White

	

	British

	
	Irish

	
	Any other white background please write in below


	


B
Mixed

	
	White and Black Caribbean

	
	White and Black African

	
	White and Asian

	
	Any other mixed background please write below


	


C
Asian or Asian British

	
	Indian

	
	Pakistani

	
	Bangladeshi

	
	Any other Asian background please write below


	


D
Black or Black British

	
	Caribbean

	
	African

	
	

	
	Any other black background please write below


E
Chinese or other ethnic group
	
	Chinese

	
	Any other please write below



	Declined
	


	First language



Do you require an interpreter Yes/No

SMOKING
Do you smoke?



Yes / No


If Yes, how many:

Cigarettes per day ……..  Cigars per day ..…..  Ounces of tobacco per day ……..
How old were you when you started smoking? …………………..
EX-SMOKERS
How old were you when you stopped smoking? …………………
How much did you smoke per day? …………………………………..
PASSIVE SMOKING

Are you exposed to smoke at work?
Yes / No 

At home? 
   Yes / No

ALCOHOL
FOR EACH QUESTION SELECT YOUR ANSWER AND FILL IN THE SCORE GIVEN IN BRACKETS [ ] IN THE BOX

One unit of alcohol is: ½ pint average strength beer/lager OR one glass of wine OR one single measure of spirits. Note: a can of high strength beer or lager may contain 3-4 units. How many units of alcohol do you drink per week using the above description of one unit? 

1. How often do you have a drink containing alcohol?

[0] Never [1] Monthly or less [2] 2-4 times a month [3] 2-3 times a week [4] 4 or more times a week

2. How many units of alcohol do you drink on a typical day when you are drinking?

[0] 1 or 2 [1] 3 or 4 [2] 5 or 6 [3] 7, 8 or 9 [4] 10 or more

3. How often do you have six or more units of alcohol on one occasion?

[0] Never [1] Less than monthly [2] Monthly [3] Weekly [4] Daily or almost daily

4. How often during the last year have you found that you were not able to stop drinking once you had started?

[0] Never [1] Less than monthly [2] Monthly[3] Weekly [4] Daily or almost daily

5. How often during the last year have you failed to do what was normally expected from you because of drinking?

[0] Never [1] Less than monthly [2] Monthly[3] Weekly [4] Daily or almost daily

6. How often during the last year have you needed a first drink in the morning to get yourself going after a heavy drinking session?

[0] Never [1] Less than monthly [2] Monthly[3] Weekly [4] Daily or almost daily

7. How often during the last year have you had a feeling of guilt or remorse after  drinking?

[0] Never [1] Less than monthly [2] Monthly[3] Weekly [4] Daily or almost daily

8. How often during the last year have you been unable to remember what happened the night before because you had been drinking?

[0] Never [1] Less than monthly [2] Monthly[3] Weekly [4] Daily or almost daily
9. Have you or someone else been injured as a result of your drinking?

[0] No [2] Yes but not in the last year[4] Yes, during the last year

10. Has a relative or friend or doctor or another health worker been concerned about your drinking or suggested you cut down?

[0] No [2] Yes but not in the last year[4] Yes, during the last year

TOTAL 
DIET

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

Has your Cholesterol been checked in the last 2 years?


Yes / No
EXERCISE

Do you take regular exercise?      Yes / No

If yes, what sort of exercise? …………………………………………………………………

How many times per week? …………………………………………………………………..
FAMILY HISTORY

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

Heart Disease (heart attacks, angina)  
Yes / No  Which family member? ………………………….
Stroke?




Yes / No  Which family member? ………………………….
Cancer?




Yes / No  Which family member? ………………………….






Site of cancer? ……………………………………………………
ALLERGIES

Are you allergic to any substances or foods?     Yes / No

If yes, please give details: …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

CARERS
Do you need / have anyone who looks after you or your daily needs as Carer?
Yes / No

If “Yes”, would you like them to deal with your health affairs here?


Yes / No

(the receptionist can help with these arrangements)
Do you care for anyone else?







Yes / No

If “Yes”, ask the receptionist about Carers support



Thank you for completing this questionnaire. 

Caroline Mitchell

Danson Family Practice – 30.10.2012

