Dalhousie Medical Practice
www.dalhousiemedicalpractice.co.uk
New Patient Questionnaire
Please let the receptionist or nurse know if you have any difficulty completing this form.

Date form completed:  ……………………………………………..

Part 1 Personal information

	Name:
	Date of birth:



	Address (including postcode): 
Email address:


	Home telephone number:

Work telephone number:

Mobile telephone number:

Do you consent to texts reminders from the Practice: 

Yes                        No 

	Current occupation:
	Marital status :


	Previous Address:
	Name and address of previous GP:



	If you are changing from (or have been unable to register with) another GP practice in this health centre, please state your reason for changing?  We may ask to discuss this with you.


	Next of kin (name and relationship to you):
	Telephone number for next of kin:




It is very useful for us to be able to link family records.  Please list below the names and dates of birth of any children for whom you have parental responsibility.  Please indicate if the child lives at the same address as noted above.  Continue on another sheet if needed.
	Child’s forename
	Child’s surname
	Date of birth
	Child’s relationship to you
	Same address?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Do you care for somebody with a disability?                                         Yes / No
Do you have a carer?                                                                            Yes / No


Part 2 Medical information

	Prescribed medication: please list any medications that you take regularly (or attach the repeat prescription list from your previous GP)

Drug name                            Strength              Dose instructions        Illness prescribed for

eg loratadine                                  10mg                         1 tab in the morning            hayfever

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

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

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

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

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

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

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

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

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



	Allergies (please state drug name and type of reaction eg rash, nausea, severe collapse):




	Alcohol Intake:
Do you drink alcohol?   Yes / No 
If yes, how much in number of units per week:

Wine:  ……………….            Spirits:  …………………..           Beer:  …………………
1 unit = 1 small glass wine or 1 single measure spirits or half pint (standard strength) beer




	Smoking:
Please circle one of the following:          never smoked / ex-smoker / current smoker

If you smoke, are you interested in help to stop smoking?   Yes / No

You can get advice on services to help you stop smoking from reception.


	Height and Weight (please give your current height and weight , if known):

Height:................(metres) or ...............(ft and inches)  

Weight:...........(kg) or .................(st and lb)




	Past medical History:
Do you suffer from any of the following?
Please tick any relevant conditions and add more information below if necessary. 

[  ]  Asthma

[  ]  Atrial fibrillation (irregular heart beat)

[  ]  Cancer

[  ]  Coronary heart disease (angina, heart attack)

[  ]  Chronic obstructive pulmonary disease (COPD, emphysema, chronic bronchitis)

[  ]  Dementia

[  ]  Depression (currently being treated)

[  ]  Diabetes

[  ]  Epilepsy

[  ]  Heart failure

[  ]  Hepatitis C 

[  ]  HIV

[  ]  Hypertension (high blood pressure)

[  ]  Hypothyroidism (underactive thyroid)

[  ]  Kidney disease

[  ]  Learning disability
[  ]  Osteoporosis (thinning of bones)

[  ]  Peripheral arterial disease (circulation problems)

[  ]  Rheumatoid arthritis

[  ]  Serious mental health diagnosis (bipolar disorder, schizophrenia or other psychosis)

[  ]  Stroke or TIA (mini-stroke)

Have you been admitted to hospital in the last 12 months? Please give dates and diagnosis:


	Additional medical information:




	Family history: please tell us about any family illnesses that have affected your parents, brothers or sisters (and the age when they were first affected)

	Heart attack or angina
Stroke

Diabetes


	Thrombosis (blood clots)

Cancer

Other




	Women only:

Are you on any form of contraception? If so, please state:

Date of most recent cervical smear:        ……………….    Result of smear:  ……………………

If age 50-65, date of last mammogram:  ………………..



Part 3 Ethnicity

The NHS is committed to helping all ethnic groups. In order to help the NHS pinpoint aid, would you please complete the following question. If you do not wish to divulge your ethnicity, please tick the box at the bottom of the page.

What is your ethnic group?
Choose one section from A to E, and then tick the appropriate box to indicate your ethnic group. 

A:  White


( Scottish


( Other white British



( Irish







( Any other white background (please specify)………………………………

B:  Mixed


( White and black Caribbean



( White and black African




( White and Asian





( Any other mixed background (please specify)………………………………

C:  Asian or Asian British


( Indian






( Pakistani






( Bangladeshi





( Any other Asian background (please specify)………………………………...

D:  Black or Black British


( Caribbean





( African






( Any other black background (please specify)………………………………

E:  Chinese or other ethnic group


( Chinese






( Any other (please specify)


( Do not wish to divulge ethnicity

Language

What is your first language? ……………………………………………………………………..
Do you speak English?    Yes/No 


Do you need an interpreter?    Yes/No

British Sign Language?    Yes/No


Makaton?    Yes/No

Disability

A disabled person is defined in the Disability Discrimination Act as someone with a physical or mental impairment that has a substantial and long-term impact on their ability to carry out day-today activities.  
Having read this do you consider yourself to be covered by the definition?     Yes/No 

If yes, please state your disability:…………………………………………………………………
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