
Name:………………………………………………..           Date of Birth ….....................................................

Address …………………………………………………………………………………………………………..

Telephone …………………………………………..
 Religion ………………………………………….

Are you a carer (i.e. are you responsible for looking after someone who under normal circumstances would be 
able to look after themselves?) YES / NO  (if yes, please ask the receptionist for a ‘Carers Pack’)
Have you had any serious illnesses or operations? ………………………………………………......................

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

Do you smoke?  YES / NO / USED TO 
If you smoke, how many do you smoke a day?………………….






(Please ask the receptionist about the Smoking Cessation service )
Do you drink alcohol?  YES / NO 

If yes, how many units do you drink a week?…………………...

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

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

Do you have any of the following medical problems:
Asthma

YES / NO









Diabetes

YES / NO









Heart Problems
YES / NO

Do you have any other medical problems? Please give details:

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

Do you know of any serious illnesses that affect members of your family?  E.g. heart attack, stroke, high blood pressure, diabetes, asthma, TB, epilepsy, breast cancer or bowel cancer.
……………………………………………………………………………………………………………………..

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


Please list any tablets, medicines or other treatment you are taking (including those you buy yourself)
Medication





Dose



How often

…………………………………….

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

………………………..
……………………………..

…………………………………….

………………………..
……………………………..

…………………………………….

………………………..
……………………………..

Will you require a prescription as soon as you become registered?
YES / NO

If you need an urgent prescription, please bring evidence of the medication you require e.g. a medicine box with your name on OR a repeat prescription request form from your previous doctor.

If you are a female, when was the date of your last smear test? ………………………………………………

If the patient is under 5 years old, please give details of immunisations (you will find this in the childs ‘Red Book’)

Immunisation





Date Given
……………………………………………….

…………………………………………
……………………………………………….

…………………………………………

……………………………………………….

…………………………………………

……………………………………………….

…………………………………………

……………………………………………….

…………………………………………

Are there any other health problems / concerns you wish to inform us of?

……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………

We are happy to invite all newly registered patients to an appointment with our practice nurse for a general health check, this will involve some routine tests to check your general health.  Please inform reception if you wish to book an appointment for a NEW PATIENT HEALTH CHECK.

Thank you for taking the time to complete this questionnaire, please note all information provided will be held in the strictest confidence.
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