
The Garden Surgery - New Patient Questionnaire 

Surname………………………………… First Name(s)…………………….

Date of Birth…………………….. Place of Birth…………….. Sex:  M/F……

Marital Status………………………………..

Address …………………………………………………………………………………

Tel No: …………………………… 
Occupation……………………………………….

What is your first spoken language? …………………………………

Medical History

Have you ever suffered from any of the following?

Epilepsy

Yes/No
High Blood Pressure      Yes/No

Glaucoma

Yes/No
Cancer                           Yes/No    Where……………….

Diabetes

Yes/No
Heart Attack or Angina   Yes/No    When ………

Strokes

Yes/No
Asthma   Yes/No

Mental Health Problems

Yes/No

Please give details of any other serious illness or any time you have stayed in hospital including dates when possible

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

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

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

Medicines 
Are you taking any drugs or medicines?        Yes/No

Please tell us the names and dose and how often you take the medicines.

NB You must make an appointment to see the Doctor before we issue you with a repeat prescription.

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

 Allergies
Are you allergic to any medicines?

Yes/No

Which Ones? ………………….. What happens if you take them? ...............................

Tobacco and Alcohol

Are you a current smoker
Yes/No
If yes, how many? ………… per day

Are you an ex-smoker

Yes/No
When did you stop? ………….
How long did you smoke? ………………. How many per day? …………………

Do you drink Alcohol?     
Yes/No
In a week how many pints? ………..






Glasses of Wine…….. Shorts ………
Do you take any Exercise
Yes/No
How often? ………………………….

Family Medical History

Has any close first degree relative of yours suffered from any of the following?

Epilepsy
Yes/No

High Blood Pressure

Yes/No

Glaucoma
Yes/No

Cancer



Yes/No

Diabetes
Yes/No

Heart Attack or Angina
Yes/No

Strokes
Yes/No

Asthma


Yes/No

Please give more details ………………………………………………………………

…………………………………………………………………………………………

Are you a Carer?

Do you look after someone who is ill, frail or disabled?
Yes/No

Vaccinations

Have you had polio and tetanus booster 
Yes/No

Polio   Date…………..  Tetanus  Date ………………..  BCG   Date………………..

Children’s Immunisations

Please take any immunisations records to surgery when you come for your new patient health check.
Please bring your child’s health record (red book) to the first meeting with the Nurse.

Women

Have you had a cervical smear?
Yes/No
When was last one? 

What was the result? 

…………………………………………………………………….

Next of Kin

Name………………………………………………. Tel No …………………………..

(We would only contact your next of kin in an emergency. We do not divulge confidential information to anyone without your permission).

Patient Registration
It is a condition of your registration that you attend a New Patient Check.  A brief history of your health will be recorded to inform the Healthcare Professionals of any treatment or care that you require.  If you do not attend this appointment your registration will not be completed.  

What is your ethnic group?
Choose ONE section from A to E, then tick the appropriate box to indicate your ethnic 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:
Chinese or other ethnic group

· Chinese

· Any other (please write in) ______________________

Not Stated
· Not stated
Have you registered with us as a result of a leaflet being delivered to you?  
YES OR NO 

Why have you chosen to register with this Practice?

(This answer is optional but will help us to understand why Patients register here)

All patients can expect their personal information, whether held on computer or paper, not to be disclosed without their consent

Signature of acceptance of Practice policies and standards as also advised in the Patient leaflet.  

Name:  …………………………………………………………………………………………………………………..

Signature ……………………………………………………………………………………………………………..

Date:…………………………………………
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