INSCH MEDICAL PRACTICE
NEW PATIENT QUESTIONNAIRE

	
SURNAME                                                                                                    FORENAME                                                                                                                                        
                      

DATE OF BIRTH                                                                                         OCCUPATION                                                                                                                                  

EMERGENCY  CONTACT    TEL    No                                                                         RELATIONSHIP TO PATIENT
 Emergency contact – for children, where possible, please provide an alternative to the parent or guardian noted on the NHS form

	THE PRACTICE WILL USE THE MOBILE NUMBER AND EMAIL DETAILS SUPPLIED ON YOUR NHS REGISTRATION FORM TO CONTACT YOU ABOUT DIRECT CARE SUCH AS APPOINTMENT AND CLINIC REMINDERS.  WE WILL NEVER USE THIS INFORMATION FOR SALES PURPOSES OR ALLOW ANY OTHER COMPANY ACCESS TO THESE DETAILS.  IF YOU WOULD PREFER NOT TO BE CONTACTED IN THIS WAY,  PLEASE LET OUR RECEPTION TEAM KNOW AND YOU WILL BE REMOVED FROM THESE SERVICES.


	
DO YOU  NEED AN INTERPRETER?            YES                                                                                    NO                  


   IF YES, WHAT LANGUAGE ?                                                                                                                                                




	
PRESCRIBED MEDICATION

ENTER NAME OF MEDICATION (ONE PER BOX)
1.                                                                                                                         6.
2.                                                                                                                          7.
3.                                                                                                                          8.
4.                                                                                                                           9.
5.                                                                                                                        10.
ARE YOU ALLERGIC TO ANY MEDICATION?

YES                                                              NO

IF YES

PLEASE SPECIFY
Name of  previous

Regularly used 

 Pharmacy

	
EXERCISE AND FITNESS

TICK THE BOX THAT BEST DESCRIBES THE EXERCISE YOU TAKE.

EXERCISE IS PHYSICALLY IMPOSSIBLE                                          MODERATE EXERCISE (3 TIMES PER WEEK)

DO NOT TAKE ANY FORM OF EXERCISE                                          HEAVY EXERCISE (MOST DAYS)

LIGHT EXERCISE (ONCE PER WEEK



	
FAMILY PLANNING INFORMATION (WOMEN ONLY)


ARE YOU USING ANY FORM OF CONTRACEPTION?    If YES please state                                                                                                 
ARE YOU PREGNANT?            If YES please state how many weeks                                      EXPECTED DATE OF DELIVERY


	
                           SMOKING  HISTORY 

Do you smoke now?               Yes                  No   
If so, how many per day? 

Have you ever smoked?       Yes                   No                                                                                                                      
If so, how many per day?                                                                                                                         

When did you stop smoking? 
	ALCOHOL  INTAKE

Do you drink alcohol?            Yes                       No             

If so, how many UNITS per week on average do you
drink?



	
SIGNIFICANT PAST ILLNESSES AND OPERATIONS             (PLEASE LIST)
                                Illness or Operation                                                                                                                                                                              Year 

1.

2.

3.

4.

5.

ARE YOU CURRENTLY UNDER ANY SPECIALIST FOLLOW-UP OR HAVE BEEN REFERRED TO A SPECIALIST BUT NOT YET SEEN?                                                                                                            
FOLLOW-UP/REFERRAL

SPECIALITY
REASON FOR 
REFERRAL



	FAMILY HISTORY
Have any of your close family – PARENTS, BROTHERS OR SISTERS – suffered from the following problems?
Heart attack, coronary thrombosis or angina?                                                          Yes                                 No

 Asthma or COPD?                                                                                                       Yes                                  No
Stroke?                                                                                                                            Yes                                 No

Diabetes?                                                                                                                        Yes                                  No

Treatment for high blood pressure or high cholestrol ?                                            Yes                                  No


	
CARER & CARERS INFORMATION
Do you look after someone?    Yes                 No                                         Does someone look after you?    Yes                    No    

NAME OF CARED FOR PERSON                                                                                 NAME OF CARER

RELATIONSHIP TO YOU                                                                                               CONTACT  TELE No FOR CARER







          Units














1 Unit = half pint of beer


               one measure of spirits


               one glass of wine











