The Archway Surgery
New Patient Questionnaire
	Surname
	
	
	Country of Birth
	

	Forename(s)
	
	
	Do you require an interpreter
	Yes / No

	Known as
	
	
	First language
	

	Previous Surname
	
	
	Landline telephone
	

	Title
	
	
	Personal mobile
	

	Address
	
	
	Occupation
	

	
	
	
	Next of Kin
	

	Postcode
	
	
	                Relationship
	

	Date of Birth
	
	
	                Contact No.
	

	Previous GP Surgery
	


****** I am happy for the practice to contact me about my care using text message. I will keep my contact details up to date.

[image: image1.png]


YES         NO

SIGNED ____________________________
Please complete all sections as best you can.  Dates can be approximate.

Have you had any of the following?  Please tick appropriate box and add details.  Please use the additional boxes for any other significant conditions.
	Condition
	(
	Details, date of diagnosis
	
	(
	Details, date of diagnosis

	Heart Attack/Angina
	
	
	Asthma
	
	

	Stroke
	
	
	COPD
	
	

	High Blood Pressure
	
	
	Epilepsy
	
	

	Diabetes
	
	
	Mental health condition
	
	

	Other
	
	
	Cancer
	
	

	Other
	
	
	
	
	


Has a first-degree relative of yours (mother, father or sibling only) ever had…

	
	Parent or sibling?
	Approximate age of onset

	Heart attack/angina
	
	

	Diabetes
	
	


Have you ever been hospitalised or had an operation?  If yes, please provide details: 
	Condition/procedure
	Date

	
	

	
	

	
	


Please list your current medication:
	Medication
	Dose and how often taken
	Reason for taking, if known

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Have you any known medication allergies?   (Circle answer) YES / NO – If yes, please provide details below:

	Medication
	What type of reaction did you have, if known?
	Date

	
	
	

	
	
	


Please CIRCLE answer as appropriate:
	Are you a smoker?
	Yes   /   No

	If you smoke: how many per day?   

                      Would you like a free appointment with our stop-smoking nurse?
	_________

Yes   /   No

	If you are an ex-smoker, when did you stop?
	

	Do you drink alcohol?
	Yes   /   No

	If yes, how many units do you drink, on average, per week?

70cl bottle spirits ≈ 28 units, 1 bottle of wine ≈ 10 units, 440ml can of lager ≈ 2 units, 1 pint lager ≈3 units
	______ units per week


	Do you do much exercise?   
If so, what type/how often typically?
	


	Are you a carer?   
	Yes   /   No

	Do you have a carer?
	Yes   /   No


ALL under 16s AND ALL PATIENTS NOT CURRENTLY REGISTERED WITH A GP IN NORTHERN IRELAND
**A printout of your vaccinations must be attached.  You can ask your current medical practice to provide this.  We need this upon registration so that we can ensure there is no disruption to your immunisation schedule- this is particularly important for younger children.  We can arrange translation of immunisation records that are not in English.
FEMALE PATIENTS ONLY

	Date of last cervical smear


	_______________ 

Have never had a smear


	Do you have a coil or implant?  Tick as appropriate and give date of insertion
	Coil             Implant  

Insertion date ____________

	Number of pregnancies
	


For Care Home or Surgery use only     ***CARE HOMES PLEASE COMPLETE*** 
	Height:
	Weight:
	
	

	BP:
	
	
	


Continued next page
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