Green Man Medical Centre 

Health Questionnaire

It may be some time before we receive your medical records. In the meantime this questionnaire will give the doctors and nurse important information about your medical history and will help us to provide a better service. The information you give will be in strictest confidence and will only be used by your doctors and nurses.

PLEASE FILL IN OR CIRCLE THE APPROPRIATE ANSWERS.

Mr/Mrs/Miss/Ms/Other ………..………… Surname …………………………….………………………
First Names: ……………………………………………………………………..………………………..
Address: ………………………………………………………………………..………………………….
…………………………………………………. Post Code: …………………….……………………….
Date of Birth: ……………….   Ethnicity: ………………….. Occupation: …..…………………………..
Home No: ….…..…………….…. Work No: ….…………... Mobile: ……………………………………
Preferred Method of Contact from the Surgery: Phone / Email / Text Message / Post

Marital status: Single / Married / Divorced / Widow / Living with Partner

Height: …………………………. Weight:……………………..               Male / Female

First Language: ……………………………..
Interpreter Required: Yes / No
If you are applying on behalf of a child please complete the following:

Mother’s Name: ……………………………      Father’s Name: ………………………………………
Are you a Carer or do you have a Carer? Yes/No (Please list details below)
NEXT OK KIN / CARERS DETAILS

Name: …………………………………………………………………….………………………………
Relationship to Patient: ………………………………………………..………………………………..
Contact No.: Home: …....……………………….     Mobile: …..…………………..…………………..
PAST MEDICAL HISTORY

Have you had any of the following medical problems?

Asthma/Bronchitis                                        Heart Disease                            Cancer

Epilepsy                                                        Depression                                 Stroke

High Cholesterol                                           High Blood Pressure                 Diabetes

Are you registered disabled? Yes/No
          Disability: ………………..……………
Are you on any medication at present? If “yes” please give details

Name of Medication/s

1 ………………………………………………
2 …………………………………………………… 
3 ………………………………………………
4 ……………………………………………………
Do you have any allergies? Yes/No If “yes” please give details

……………………………………………….       …………………………………………………………
FAMILY HISTORY

Do you have any medical problems in your family that might be important for the Doctors/Nurse to know about (e.g. diabetes, heart disease, stroke, etc) Please give details

………………………………………………    ……………………………………………………………
………………………………………………    ……………………………………………………………
………………………………………………    ……………………………………………………………
ALCOHOL 

Teetotal? Yes / No

How many units of alcohol do you drink in an average week? ………………

(1 unit=half a pint of beer, or one glass of wine or one pub measure of spirit)

SMOKING

Do you smoke?      Yes / No                                     Ex-smoker?      Yes / No

How many cigarettes/cigars do you smoke daily? ................................
If you used to smoke, date stopped: ………………………..
EXERCISE 

Do you par-take in regular exercise?      Yes / No          What type? …………………….............................
DIET

Do you eat a varied diet including fruit and vegetables?           Yes / No

Are you a vegetarian?        Yes / No

IMMUNISATIONS
Can you tell us immunizations you have had in the past 5 years (e.g. tetanus, polio, flu, holiday vaccinations, etc)

……………………………………………..      ………………………………….………………………...
 …………………………………………….      ……………………………………………………………
…………………………………………….       ……………………………………………………………
WOMEN ONLY 

When was the date of your last smear test? ………………………………………
Are you using any method of birth control?           Yes / No

If “yes” which type of birth control…………………………………….…………
YOUR  DATA  MATTERS
You can choose whether your confidential patient information is used for research and planning.

To find out more visit: nhs.uk/your-nhs-data-matters or call 0300 303 5678. 

See Leaflet  - YOUR DATA MATTERS TO THE NHS
NHS SUMMARY CARE RECORD

The Summary Care Record will contain basic information about any allergies you may have, unexpected reactions to medications and any prescriptions you have recently received.  The intention is to help clinicians in Accident and Emergency Departments and ‘Out of Hours’ health services to give you safe, timely and effective treatment.

(PLEASE TICK ONE ONLY)

I would like to CONSENT for my Medication, Allergies and Adverse reactions to be available to NHS staff in an emergency.


I would like to CONSENT for my Medication, Allergies, and additional information to be available to NHS staff in an emergency.

I do NOT consent for my Medication, Allergies and Adverse reactions to be available to NHS staff in an emergency.

Name: ________________________________________________

Signature: ___________________________________                   Date: _________________

PATIENT ONLINE REGISTRATION FORM

	Full Name
	

	Date of birth
	

	Email address
	

	Telephone No.
	
	Mobile
	


I wish to have access to the following online services (tick all that apply):

	1. Booking appointments
	(

	2. Requesting repeat prescriptions
	(

	3. Accessing my medical record 
	(


Application for online access to my medical record

I wish to access my medical record online and understand and agree with each statement (please tick)

	4. I have read and understood the information on the reverse of this form
	(

	5. I will be responsible for the security of the information that I see or download
	(

	6. If I choose to share my information with anyone else, this is at my own risk
	(

	7. I will contact the practice as soon as possible if I suspect that my account has been accessed by someone without my agreement
	(

	8. If I see information in my record that it not about me, or is inaccurate I will log out immediately and contact the practice as soon as possible
	(


	Signature
	
	Date
	


Your Data Matters to the NHS

You can choose whether your confidential patient information is used for research and planning.

	HOW YOUR DATA IS USED

Your health and care information is used to improve your individual care.  It is also used to help us research new treatments, decide where to put GP clinics and plan for the number of doctors and nurses in your local hospital.  Wherever possible we try to use data that does not identify you, but sometimes it is necessary to use your confidential patient information.

	MAKING YOUR DATA OPT-OUT CHOICE

You can choose to opt out of sharing your confidential patient information for research and planning.  There may still be times when your confidential patient information is used: for example, during an epidemic where there might be a risk to you or to other people’s health. You can also still consent to take part in a specific research project. 


	WHAT IS CONFIDENTIAL PATIENT INFORMATION?
Confidential patient information identifies you and says something about your health, care and treatment.  You would expect this information to be kept private.  Information that only identifies you, like your name and address, is not considered patient information and may still be used: for example, to contact you if your GP practice is merging with another.


	WILL CHOOSING THIS OPT-OUT AFFECT YOR CARE AND TREATMENT?
No, your confidential patient information will still be used for your individual care.  Choosing to opt out will not affect your care and treatment.  You will still be invited for screening services, such as screenings for bowel cancer.

	WHO CAN USE YOUR CONFIDENTIAL PATIENT INFORMATION FOR RESEARCH AND PLANNING?
It is used by the NHS, Local Authorities, University and Hospital Researchers, Medical Colleges and Pharmaceutical companies researching new treatments.
	WHAT SHOULD YOU DO NEXT?

You do not need to do anything if you are happy about how your confidential patient information is used.

If you do NOT want your confidential patient information to be used for research and planning, you can choose to opt out securely online or through a telephone service.



	You Can Change Your Choice at any time.

To find out more or to make your choice visit nhs.uk/your-nhs-data-matters or 
Call 0300 303 5678




