GILFORD HEALTH CENTRE –NEW PATIENT QUESTIONNAIRE


TO BE COMPLETED BY PATIENT 





Surname………………………………First names………………………………





Maiden Name……………………… Place of Birth………………………………





Have you been with this practice before?......................................................





Occupation………………….……….…Nationality……………….….…….……


 


DOB……………..…..Tel  No………….…………Mobile……….……….……...





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





…………………………………………………Post Code..……………….……..


Email Address……………………………………………………………………..





Details of current illnesses…………………………..……………………………





All medication (including pill). Please list drugs and dose





……………………………………………………………………………………….





………………………………………………………………………………………..





……………………………………………………………………………………….


Past serious illnesses (including asthma, high blood pressure, diabetes, epilepsy, rheumatic fever) Please include any important information 





………………….……………………………………………………………………





……………………………………………………………………………………….





……………………………………………………………………………………….





Previous operations, hospital admissions……………………………………….





………………………………………………………………………………………..





How much (on average) do you (a) smoke per day…………………………….


                                                   (b) drink (alcohol) per week………………….





Please state all allergies……………………………………………………………





Relevant family history…………….………………………………………….……





All immunisations you have had in the past five years including tetanus….….





…………………………………………………………………………………………





Ladies - Please give date of last smear……………………………………….....





Please being a specimen of urine when you attend 





Name with contact telephone number and relationship in case of emergency





…………………………………………………………………………………











NEW PATIENT REGISTRATION TO BE COMPLETED BY DOCTOR





Date of registration�
�
Name                                                                    Mr      Mrs   Miss   Ms�
�
address�
�
�
�
dob�
�
Past medical history�
�
�
�
�
�
hereditary conditions�
�
�
�
immunisations�
�
�
�
allergies�
�
medication�
�
�
�
�
�
mammogram�
�
Smear date                where taken                         result�
�
Smoking           yes / no           if yes how many daily�
�
Alcohol            yes / no            if yes how many units weekly�
�
blood pressure�
�
weight                                       height�
�
urinalysis�
�
Additional information�
�
�
�
�
�
�
�
�
�
�
�
�
�









