Allander Surgery

NEW PATIENT QUESTIONNAIRE
To help us offer the best advice and treatment, please fill out this form.

All the information on this form will be treated in the strictest confidence. 

Name:      ________________________
                       Previous Name: ________________

Address:  ________________________
                      Date of Birth:  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
                                 

                   ________________________
                      Home Tel:  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 
                                                       Other:          FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

                   ________________________                         

                                                              Occupation: ___________________________                                                             
Post Code:  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

                 


Next of Kin Details: __________________
For under 18 only
Mothers Name________________
next of Kin/Relationship____________________

School/Nursery___________________
Ethnicity :( please tick)       
1.  White – Scottish   FORMCHECKBOX 
    Irish   FORMCHECKBOX 
     Other British   FORMCHECKBOX 
  

                   Any other white background   FORMCHECKBOX 
  specify_____________________
2. Mixed – Any mixed background  FORMCHECKBOX 
 specify __________________________
   

3. Asian,Asian Scottish,Asian British –Indian  FORMCHECKBOX 
 Pakistani  FORMCHECKBOX 
 Bangladesh  FORMCHECKBOX 
 Chinese   FORMCHECKBOX 
   

                  Any other Asian background  FORMCHECKBOX 
 specify ______________________
                 
                              
4. Black, Black Scottish,Black British – Caribbean   FORMCHECKBOX 
   African   FORMCHECKBOX 
   
                 Any other Black background   FORMCHECKBOX 
 specify _____________________

5. Other Ethnic Background – Any Other background  FORMCHECKBOX 
  specify ____________________

6. Other -  Prefer not to say    FORMCHECKBOX 
                 

Do you require an Interpreter- Yes:  FORMCHECKBOX 
  specify language _____________________  

                                                 No:   FORMCHECKBOX 

Your History:
Previous/Current illnesses of note: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Operations, (including dates): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Immunisation
When did you have a tetanus and/or polio booster? ____________________

Allergies: __________________________________________________________________________
__________________________________________________________________________
Medication:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________



Are you using any form of contraception?   Yes:  FORMCHECKBOX 
  specify    ______________________

                                                                     No:   FORMCHECKBOX 

When did you last have a cervical smear? ___________________

FAMILY HISTORY:
	
	
	IF YES, WHICH RELATIVE
	THEIR AGE AT DIAGNOSIS

	Heart Disease
	Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 

	
	

	High Blood Pressure
	Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 

	
	

	Angina
	Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 

	
	

	Diabetes
	Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 

	
	

	Asthma
	Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 

	
	

	Cancer
	Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 

	
	

	History of Stroke/TIA
	Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 

	
	


Who do you live with: ___________________________________________________

_____________________________________________________________________
Are you a Carer for a Friend or Family member: Yes:  FORMCHECKBOX 
 
No:  FORMCHECKBOX 

Do you have any children? Yes:  FORMCHECKBOX 

No:  FORMCHECKBOX 

Names: ________________________________  
Date of Birth: ____________

   ___________________________
Date of Birth: ____________

  ___________________________ 
Date of Birth: ____________
 


  ___________________________ 
Date of Birth: ____________

  ___________________________ 
Date of Birth: ____________

Address where they live: _________________________________________________

Do they have a Social Worker: Yes:  FORMCHECKBOX 

No:  FORMCHECKBOX 
 

If so name of Social Worker? 
____________________________

Health Promotion:

Do you smoke?
   Yes:   FORMCHECKBOX 
    How many a day? ______________

                       Ex- smoker:  FORMCHECKBOX 
    When did you stop? _______ How many a day? __________

                   Never smoked:  FORMCHECKBOX 

Alcohol:
How many units of alcohol do you drink in a week?
_______________ 

e.g. (one unit is contained in half a pint of beer, one glass of wine is a pub measure of spirits)
Exercise 

What exercise do you take in an average week? _________________________________
________________________________________________________________________
Thank you for your help.


Surgery use only

Height: ___________
Weight: _____________
BMI: _______________

Blood pressure: _______________ 
Urinalysis: __________________

