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New Patient Health Questionnaire
	Name:
	……………………………………………………………
	Date of birth:
	……………………


Your Medical History
Have you had any of the following?  Please tick yes / no

	
	Yes
	No
	
	Yes
	No

	Asthma
	(
	(
	        Migraine
	(
	(

	Bronchitis
	(
	(
	        Rheumatic fever
	(
	(

	Diabetes
	(
	(
	        Stomach Ulcer
	(
	(

	Epilepsy
	(
	(
	        TB
	(
	(

	High blood pressure
	(
	(
	        Urine Infection
	(
	(

	Jaundice
	(
	(
	
	
	

	

	
	Yes
	No
	
	

	Angina
	(
	(
	If yes, please state age of onset
	……… yrs

	Heart Attack
	(
	(
	If yes, please state age of onset
	……… yrs

	Stroke
	(
	(
	If yes, please state age of onset
	……… yrs

	Have you ever had a diagnosis of cancer?
	(
	(
	If yes, please state age of onset
	……… yrs

	Do you have any allergies?
	(
	(
	If yes, please give details 

	
	
	
	……………………………………………………….

	
	
	
	

	Any other illnesses, hospital admissions or operations ………………………………..………………………………..

	Medicines – please give details of any current medications you are taking / being prescribed (please include dosage, strength and how often taken) – If you have a copy of your repeat prescription list, please advise the surgery (this will save writing out a list if there are multiple medications).

………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………




Ethnic Origin

Please state your ethnic origin & nationality ………………………………………………………
I prefer not to say (

Your Lifestyle
	What is your occupation?
	………………………………………………………………..

	Do you care for a friend or relative?
	…………………………………………………………….….

	
	Yes
	No
	
	

	Do you smoke?
	(
	(
	If yes, how many per day ………………………..……

	Are you an ex. smoker?
	(
	(
	Year you stopped……………………………………

	Do you drink alcohol?
	(
	(
	If yes, how many units per day ………………..…….

	Do you misuse drugs and / or solvents?
	(
	(
	

	Do you think your diet is healthy?
	(
	(
	

	Do you exercise?
	(
	(
	If yes, how long/much on average…………………..


Your Family History

Has a parent, brother or sister had any of the following? Please tick yes / no

	
	Yes
	No
	If yes, please give details (relative and approx age of onset)

	Angina / Heart Attack
	(
	(
	……………………………………………………………………….…

	Asthma
	(
	(
	……………………………………………………………………….…

	Cancer
	(
	(
	……………………………………………………………………….…

	Diabetes
	(
	(
	……………………………………………………………………….…

	Epilepsy
	(
	(
	……………………………………………………………………….…

	Migraine
	(
	(
	……………………………………………………………………….…

	Stomach Ulcer
	(
	(
	……………………………………………………………………….…

	Stroke
	(
	(
	……………………………………………………………………….…

	TB
	(
	(
	……………………………………………………………………….…


Signature

Signature …………………………………………………….    
Date …………………………

I wish to accept this invitation for a new patient health check 
Yes (  No (
CONSENT

The contact information you have provided will only be used by the GP Practice to get in touch with you regarding your healthcare. We do however require your consent for keeping your data for these purposes. Please complete each line below by circling the relevant option then sign your name in the space provided.

1. I consent / do not consent to the surgery using my address and email address for general correspondence related to my healthcare. 

Signed..................................................................

2. I consent / do not consent to the surgery using my Home and or Mobile number for the purpose of contacting me regarding Test results, GP telephone consultations and medical matters requiring resolution sooner than mail correspondence would provide.

Signed..................................................................

3. The surgery sometimes opts into University led disease research projects which require patient participation. I consent / do not consent to being contacted by researchers solely for the purpose of them explaining a research project and requesting my consent for participation in the project.

Signed..................................................................

4. My next of kin choice has consented for me to provide their contact info to the Surgery.

Signed..................................................................

Next of Kin (name/address/telephone) .................................................................................................. 

..............................................................................................................................................................
This consent document will be filed in your medical record. You can change your consent choices at anytime.

