Dr Alexander, Hastings, Nairn and Wilson

Newton Port Surgery, Newton Port, Haddington, EH41 3NF
QUESTIONNAIRE FOR NEW PATIENTS

(Please note: it is important to be as accurate as possible when filling out this questionnaire, this will help us to look after you until your records are received from your previous practice)

	Name 

Address (inc. flat number)




Postcode


	Date of Birth 

⃞ Male
 ⃞ Female

Telephone: 


Marital Status: 


Occupation: 


	Next of kin

Name


Address




Telephone No.


Relationship to you 


	Other contact in emergency
Name


Address




Telephone No.


Relationship to you 




Are other members of your household registered/registering at the practice?   If yes, please give details below.
	Name
	Date of Birth

	
	

	
	

	
	

	
	


Is anyone in the household drug dependant or misuse drugs?                     YES   /   NO
Please give details _________________________________________________________________
_________________________________________________________________________________

_________________________________________________________________________________
 Please indicate your ethnic group
WHITE
· Scottish
· Welsh
· British
· Gypsy / traveller
· English
· Northern Irish
· Irish
· Polish
· Any other White ethnic group please state _________________________________________________
MIXED
· Any mixed or multiple ethnic group, please state ____________________________________________
ASIAN, ASIAN SCOTTISH OR ASIAN BRITISH
· Pakistani, Pakistani Scottish or Pakistani British.
· Bangladeshi, Bangladeshi Scottish or Bangladeshi British.
· Indian, Indian Scottish or Indian British.
· Chinese, Chinese Scottish, Chinese British.

AFRICAN, CARIBBEAN OR BLACK.
· African, African Scottish, African British.
· Black, Black Scottish or Black British.
· Caribbean, Caribbean Scottish, Caribbean British.

· Any other Black background, please state _________________________________________________

OTHER ETHNIC GROUP
· Arab
· Any other, please state ________________________________________________________________
INTERPRETER NEEDS

· Interpreter Needed                       Please state your first language ​​​​​​​​​______________________________
· Sign Language – BSL
· Sign Language - Makaton
Medical Information

(If you are unsure about any answers please leave until you see the Doctor)

Current Medical Problems/Illnesses/Mental health issues/Child protection concerns
Serious Illnesses in the Past (please include drug dependence if appropriate)
	Serious Illnesses
	Date

	
	

	
	

	
	

	
	

	
	

	
	


 Any Operations (if not mentioned above)?

	Operations
	Date

	
	

	
	

	
	

	
	

	
	

	
	


Do You Have Any Allergies? 

(Please include drug allergies and non drug allergies e.g. penicillin, peanuts, bee sting, pollen etc)

Females Only

(Please note: it is important to be as accurate as possible when filling out this questionnaire)
Number of Pregnancies: 



	Names of Children
	Dates of Birth

	
	

	
	

	
	

	
	

	
	

	
	


Are you pregnant at the moment: Y / N    No. of weeks?
   Expected date of delivery:
   Please Circle

Please give details of any miscarriage, termination or still birth:

Have you had a Hysterectomy:  Y / N


Date of Operation _____________





Please Circle
Date of Last Smear: ____________(Month & Year)     Country where taken: _______________  

Smear Result:   Normal  /  Abnormal                     When is your next smear due? ____________



        Please Circle
All Patients
Carers: Please indicate if you are an unpaid carer (i.e. you voluntarily provide continuing care for someone who could not manage without your help)
  (Please Circle)   Y / N   

Name of person you care for __________________________________________________________

What is the age of the person you care for?

  What is their relationship to you?


What is their disability?


Regular Medication: Please give details of medication (including over the counter medication) that you have been taking on a regular basis, so that we can put this on our computer for your repeat prescriptions.

	Name of Drug
	Dosage (if known)
	Date Started

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	(Please circle or tick your answers)

	DO YOU SMOKE?


	NEVER  
YES  

                                              STOPPED


	PIPE / CIGARS / CIGARETTES                                                   

How many per day?            


When? 

	DO YOU DRINK ALCOHOL?      
	YES

                                                            NO


	How much alcohol do you drink weekly?

                 PINTS                  GLASSES WINE/SHERRY


                 SHORTS  (Gin, Vodka, etc.)



	DO YOU EXERCISE?
	YES

                                                            NO
	How many days per week on average? 


Is the activity:

 
LIGHT / MODERATE / HEAVY / ATHLETIC? 


FAMILY HEALTH: 

Are you aware of any hereditary diseases in your family?

Is there a strong family history of heart disease? (parents or siblings before age 60 years)
Do any of the family (parents of child, brothers or sister) suffer from?
                   Family                                Family                                           Family

                  member                             member                                         member

Asthma - _________          Diabetes - _________                 Epilepsy - ____________
VACCINATION HISTORY (for children up to 16 years of age)
VACCINATION                                                                                                                  DATE GIVEN
1st Diphtheria, Whooping cough, Tetanus, Polio, Hib and Pneumococcal (usually 2 months) ________
2nd Diphtheria, Whooping Cough, Tetanus, Polio, Hib and Men C (usually 3 months)     __________
3rd Diphtheria, Whooping Cough, Tetanus, Polio, Hib, Pneumococcal and Men C (usually 4 months)  

Hib and Men C booster          (usually 12months)                                                                   ________
Mumps, Measles and Rubella (MMR) and Pneumococcal    (usually 13 months)                  _________
Booster Diphtheria, Whooping cough, Tetanus and Polio (pre-school booster) & MMR         _________
(Patient’s Signature): 
                     





Date: 






Please do not write below this line - for office use only 

	NEW PATIENT CHECK DATE:
	REPEAT MEDICATION:

NAME OF DRUG
	STRENGTH
	DAILY

DOSE
	QUANTITY

	
	
	
	
	

	HEIGHT:
	
	
	
	

	
	
	
	
	

	WEIGHT:    
	
	
	
	

	
	
	
	
	

	BP:             
	
	
	
	

	
	
	
	
	

	URINALYSIS: 
	
	
	
	

	
	
	
	
	

	
	Review Date:


	Administration Completed:




	ID confirmed
	
	
	
	

	
	
	Specify which form of ID supplied
	Staff Initial
	Date


Registration Form April 2010

