Adult New Patient Questionnaire

We would like to welcome you to Thameside Medical Practice.
It would help us if you could complete this questionnaire as it will enable us to assess your medical needs. Please be aware that the information that you provide will be entered in to your electronic medical record. New Data Protection Laws (25th May 2018 GDPR Laws) mean we need your permission to stay in touch AND to share your data. PLEASE MAKE SURE YOU COMPLETE THE ATTACHED SHARING YOUR DATA OPT-OUT / CONSENT FORM
If you would like a new patient medical check please make an appointment at reception to see our Healthcare Assistant. 
IMPORTANT INFORMATION to complete your registration with Thameside Medical Practice

If you are on current repeat medication, prescribed by your previous GP, it is essential that you provide us with written documentation of the medication prescribed. Without either your repeat order slip, a letter from your previous GP, or a copy of your medical notes, we will be unable to issue you with on-going medication. Please help us to ensure that there is no delay in issuing you with repeat medication. 
Ethnic Group: 
A.  White


B.  Mixed                                    

C.  Asian or Asian British
 FORMCHECKBOX 
   British           

 FORMCHECKBOX 
   White & Black Caribbean   

 FORMCHECKBOX 
   Indian

 FORMCHECKBOX 
   Irish              

 FORMCHECKBOX 
   White & Black African

 FORMCHECKBOX 
   Pakistani    
 FORMCHECKBOX 
   Other (please specify)              

 FORMCHECKBOX 
  Bangladeshi
D.  Black & Black British
E.  Chinese or Other Ethnic Group 
 FORMCHECKBOX 
   Caribbean


 FORMCHECKBOX 
   Chinese

 FORMCHECKBOX 
   African

Main Language Spoken at Home:  



Next of Kin:

 FORMCHECKBOX 
   English 



Name & Relationship
 FORMCHECKBOX 
   Other      



Contact Number       
Your Details
	Mr\Mrs\Ms\Miss    First Name                                                  
	
	Home/Permanent Address



	Surname
	
	Postcode 

Home Telephone No:

	Occupation

	
	

	Date of Birth
	Mobile Telephone No:

Work Telephone No:

	




Marital Status:
 FORMCHECKBOX 
  Single    

 FORMCHECKBOX 
  Married

 FORMCHECKBOX 
  Divorced

 FORMCHECKBOX 
  Widowed 

Are you allergic to any drugs?  Please list below:


[image: image1]
Other non-drug Allergies (please list below):

Have you suffered with any of the following?

 FORMCHECKBOX 
  Asthma     


 FORMCHECKBOX 
  Diabetes    

 FORMCHECKBOX 
  Heart Problems     

 FORMCHECKBOX 
  Cancer     

 FORMCHECKBOX 
  High Blood Pressure
 FORMCHECKBOX 
  Tuberculosis           

 FORMCHECKBOX 
  Glaucoma  


 FORMCHECKBOX 
  Stroke
 FORMCHECKBOX 
  Other serious illness – please provide details
Height:

Weight:

Are you on any regular medicine?
Please PROVIDE us with YOUR MOST RECENT REPEAT ORDER SLIP 

Family History

Have your parents, brothers or sisters suffered with any of the following?

 FORMCHECKBOX 
  Asthma     


 FORMCHECKBOX 
  Diabetes    

 FORMCHECKBOX 
  Heart Problems     

 FORMCHECKBOX 
  Cancer     

 FORMCHECKBOX 
  High Blood Pressure
 FORMCHECKBOX 
  Tuberculosis.           

 FORMCHECKBOX 
  Glaucoma  


 FORMCHECKBOX 
  Stroke
 FORMCHECKBOX 
  Other

Has any member of your family had heart trouble under the age of 50?    

YES/NO

 

Who?

Has any member of your family had a stroke under the age of 60?      

YES/NO       

Who?                                                                                   

Lifestyle:

Do you exercise regularly?                






YES/NO
More than 30 mins per week?           






YES/NO

Do you smoke?    
 FORMCHECKBOX 
  I have never smoked    




 FORMCHECKBOX 
  Do not currently smoke but have in the past


 FORMCHECKBOX 
  Yes


        


Cigarettes per day   

     Cigars per day              
Pipe oz per week  
If you are a smoker and would like help with stopping please let the Practice know and we will contact you to make an appointment with our Stop Smoking Advisor.

I would like to make an appointment with help to Stop Smoking



YES /NO
Alcohol


Units of alcohol per week 
Please complete the AUDIT-C table below if you are aged 16 years and over.
	Questions
	Scoring System
	Your

	
	0
	1
	2
	3
	4
	score

	A) How often do you have a drink containing alcohol?
	Never
	Monthly

Or less
	2-4 times 
per month
	2-3 times 
per week
	4+ times

Per week
	

	B) How many units of alcohol do you drink on a typical day when you are drinking?
	1-2
	3-4
	5-6
	7-9
	10+
	

	C) How often do you have 6 or more units of alcohol on one occasion?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or 
almost daily
	


(One unit of alcohol = ½ pint average strength beer/lager; 1 small glass wine; 1 single measure of spirit)
Patient Participation Group (PPG)

Would you like to join the panel of patients on our Patient Participation Group, receive e-mails, SMS Texts and attend meetings?


YES

NO  

Alternatively, would you like to join our Virtual Patient Participation Group and receive e-mails and SMS Texts regarding the progress of the PPG?


YES

NO  

If you have ticked yes to either of the above questions, please tick the appropriate fields below: -

Date completed & Signature





















Are you a carer? Do you look after someone? YES/NO


Details – name, relationship & contact number: 








Do you have a carer? Does someone look after you? 	YES/NO


Details – name, relationship & contact number:
































If you do not have written, recent information of your current medication please make an appointment for a telephone consultation with the in-house Pharmacist for a medication review.





















































