NEW PATIENT (ADULT) HEALTH CHECK QUESTIONNAIRE
Please complete this confidential questionnaire (one for each member of the family to be registered)
Name___________________________________Mr/Mrs/Miss/Ms_______________Date of Birth________________

Address________________________________________________________________________________________
________________________________________Postcode______________Telephone_______________________
	Mobile Telephone

I consent to be contacted* by SMS on this number: _______________________________________

Email

I consent to be contacted* by email at this address:________________________________________


It is your responsibility to keep us updated with any changes to your telephone number, email & postal address. We may contact you with appointment details, test results or health campaigns. If you do not consent to being contacted by SMS or Email, please tick here:   SMS  (  ) Email (  )

Marital Status __________________   Religion ______________________1st Language  ____________________

	Which of the following best describes how you think of yourself?

Non-binary( )   Female( )     Male ( )       Prefer not to say ( )     Unable to answer ( )


	Is your gender the same as the sex you were assigned at birth? Yes ( )  No (  ) Prefer not to say ( )  Unable to answer ( )


Ethnic Status

White/British ( ) Other White ( ) W & B Caribbean ( ) W & B African ( ) White/Asian (  ) Other Mixed ( ) Chinese ( )
Indian British ( ) Pakistani/British (  ) Bang/British Bang ( ) Other Asian ( ) Caribbean ( ) African ( ) Other Black ( ) Irish ( ) 

Occupation:
Unemployed ( ) 
Retired ( )
Full-Time ( )
Part-time ( ) 
What Type_______________________

Military Veteran      Are you a Military Veteran?                Yes (  )     No  (  )

Medical History:
Have you had any operations in the past?
Yes ( )
No ( )
If yes, please list operations and dates, if known

________________________________________________________________________________________
________________________________________________________________________________________
Are there any investigations/referrals outstanding from your previous GP? Yes ( )
No ( )

If Yes, please arrange to see the Doctor
	Have you suffered from any of the following conditions?

	(  ) Asthma

(  ) COPD

(  ) Epilepsy
	(  ) Heart Disease

(  ) Heart Failure

(  ) High Blood Pressure
	(  ) Diabetes

(  ) Kidney Disease

(  ) Stroke
	(  ) Depression

(  ) Underactive Thyroid

(  ) Cancer- Type:___________


Any other major illnesses?

 Yes ( )
No ( )
If Yes, please list:______________________________________
Are you allergic to any drugs?
 Yes ( )
No ( ) 
If Yes, please list______________________________________

Medication

Are you on regular medication?
 Yes ( )
No ( ) 
Please give us your previous repeat medication list if possible. A medication review appointment may be needed with the Pharmacist or Doctor
Immunisations:
Do you have a Flu Vaccination annually?

Yes ( ) 
No ( )

Have you had a Pneumococcal Vaccination in the past?
Yes ( )
No ( )

Family History:
Have your parents, brothers or sisters suffered with any of the following:

Asthma ( )     Diabetes ( )     High Blood Pressure ( )     Heart Problems( )      Glaucoma ( )      Cancer ( )      TB ( )
	Do you smoke?
	(  ) Never smoked   
	(  ) Ex-smoker        
	(  ) Yes     

	Do you use an e-Cigarette?
	(  ) No                     
	(  ) Ex-User            
	(  ) Yes     

	How many cigarettes did/do you smoke a day?
	(  ) Less than one    
	(  ) 1-9       (  ) 10-19  
	(  ) 20-39     (  ) 40+

	Would you like help to quit smoking?
	(  ) Yes                   
	(  ) No
	

	
	


If you are a smoker we would advise you to stop . Please see our Practice Nurse who will support/help you to give up,  or for further information, please see: www.nhs.uk/smokefree
Exercise
Do you exercise?     Yes ( )   No ( )    If yes, number of times per week___________ Type of exercise_____________

	AUDIT–C QUESTIONS
	Scoring System
	Your Score

	
	0
	1
	2
	3
	4
	

	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
	

	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+
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?
	Never 
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily 
	

	A score of less than 5 indicates lower risk drinking 
	TOTAL:
	


                                    Scores of 5 or more requires the following 7 questions to be completed:

	AUDIT QUESTIONS

(after completing 3 AUDIT-C questions above)
	Scoring System
	Your Score

	
	0
	1
	2
	3
	4
	

	How often during the last year have you found that you were not able to stop drinking once you had started?
	Never 
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily 
	

	How often during the last year have you failed to do what was normally expected from you because of your drinking?
	Never 
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily 
	

	How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
	Never 
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily 
	

	How often during the last year have you had a feeling of guilt or remorse after drinking?
	Never 
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily 
	

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?
	Never 
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily 
	

	Have you or somebody else been injured as a result of your drinking?
	No
	
	Yes, but not in last year
	
	Yes, during last year
	

	Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?
	No
	
	Yes, but not in last year
	
	Yes, during last year
	














TOTAL      
	Do you have any communication difficulties?  (  ) Yes        (  )  No

If Yes please identify below

	(  )  Hearing aid

(  )  Lip reading
	(  )  Large print

(  )  Braille
	(  )  British Sign Language

(  ) Makaton Sign Language    (  )  Guide dog


Specific Needs : Please detail any specific needs you have so the Practice can ensure they are identified and accommodated 
Please state any sensory impairment you may have:              Speech   ( )            Hearing  ( )                Sight  ( )

Are you an ‘Assistance Dog’ user?      Yes ( )                    No ( )

Please state any Physical Disabilities you have   _________________________________________________

Please state any Mental Disabilities you have      _________________________________________________
Please state any requirements you have to be able to access the Practice Premises_______________________

Please state any Religious or Cultural needs ____________________________________________________
Do you require the help of a Translator/Interpreter_______________________________________________

If you are a Carer, please complete the details of the person you care for:

Name__________________________________ Address________________________________________

Telephone number_______________________

If you have a Carer, please complete the details of the person who cares for you:

Name __________________________________ Address _____________________________________

Telephone_______________________________

Please sign here if you wish us to disclose information about your health to your carer.
Signed______________________________________ Date________________________________
Do you receive support from any other professional agency (e.g., probation services, mental health teams, domestic abuse services, social services)    Yes (  )   No (  )

Have you accessed support from any other professional agency in the last three months?     Yes (  )   No (  )

Do you require support to access the agency specified due to relocation?    
Yes (  )   No (  )

Women Only

	Do you use any contraception?
Do you have a coil or implant insitu
	(  ) Yes      (  ) No   If needed, please book appointment.
(  ) Yes     (  ) No   Date inserted: 

	Are you currently pregnant or think you may be?
	(  ) Yes      (  ) No   Expected due date:


Have you ever had a cervical smear? 
Yes ( ) 
No ( )
If yes, state date of test if known______________________

                                                                                                                                          and result _____________________
Date of last mammogram (if applicable) ______________________
The NHS Summary Care Record is an electronic record of important information about your health. It is available to health care staff providing your NHS care. An information pack has been provided.

Please return this form with your registration document and make an appointment to see the Practice Nurse for a Health Check.

Please bring a specimen of urine and a list of any medication that you presently take with you to the appointment.
Thank you for completing this form.

