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MEDICAL PRACTICE



NEWMILNS & DARVEL MEDICAL PRACTICE

NEW PATIENT QUESTIONNAIRE

Welcome to the practice.  Thank you for applying to register with this medical practice.  In order that we can offer you the highest possible standards of medical care, please complete this questionnaire as fully as possible.  All information is strictly confidential.  It is our policy that all new patients complete this questionnaire and have a new patient medical with our practice nurse within 28 days of applying to register with this practice.

Patients need to attend for a new patient medical to be accepted on to the practice list.

The practice nurse will go through your completed questionnaire and discuss any relevant issues with you.  Please bring a specimen of urine with you when you attend your new patient medical, containers can be obtained at the reception desk.

Please complete in block capitals and circle relevant answers.
Have you been registered with this Practice before       YES         NO

PERSONAL DETAILS
	Title


	
	Date of Birth


	

	 First name(s)


	
	Male
	

	Surname
	
	Female
	

	Address


	
	Marital status
	

	
	
	Occupation
	

	
	
	Telephone Number
	

	Postcode


	
	Next of Kin Name and
Telephone Number
	


	Height                                                                                    Weight




Are you housebound?       YES               NO                         Do you live alone?       YES            NO                         

Do you have a disability?   YES              NO                          Are you a carer?          YES            NO             

(IF YES PLEASE GIVE DETAILS)_____________________________________________________________________________
                                      Are you looked after by a carer?               YES               NO
Do you have any allergies?     YES              NO 

(IF YES PLEASE GIVE DETAILS______________________________________________________________
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Please list any serious illnesses or operations with approximate dates:
___________________________________________________________________________
___________________________________________________________________________

___________________________________________________________________________
Please list any current medication (herbal remedies/non prescribed drugs) or treatment with approximate dates; (PLEASE NOTE THAT WE REQUIRE YOU BRING ALONG YOUR REORDER FORM OR ALL YOUR USUAL DRUGS INCLUDING INHALERS TO THE NURSE APPOINTMENT)
___________________________________________________________________________

___________________________________________________________________________
___________________________________________________________________________
Do you smoke?                 YES           NO           (If yes give details) ______________________________
Do you drink alcohol?      YES           NO          (If yes give details) _____________________________

Do you exercise?              YES           NO          (If yes give details) _____________________________

Have you ever suffered from any of the following;   (please circle yes or no)
Heart attack

YES
NO

Diabetes
YES
NO

Stroke


YES
NO

Epilepsy
YES
NO

Asthma


YES
NO

Hay fever
YES
NO
Eczema


YES
NO

High cholesterol
YES
NO
Cancer         YES         NO                  (Further details) _________________________________________
Have you any close family member (mother, father, sister, brother etc) who have suffered from any of the above illnesses?   Please give approximate age, particularly for heart attacks, stroke and cancer (with type of cancer if known)
_______________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

	Ladies;  date of last smear


	
	Result of smear
	

	For ladies who have had hysterectomy please give date




PAGE 2
Q.  What is your ethnic origin?
       (Please circle)


SCOTTISH    ENGLISH      WELSH     BRITISH    NORTHERN IRISH    IRISH  

             
ASIAN   CHINESE   INDIAN    PAKISTANI    BANGLADESHI  
              BLACK BRITISH     BLACK AFICAN    BLACK CARIBBEAN    BLACK, OTHER 

              OTHER ASIAN ETHNIC GROUP    OTHER WHITE ETHNIC GROUP    OTHER ETHENIC, MIXED ORIGIN

              OTHER ETHINIC GROUP OTHER (please specify) ___________________________________

              ETHENIC GROUP NOT GIVEN – PATIENT REFUSED 

*******************************************
THIS SECTION TO BE COMPLETED BY PRACTICE NURSE ONLY

	BP


	URINALYSIS
	BMI

	WEIGHT


	HEIGHT
	PARITY

	CONTRACEPTION


	

	COMMENTS
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Access to Health Records under Data Protection
 Act 1998 (Subject Access Request).
Patient’s authority consent form for release of health records (Manual or Computerised Health Records)
I hereby give consent to Loudoun Medical Practice to obtain copies of my medical history from my previous practice to help maintain my continuity of care during the transition of my medical history via practitioner services.
	Full Name
	

	Current Address
	

	Contact No.
	

	Email
	

	Signature of Applicant
	

	Patient’s representative
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