


New Patient Registration 16+ Adults
Age
5-16
Under 5’s

Questionnaire					           			PT 		Emis I.D:
Patient Details
Surname:  _________________________
First Name: ________________________
Date of Birth: ___________________________ 
Age:__________, Sex: Male [ ]  Female[ ], 
Marital Status: ____________________
Address:_________________________________________________________________________________________________________________________________
Postcode: ________________________
Home No:_________________________
Mobile No: ________________________
What is your Occupation? 
__________________________________
Who lives with you? __________________________________
__________________________________
Next of Kin
[bookmark: _GoBack]Name: _________________________________
Address:_______________________________________________________________________________________________
Postcode: ______________________________
Home No: _________________________
Mobile No: ________________________
Relationship to patient: ________________________________________

Medical History 
Have you suffered from any of the following problems? If YES, please tick the relevant boxes.

[ ] Migraine/Headaches		[ ] Stomach or bowel disease		[ ] Tuberculosis			[ ] Hay Fever
[ ] Hepititis or liver problems		[ ] Malaria or other tropical diseases	[ ] Dietary/eating problems		[ ] Asthma
[ ] Back or joint Problems		[ ] Kidney or urinary problems	[ ] Skin rashes or diseases		[ ] Diabetes
[ ] Ear, nose or throat problems	[ ] Epilepsy, fits or blackouts		[ ] High Blood pressure		[ ] Cancer
[ ] Anaemia/blood disorder		[ ] Any operations			[ ] Stroke				[ ] Lung Disease
[ ] Heart Disease/or heart attack	[ ] Mental illness			[ ] Depression/stress/anxiety		[ ] Drug Misuse
[ ] Non drug allergies		[ ] Drug allergies		[ ] NONE OF THE ABOVE	

Details if ticked above- please describe problems, when (DATE) they occurred, treatment received and whether they still exist.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any other problems not mentioned above? Please give details ________________________________________________________________________________________________________________________________________________________________________
Do you have any ON GOING medical problems at present?
________________________________________________________________________________________________________________________________________________________________________
Are you taking any medication’s Pills or any other sort of treatment? Please give details of strength and dose
________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________












Ethnic Origin:
______________________________________
Religion:________________________

First Language:__________________________
Is an Interpreter Required: 	Yes [ ]  No [ ]
Refugee? 			Yes [ ]  No [ ] 
Asylum Seeker? 		Yes [ ]  No [ ]



































		
Do you have any children? Yes [ ] No [ ] 
Age(s) __________________________________________________ Are they living with you? Yes [ ] No [ ]


Your Named Accountable GP’s are :
Dr N. Khalid, Dr J. Iqbal, Dr W. Khan & Dr M Waheed
Your Height:________________________.  Your Weight:________________________________.
OFFICE USE ONLY
Received by: [_____________________________]
Entered by:   [_____________________________]
NPC booked By: [__________________________]
Appt Date & Time:__________________________
FOR FEMALE PATIENTS ONLY
Have you ever had a Cervical Smear test? Yes [ ] No [ ] Date___ /___ /____ Where_______ Results_________
Have you ever had a Breast Mammogram? Yes [ ] No [ ] Date___/__/___ Where________ Results_________
Do you suffer from any disabilities which may require special treatment or facilities? __________________________________________________________________________________________________________________________________________________
· Do you exercise? 	Yes[ ] 	No[ ]
How often do you exercise?___________________________________________________
Alcohol Status
· Do you drink Alcohol?		Yes [ ]	 No [ ] 
If YES – amount ________ units per week (e.g. small glass of wine = 1 unit)

Smoking Status
· Do you smoke? 	Yes [ ] No [ ]	 	If YES – amount _______ per day. 
What do you smoke?	 Cigarettes [ ] 	Roll ups [ ] 	Cannabis [ ] 		Cigar [ ]
· Have you ever smoked? 	Yes [ ] No [ ]	 If YES date stopped ___________ 
What did you smoke?    	Cigarettes [ ] 	Roll ups [ ] 	Cannabis [ ] 		Cigar [ ]
Family History 
Does anyone in your family suffer from the following? Please tick the relevant boxes
[ ] Heart disease	[ ] High cholesterol	[ ] Diabetes			[ ] High blood pressure
[ } Glaucoma		[ ] Cancer		[ ] Mental illness/ Depression
Are there any other serious diseases in your family? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________
Children under the age of 16 (school information)
Name of School:_____________________________________________________ 
TelephoneNo: ______________________________________________________________
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