Please tick appropriate box

ETHNICITY

British/Mixed British

Indian/British Indian

Irish

Pakistani/British Pakistani

Other white background

Other Asian background

CHIPPENHAM SURGERY

CONFIDENTIAL NEW PATIENT QUESTIONNAIRE

White/Black Carribbean

Other Black background

PERSONAL INFORMATION

White/Black African

Chinese

Title: Forename:

White/Asian

Any Other Ethnic Group

DoB: Surname:

Other mixed background

Martial Status: Sex: M/F

Nationality: Occupation:

LANGUAGE

Telephone Number:

Please tell us which is your first language

Mobile Number:

Email address:

Address:

FOR WOMEN ONLY

Please complete where appropriate

Postcode:

Pregnancies: Have you had any pregnancies? Yes / No

If yes, how many?

Next of Kin:
Name: Contact Number:

Cervical Smear:
Last smear was taken on:

MEDICAL HISTORY

Breast Screening:
Last screening was on:

FOR CHILDREN UNDER5 - IMMUNISATIONS

Please list any allergies, serious illnesses, accidents or operations:

Please tick if your child has been vaccinated with any of the following:

Do you have a disability: If so, please give details:

First: 5in1l Third: 5in1l

First: Pneumococcal Booster: HIB & Men C
First: Men C First: MMR
Second: 5in1 Pre School Booster:

Please tick if you suffer from any of the following:

Second: Pneumococcal

Second: MMR

Second: Men C

BCG if relevant

Thank you very much for completing this questionnaire.

Please hand to reception.

Asthma Thyroid Problem Cancer
Diabetes Epilepsy Migraine
Stroke Depression Hay Fever
Heart Attack High Blood Pressure Eczema




LIFE STYLE - SMOKING

MEDICATION

Please tick the appropriate box:

Are you allergic to any medication? If so, please detail:

| have never smoked tobacco:

Ex Smoker: When did you give up:

| smoke cigarettes / cigars / pipes a day

If you wish to give up smoking please inform reception.

LIFE STYLE - ALCOHOL

Are you taking any drugs or medicines prescribed by the doctor? If so,
please detail:

Please give an approximate indication of your weekly alcohol intake (if
applicable):

HEIGHT AND WEIGHT MEASUREMENTS

Height: Weight:

EXERCISE

Are you taking any drugs or medicines not prescribed by the doctor? If
so, please detail:

If you take part in sport or regular exercise, please give details of what
you do and how often:

ARMED FORCES
Are you or have you served in the armed forces:

IMMUNISATIONS

ARE YOU A CARER?

Please tick if you have been immunised against the following and date if
known:

Do you look after someone who is ill, frail, disabled or mentally ill?
YES / NO

Polio Rubella
Tetanus Tetanus Booster
Hepatitis B

Are you a carer for a relative or friend?

If you are a carer, we would like to support you.




