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EMMER GREEN SURGERY – NEW PATIENT QUESTIONNAIRE

All of the following information on this form is treated as confidential.  Please complete as much of the form as possible so that we can add the information to your medical records. And please complete all fields with     * or it will delay you being registered with us.
For women over 40 and men over 35, please make an appointment for a Blood Pressure/ Urine Check with our Nurse. 
REGISTRATION DETAILS                 NHS NO * ______________________       IF NOT KNOWN                     
PLEASE CONTACT LAST SURGERY

Title :* 

Mr / Mrs / Miss / Ms

Surname :*
___________________________Previous Surname:* ____________________
Forenames :*
___________________________D.O.B.*  ______________________________

Address :*
________________________________________________________________

__________________________________POSTCODE      RG 4 _(_ONLY)   ___  ___   ___ 

Home Tel No.*________________________     Work Tel No. _________________________

Mobile :
___________________________       SEX:*     M      F   (please circle)
Email Address       ___________________________
	Next of Kin?
Name, address, telephone number,
	Are you a Carer ?       Yes    /    No


	
	IF SO WHO DO YOU CARE FOR:

___________________

Do you have a carer     Yes    /    No 

Details of carer:




	Name and address of Previous Doctor *
	Your Previous address *

	
	

	Place Of Birth *
	


Ethnic Group – Please specify ( ( )

	White British 
 (9S10)   (

	White  Asian    
   (9SB2)   (
	 Asian

 (9SH)    ( 
	Black Mixed
(9S5)     (
	                        Ethnic Origin
Other Mixed  ( 
(9SB)                         

	Other/White Ethnic Group
(9SI2)     (

	Black/Ethnic Group
(9SG)     (
	                     Black British
                   (9S41)     (

	                Chinese     

                            (9S9)        (              
	Other Ethnic 
Non –mixed

(9SA)      (

	Would you prefer not to give details  (

	
	
	
	


MAIN SPOKEN LANGUAGE _________________________________
MEDICAL HISTORY

Please state any illnesses, operations, medical problems or accidents that you have had in the past or that you have at the moment (please don’t include any minor illnesses):
	      Year
	                                      Condition

	
	

	
	

	
	

	
	


Allergies : 

Are you allergic or sensitive to any medicines



Yes / No
If yes, please specify : ____________________________

Measurements : 
Height :  ______________________

Weight : ________________

	Do you drink ?
	Yes    /    No
	Weekly amount in Units:

A glass of wine / a single measure of spirits / ½ pint of beer = 1 unit

………………………units

	Do you smoke ?     

                                             Cigarettes
                                                   Cigars

                                                      Pipe
	Yes    /    No
Yes    /    No 

Yes    /    No


	Daily quantity – Date Started
_______           ________
_______           ________
_______  oz     ________


	
	Never smoked

(Please tick)

     □

         
	Ex-smoker : 

Year stopped   _________



Is there a Family History of any of the following problems ?

	Please give details in the table below, the member of the family who has been affected and at what age.  
	Indicate if yes  √
	
	Relation 
	        Age

	High Blood Pressure


	
	
	________________

________________


	      ________
      ________

	Heart Disease


	
	
	________________
________________

	      ________

      ________

	Diabetes


	
	
	________________

________________

	      ________

      ________

	Asthma


	
	
	________________

________________

	      ________

      ________

	Fits (Epilepsy)


	
	
	________________
________________

	      ________

      ________


Other Hereditary Problems : ____________________________________________________

Thank you for taking the time to complete this questionnaire.
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