NEW PATIENT REGISTRATION/HEALTH QUESTIONNAIRE

Please complete this questionnaire as fully as possible. The information will help the doctor to make an initial assessment of your health which will help in your future treatment. 
GP PRACTICE

Please circle the GP practice you wish to register with:
1. Dr McCandless & Partners
2. Dr McNiff & Partners
3. Dr Ramsey & Partners

PATIENT DETAILS
Surname: ………………………………………………….. Forename(s): …………………………………

Date of Birth: …………………………………………….. Marital status: ….……………………………
Address: …………………………………………………………………………………………………………….

……………………………………………………………….… Postcode: …………………………………..….

Home tel: ……………………………………………..…… Mobile: ……………………………………….…

Weight (approx): ……………………………………….. Height: ……………………….…………………
Do you consent to being contacted by text eg appointment reminders, clinic invites:


Yes                  No    
SMOKING
Please circle the statement that applies to you:

1. I am a smoker



2. I am a non smoker

3. I am an ex smoker

If you are a smoker how many do you smoke?
Cigarettes per day ……….....   Cigars per day …….…....   Ounces of tobacco per day …………..
FAMILY HISTORY

Is there any of the following in your family (father, mother, brother, sister) before age of 65?
Heart Disease (heart attacks, angina)  
Yes / No  Which family member? ………………………….
Stroke?




Yes / No  Which family member? ………………………….
Cancer?




Yes / No  Which family member? ………………………….






Site of cancer? ……………………………………………………
CONTINUED OVERLEAF

MEDICATION

Please give details of any medication which you take (prescribed or otherwise):
Name of drug: ……………………………………
Name of drug: ……………………………………
Dosage: …………………………………………….
Dosage: …………………………………………….
Name of drug: ……………………………………
Name of drug: ……………………………………
Dosage: …………………………………………….
Dosage: …………………………………………….
ALLERGIES

Are you allergic to any substances or foods?     Yes / No

If yes, please give details: ………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

PAST MEDICAL HISTORY

Please give details of any hospital treatment as an in-patient: …………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………

Please give details of any chronic medical conditions eg asthma, COPD, diabetes:
…………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………

FEMALE PATIENTS

Date of most recent cervical smear: ………………………………………………..………..

Date of most recent breast screening (if applicable): …………………………………..

CARERS
Do you have anyone who looks after you or your daily needs as Carer?

Yes / No

Do you care for anyone else?







Yes / No

If “Yes”, we can pass your details to the local support group; ask at reception for a consent form    
Signed ……………………………………………..

Date …………………………..
















