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FEMALE NEW PATIENT QUESTIONNAIRE

We ask all patients joining our Practice to complete this form. The information is strictly confidential for your medical and will help us to provide the best possible medical care.

	Surname:
	Title:

	Forenames
	D.O.B:

	Address:
	Marital Status (circle as appropriate)

	
	(Single / Married / Divorced / Widowed /Other)

	Postcode:
	Occupation:

	Telephone Number:
	Height:

	Mobile:
	Weight:

	E-mail Address:
	Waist Circumference:                         cm


ETHNICITY - Please tick as appropriate (ask at reception for further information)
	· White British
	· Mixed White & Black Caribbean
	· Any other Asian background (Asian or British Asian)

	· White Irish
	· Mixed White & Black African
	· Mixed White & Asian

	· Any other White background
	· Mixed Black & Asian
	· Any other mixed background

	· Caribbean (Black or Black British)
	· Indian (Asian or Asian British)
	· Chinese

	· African (Black or Black British)
	· Pakistani (Asian or Asian British)
	· Any other ethnic origin

	· Any other Black background (Black or Black British)
	· Bangladeshi (Asian or British Asian)
	· Do not wish to state


· ARE YOU ALLERGIC TO ANY DRUGS?
Yes (
No (
If yes please specify………………………………………………………………………………………………………………………………………………………………………………………

· HAVE YOU SUFFERED FROM (please tick)

	· Diabetes
	· Asthma
	· Epilepsy
	· Cancer (please specify)

	· High blood pressure
	· Heart Disease
	· Hepatitis
	


· ANY OTHER MAJOR ILLNESSES?
Yes (
No (
If yes, please specify……………………………………………………………………………………………………………………………………………………………………..

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

· ARE YOU ON ANY REGULAR MEDICATION?
Yes (
No (
If yes, please list them and bring them with you………………………………………………………………………………………………………….………….

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

· HAVE YOU EVER HAD ANY OPERATIONS?
Yes (
No (
If yes, please list with dates…………………………………………………………………………………………………………………………………………………………

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

· WHEN DID YOU LAST HAVE A CERVICAL SMEAR (PAP TEST)

Date………………………………..

Never (
· WAS IT NORMAL?
Yes (
No (

If NO, What was it? ………………………………………………………………………………………………………………………………………………………………………

· WHERE WAS IT TAKEN?
	· GP Surgery
	· F.P Clinic
	· Hospital
	· Private
	· Abroad


· DO YOU USE CONTRACEPTION?
Yes (
No (
If yes, please tick which type

	· Condoms
	· The Pill
	· Injection
	· Coil
	· Other


· NUMBER OF CHILDREN:………………
Boys……………
Girls…………….
· ARE YOU CURRENTLY PREGNANT?
Yes (
No (
· DO YOU SMOKE?
Yes (
No (

If YES how many per day?
  <1

1-9

10-19

20-39

40+

(Please circle)
· Would you like help to quit?
Yes (
No (

· IF NO, HAVE YOU EVER SMOKED?
Yes (
No (
If YES when did you successfully quit smoking?
…………………………

How many did you smoke a day?  <1

1-9

10-19

20-39

40+
(Please circle)
· DO YOU DRINK ALCOHOL REGULARLY
Yes (
No (
If Yes, how many units per WEEK?

…………………. Per week
(One unit is half a pint of beer/lager or one small glass of wine, or a single pub measure (25ml) of spirits)

· HAVE YOU HAD A TETANUS BOOSTER IN THE LAST 10 YEARS?  Yes (
No (
If yes, please give date………………………………………………………………………………………………………………………………………………………………………….

FAMILY HISTORY:

Is there any known family history of (Parents, brothers and sisters only):

	· Angina/Heart Attack (before age 60)
	· Angina/Heart Attack (after age 60)
	· Hypertension
	· Diabetes


	· Glaucoma
	· Epilepsy
	· Blindness
	· Cancer – please specify

	· Asthma 
	· Eczema
	· Stroke
	


NEXT OF KIN

Name:………………………………………………………………………………………………………………………………………………………………………………………….

Telephone Number:……………………………………………………………         Relationship …………………………………………………………………
Do you have a carer?
Yes (
No (

or
Are you a Carer?
Yes (
No (
Carer’s Details……………………………………………………………………………………………………………………………………………………………………….

Signature…………………………………………………………………………… 
Date…………………………………………………………………………

Thank you for your help.  Please bring this into Reception with your NHS Medical Card, signed and completed. If you do not have a Medical Card, you will have to complete a registration application and provide proof of residence. 

Supporting documents checked? Yes (    No (   N/A (   Staff Signature ………………….................................


