The Quarter Jack Surgery

NEW PATIENT QUESTIONNAIRE
	Full name:
	Mr/Mrs/Miss/Ms

	Date of birth:
	Tel no:

	Email address: (by providing this we will assume permission to include with details passed to the National Spine)


	What is your occupation?

	Ethnic origin: 



	Main Spoken Language:

	If under 16 – which school do you attend? 



	Have you previously been registered with this practice?      YES/NO 




	Questions
	Scoring System

        0                  1                  2                 3                    4
	Your 

Score

	How often do you have 8(men) 6(women) or more drinks on one occasion?
	Never
	Less than 
Monthly
	Monthly
	Weekly
	Daily or
almost daily
	

	How often in the last year have you not been able to remember what happened when drinking the night before?
	Never
	Less than 

Monthly
	Monthly
	Weekly
	Daily or

almost daily
	

	How often in the last year have you failed to do what was expected of you because of drinking?
	Never
	Less than 

Monthly
	Monthly
	Weekly
	Daily or

almost daily
	

	Has a relative/friend/doctor/health worker been concerned about your drinking or advised you to cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	


If your score is more than 3 please make an appointment to see a nurse to discuss your alcohol intake.
Do you smoke?       YES/ex-smoker/never smoked.               If yes how many per day?…………….

What is your height?     ……..ft  ……..ins    or    ……. metres

What is your weight?    ……..st  ………lb    or    ……. kilos

	Do you, or any members of your family have any of the following illnesses? (If so please state which member):

	Sugar Diabetes

	

	High Blood Pressure
	

	Ischaemic Heart disease                   
	

	Asthma
	

	Epilepsy

	

	Cardiovascular accident/stroke       
	

	Cancer (please specify type)
	


For ladies:    (if appropriate)

	Date of last smear
	

	Date of last mammogram
	


Do you have a Carer?
YES/NO    






If yes, you will be sent separate information for carers.
Are you a Carer?
YES/NO    
Do you have Private Health Insurance?  YES/NO (please delete)



PTO 
Do you already have an existing Summary Care Record?   YES/NO

Do you take regular medication, including oral contraceptives? Please list:-

	

	

	

	

	


Are you allergic to any medication? (If so please state): 

	


Have you had an influenza vaccination?  YES/NO

If yes, please give the date of the last one __________________________________

Have you had a pneumococcal vaccination?  YES/NO

If yes, please give the date _______________________________________________

Please list all serious illnesses, hospital admissions or operations:-

	
	date:

	
	date:

	
	date:

	
	date:

	
	date:


How did you get to know about our surgery? (Please tick the appropriate box)

	The previous occupant of your property left details
	
	Recommended by someone else in the locality
	

	Advertising
	
	Internet
	

	Yellow pages
	
	
	

	Other (please state)


THANK YOU FOR YOUR TIME.

PLEASE BRING A URINE SAMPLE WITH YOU FOR YOUR NEW PATIENT CHECK APPOINTMENT.

	FOR GP/NURSE USE ONLY-Please tick 
	FOR OFFICE USE ONLY-Please tick & initial

	DATA ENTERED
	
	SOPHIE DONE   


JS/Masters/Forms/December 11

Review date December 12


