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NEW PATIENT MEDICAL QUESTIONNAIRE

Date of receipt by Practice ………………

Welcome to The Abbey Practice, our aim is to promote good health.  As it may be some time before your records reach us, we would appreciate it if you could complete this questionnaire fully.  Once completed, we may contact you to make an appointment with the practice nurse for a brief check-up.  

	FULL NAME


	Mr/Mrs/Ms/Miss

(Please circle)

	DATE OF BIRTH
	
	OCCUPATION
	


1. Have you registered with this Practice before?  YES/NO
2. ARE YOU PRESENTLY SUFFERING ANY ILLNESS OR RECEIVING MEDICATION?   YES/NO 
      (If YES, please give details and list all medications and dosages, including those not prescribed by a Dr)

3. PAST MEDICAL HISTORY (please list all important illnesses, most recent last, including hospital admissions, special investigations (including testing or history of Hepatitis B or C or HIV)
DATE

DETAILS



PLACE/HOSPITAL


3a.   Smoking – Do you smoke?  Yes / No / Ex (please circle) If YES, how many per day? 

3b.   Alcohol – 
Do you drink alcohol? YES/NO (please circle)

If YES, how much do you drink each week? ………………

How often in a month do you have more than 8 drinks for men or 6 drinks for women at a time?  ………………….

How often have you not remembered what happened the night before? ……...

How often could you not do what you were supposed to the next day?  .……...

Has any friend or professional ever been concerned about your drinking? Y/N
4. ALLERGIES Please list any allergies, particularly any medicines to which you are allergic.

5. IMMUNISATIONS (Adults) Have you had any recent immunisations (within 2 years)?

Please give details:

6. IMMUNISATIONS (Under 6 years) - MUST BE COMPLETED PRIOR TO REGISTRATION

Has your child had all recommended immunisations?         YES/NO

If you have a childhood immunisation record, please bring it to the Practice and administrative staff will copy for our records
If you have NO record of your child’s immunisations, PLEASE COMPLETE THE FOLLOWING: 

	CHILDHOOD IMMUNISATIONS
	Age Normally Given
	Date Given

	DTP/Hib/IPV & Pneumococcal & Rotavirus
	2 months
	

	DTP/Hib/IPV & Rotavirus
	3 months
	

	DTP/Hib/IPV& Meningitis & Pneumococcal
	4 months
	

	Hib/Meningitis & Pneumococcal & MMR
	12-13 months
	

	PRE-SCHOOL BOOSTER
	
	

	DTP/IPV & MMR 
	3 – 5 Years
	

	Other - Please provide any other details you feel are relevant




7. ARE YOU PRESENTLY A CARER FOR ANY RELATIVES OR FRIENDS?           YES/NO
Please give details: 

8. FAMILY HISTORY
	
	Age
	Alive/Dead
	Significant Illnesses/Cause of Death

	Father
	
	
	

	Mother
	
	
	

	Brother(s)


	
	
	

	Sister(s)


	
	
	

	Husband/Wife
	
	
	

	Children


	
	
	


9. IS THERE ANYTHING ELSE YOU THINK MAY BE RELEVANT? (detail below)
10. FEMALES ONLY
· Have you ever had a cervical smear?

YES/NO

· If Yes, when was the last one (year)


……………………….

· Was the result satisfactory?



YES/NO/DON’T KNOW

· How many pregnancies have you had?

……………………….

· How many children do you have?


……………………….

· Are you taking the pill?



YES/NO

· Do you have the coil or implant fitted?

YES/NO
(If YES, please specify coil or implant and note the date this is due to be replaced?  .................................







