TAYVIEW MEDICAL PRACTICE – NEW PATIENT QUESTIONNAIRE


TITLE _______ NAME ____________________________________ INITIAL________
DOB _____________
                                                                                                         If you agree to us contacting you via text message please tick. 
ADDRESS _______________________________________________TEL NO _______________(incl Mobile)
                                                                                                         If you agree to us contacting you via email please tick. 
OCCUPATION________________________________  Email Address ______________________________
NEXT OF KIN ________________________________TEL NO __________________________ 
Do you care for a child or adult with physical/mental health needs? 

( yes

( no

(Not as part of your employment)

ETHNIC ORIGIN  

A. White      Scottish    English   Irish    Welsh   Any other White background, please specify ………..

B. Mixed       Any Mixed background, please specify …………………………………………………..………

C. Asian, Asian Scottish, Asian English, Asian Welsh or other Asian British

     Indian  Chinese   Pakistani  Bangladeshi  Any other Asian background, please specify …......….......

D. Black, Black Scottish, Black English, Black Welsh or other Black British

       Caribbean       African   Any other black background, please specify …………………....…………….

E. Other ethnic background  Any other black background, please specify …………….…………….………….
Do you need an interpreter or sign language support?

( yes

( no
If you do need an interpreter what language do you speak?   Please state ……………………………………….
PERSONAL MEDICAL HISTORY
DIET

(good
             ( average
( poor
       
VEGETARIAN
( yes
( no

EXERCISE
( physically impossible
( light

( moderate               
(   heavy

SMOKING
( never smoked

( ex smoker                                      
( Current Smoker

   Smoking Cessation Advice – leaflets and information available in the Practice
ALCOHOL 
(no
  
( yes

(units per week

Do you have any allergies?


( no ( yes details ___________________________________

 YOUR MEDICAL HISTORY
Do you suffer from (or previously suffered from) any of the following:
Diabetes

( no

( yes
Please state Type 1 or Type 2 __________________


Asthma or COPD
( no

( yes
 Please state Asthma or COPD __________________


Stroke


( no

( yes    


High Blood Pressure
( no

( yes



Angina

            ( no

( yes

Heart Attack

( no

( yes
YOUR FAMILY MEDICAL HISTORY (GRANDPARENTS & PARENTS ONLY)

Angina

 
( no
( yes

If yes, at what age and whom  ___________________________

Heart Attack

( no
( yes

If yes, at what age and whom  ___________________________

High Blood Pressure
( no
( yes
 
If yes, at what age and whom ____________________________

Diabetes

( no   ( yes

If yes, at what age and whom ____________________________

Asthma

( no
( yes

If yes, at what age and whom ____________________________

Stroke

            ( no
( yes

If yes, at what age and whom ____________________________

Do you require any repeat medication
( no  ( yes 

IF YES, PLEASE MAKE AN APPOINTMENT FOR A MEDICATION REVIEW PRIOR TO YOUR FIRST PRESCRIPTION REQUEST

THIS SECTION TO BE COMPLETED IN THE SELF TEST ROOM

HEIGHT ______m
      WEIGHT _______Kg
      BP       _____/_____   DATE …………………………
TAYVIEW MEDICAL PRACTICE OCTOBER 2017                                              

