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New Patient Health Questionnaire
Thank you for joining our Practice.  

Please complete the following brief and confidential Questionnaire.

Title: _____   Forenames: _____________________________ Surname: __________________________   


Date of Birth: __________  Tel No (Inc code): _________________ Mobile:   _____________________

Address:   _____________________________________________________________________________________
_____________________________________________________________
Post Code:   _______________________     Occupation:   ______________________________________
Name of your previous GP and surgery address: ______________________________________________
____________________________________________________________________________________

Your Medical History:

Have you suffered from (please tick )
	High Blood Pressure?
	
	 Heart attack?
	
	Depression? 
	

	Angina? 
	
	 Diabetes?
	
	Cancer?
	

	Asthma? 
	
	 Epilepsy? 
	
	Stroke or TIA?
	


Past and Current Medical History: 
	Date
	Operation or Illness

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Allergies


	Please list any medications you are currently taking: (do you have a copy of current repeat medications?)

	Name                                                                              Dosage

	

	

	

	

	


	Have you any major handicap, disability, social problem or other matter that you would like your GP to know about?

	


	Have you ever been in the Armed Forces?                                                                         Yes/No

	Full time or Reserve?

	Have you any health issues as a result of this?                                                                   Yes/No

Description of issues:




	Height & Weight
	Your current height is
	Your current weight is


Alcohol Intake

	Questions
	Scoring System
	Your Score

	
	0
	1
	2
	3
	4
	

	How often do you have a drink that contains alcohol?
	Never 
	Monthly or less
	2-3 times per month
	2-3 times per week
	4+ per week
	

	How many standard alcoholic drinks do you have on a typical day when you are drinking?
	1-2
	3-4
	5-6
	7-8
	10+
	

	How often do you have more than 6 (for females) or 8 (for males) standard drinks on one occasion?
	Never
	Less than monthly
	Monthly 
	Weekly
	Daily or almost daily
	


For Patients aged 65 and over or those with a chronic disease (e.g.asthma or diabetes)

	Have you ever had a flu vaccination? Enter date or ‘never’
	

	Have you ever had a pneumococcal vaccination? Enter date or ‘never’
	


Smoking  


	Please tick as appropriate
	If you smoke please indicate
	Amount per day/grams

	Never smoked
	
	(
	Cigarettes
	
	

	Smoker
	
	
	Tobacco
	
	

	
	
	Cigars
	
	

	Ex smoker
	
	(
	No of years smoking
	Amount /day 


Exercise 
Please tick as appropriate


 
	Cannot exercise
	
	
	Female Patients only

	None at all
	
	
	When was your last smear?

	Light (walking/gardening)
	
	
	Ever had a mammogram?   Y/N   Date?

	Moderate (recreational sport
	
	
	Number of children?

	Athletic (competitive Sports)
	
	
	Using Contraception   Y/N?  Method? 


	Is there anything the doctor should know about your diet?

	

	Family History

Has any one of your blood relatives had any of these illnesses? Please indicate as appropriate
	Their illness
	Age at onset
	Relationship to you

	
	Breast Cancer
	
	

	
	Bowel Cancer
	
	

	
	Ovarian Cancer
	
	

	
	Asthma
	
	

	
	Diabetes
	
	

	
	Angina/heart attack
	
	

	
	Stroke
	
	

	
	High Blood pressure
	
	


	Emergency contact - Name                                                        Number 


Carers Information

Are you a carer?

Yes/No.  if Yes Who are you caring for:

Do you have a Carer?
Yes/No.  if Yes Name of carer:

Thank you for completing this.

Your notes may take a while to arrive here; this information will assist us in caring for you.
We invite all new adult patients to have a  ‘New Patient Health Check’
The purpose of this Health Check is to provide information for us to assist in caring for you prior to receipt of your notes form your previous practice. We may be able to suggest ways to enhance your lifestyle or offer support for any current medical problems you may have. 
Date of your Appointment is 



Time 
** Please remember to bring a sample of urine to this appointment **

** The Receptionist will give you a sample bottle **
Consent for contact by email and text
Salters Medical Practice is continually looking to develop our methods of communication to keep patients informed about the Practice and facilities we provide. Our Website is regularly updated with useful information and facts relating to the Practice and general health issues.
Email and text provide a faster and less expensive way of keeping you informed and we may wish to contact you by email or text to alert you to the latest news or information. 
If you would like to be included please complete your email address details below. All communication will be for administrative items and Practice news only. 
We may use your mobile number to send you a text to remind you of your appointment.
For confidentiality reasons emails sent from the Practice will not be used to transmit any clinical information. 
Please do not use email or text to correspond with the Practice on personal clinical issues. 
You can request repeat prescriptions via our web site www.salters.org.uk  

You may notify us of last minute appointment cancellations on a dedicated text line. The number is 07500377658
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
I wish to be contacted by email:
	Email address:    




If you do not wish to be contacted in this way please complete the details below.

	

	I    (Name)

	Of (address)

	

	Do/Do not wish to be contacted by email

	Do/Do not wish to be contacted by text

	Signed:                                            

	Date: 




ETHNICITY MONITORING FORM
The government inform us that certain diseases may be linked to certain ethnic minority groups and as part of their research they have asked us to gather the information below
Title _____   Forenames  _____________________________ Surname __________________________   


Date of Birth   __________  Tel No (Inc code) _________________ Mobile   _____________________
Address   ____________________________________________________________________________

____________________________________________________________________________________

Post Code   _______________________     Occupation   ______________________________________

1. Please tick the box of ethnic


2. Which religion do you practise?

 group you feel you belong to:

A  White





135S  Buddhist


    ⁯
9s10
British



⁯

135A Christian (including C of E,

9S11
Irish



⁯

         Catholic, Protestant and 

9S12 
Any other white background
⁯


other Christian faiths)

    ⁯







1358 Hindu



    ⁯
B Mixed





1355 Jewish



    ⁯
9SB5
White & Black Caribbean
⁯

1359 Muslim



    ⁯
9Sb6  
White & Black African
⁯

135B Sikh


                ⁯
9SB2
White & Asian

⁯

135Z and write in: any other religion
    ⁯
9SBl
Any other mixed background
⁯

135D None



    ⁯
C  Asian or Asian British



3. What is your preferred language?










(Please chose one)
9S6
Indian



⁯



Written
Spoken
9S7
Pakistani


⁯

Arabic

13n0
  ⁯
13l0
    ⁯
9S8
Bangladeshi


⁯

Bengali
13n8      ⁯
13l1         ⁯
9SH
Any other Asian background
⁯

Cantonese
13n9
  ⁯
13l2         ⁯







English
13nB     ⁯    
13l4         ⁯







Gujarati
13Z6Z  ⁯
13l6         ⁯
D  Black or Black British                                                                   &write in
9S2
Caribbean


⁯

Hindi

13nD    ⁯
13l8         ⁯
9S3
African


⁯

Panjabi
            13n2   
 ⁯ 
13lE 
    ⁯
9SG
Any other black background
⁯

Urdu

13n7     ⁯
13lL
    ⁯









  Spoken/visual
E  Any other Ethnic Group



Mirpuri
13b4
⁯







Pashto

13Z64  ⁯
9S9 Chinese



⁯

Pathwari 
13Z6Z & write in            ⁯
9SAD and write in : Yemeni

⁯

Sylheti

13lJ
 ⁯
9SI
Travellers


⁯

British Sign language  ⁯
9SAD Any other: please describe
⁯

4. Please tick if: 

…………………………………


   13vc   You have a disability 
    ⁯
9SD Do not wish to state

⁯

   13vc5 You are registered disabled      ⁯
Quality Care





Quality Care








