WHINHILL MEDICAL PRACTICE
PATIENT QUESTIONNAIRE

Thank you for registering with this practice. We would like to know more about you – please complete BOTH sides of the form as accurately & thoroughly as possible.

PERSONAL DETAILS

	Surname
	Other Names
	Date of Birth
	Male/

Female
	Marital Status

	
	
	
	
	

	School Attended 

(for children under 16 years)
	

	Number of Children who live with you 
(parents/guardians only)
	


	Day-time contact telephone number:                                                               work (  home  (

	Mobile phone number:                                   
	tick here if you do not wish to 
be contacted on this number           

	Contact Email Address:
	tick here if you do not wish to 
be contacted via email


HAVE YOU HAD OR DO YOU SUFFER FROM ANY OF THE FOLLOWING?

	PLEASE TICK
	YES 

	Year of Diagnosis/age when symptoms started
	DETAILS

	Asthma
	
	
	

	Diabetes
	
	
	

	Epilepsy
	
	
	

	High Blood Pressure
	
	
	

	Stroke
	
	
	

	Mental/Emotional Illness
	
	
	

	Kidney Disease
	
	
	

	Heart Disease
	
	
	

	Vision / Hearing Problems
	
	
	

	Physical Disability
	
	
	

	Any Other Serious Illness
	
	
	


	BLOOD PRESSURE  (for those over 40 years old)
Have you had a BP check within last 5 years?  Yes  (  date of last BP check:
No (   Please make an appointment for BP check at reception

	BOWEL SCREENING 
(for those over 50 years old
	Have you completed a bowel screening test with last 2 years?
	No (     Yes  (

	ALCOHOL INTAKE:

How many units of alcohol do you take weekly? (1 unit = one glass of wine, ½ pint of beer, small measure of spirit) 
Please circle:

No alcohol

Less than 7 units

7-14 units

14-21 units

21-35 units

More than 35 units
	SMOKING:

How many cigarettes do you smoke daily? Please circle:

Never smoked

Stopped smoking

If YES, when?

1-9 cigarettes

10-19 cigarettes

20-39 cigarettes

More than 40 cigarettes
	EXERCISE:

Do you take regular exercise?

Please circle:

Exercise physically impossible

Avoid even trivial exercise

Enjoy light exercise

Enjoy moderate exercise

Enjoy heavy exercise

Competitive Athlete




Please complete the other side of this form

	Date:
	
	Height:
	
	Weight:
	


HEALTH OF RELATIVES – DOES ANYONE IN YOUR IMMEDIATE FAMILY SUFFER FROM?
 (E.g. father, mother, siblings)  
	
	WHO (e.g. father)
	DATE OF DEATH (IF APPLICABLE)
	OTHER INFORMATION

	DIABETES
	
	
	

	CANCER
	
	
	

	HEART PROBLEMS
	
	
	

	STROKE
	
	
	

	THYROID PROBLEMS
	
	
	


PLEASE LIST ANY ALLERGIES YOU HAVE (e.g. Hayfever / any medications)

	1.
	4.

	2.
	5.

	3.
	6.


PLEASE LIST ANY MEDICINES YOU TAKE REGULARY (including oral contraception)

	1.
	6.

	2.
	7.

	3.
	8.

	4.
	9.

	5.
	10.


PLEASE LIST CONTACT DETAILS OF YOUR NEXT OF KIN (only to be used in case of emergency)
	NAME
	RELATIONSHIP
	CONTACT NUMBER
	ADDRESS

	1.
	
	
	

	2.
	
	
	

	In the case of an emergency admission to hospital, would you be happy for ‘Out of Hours’ medical staff to have access to your medical records?                Yes (     No  (  

Hospital staff can access the Key Information Summary {KIS} from your electronic records but need your consent to do this.  More information on KIS can be found on the practice website or by asking a member of staff for a leaflet.


DO YOU CONSIDER YOURSELF TO BE A CARER?  

No (     Yes  (,  please state who you care for ………………………………………………….       
DO YOU HAVE A CARER?

No (     Yes  (,  please state who cares for you ………………………………………………….       
WOMEN ONLY

	
	Date

	When did you last have a Cervical smear?
	

	Where was it done?
	

	What was the result? (if known)
	


STUDENTS ONLY 
	UNIVERSITY NAME
	COURSE UNDERTAKEN
	START DATE
	COMPLETION DATE

	
	
	
	


Please sign and date the completed form
SIGNATURE :    ……………………………………………….DATE:  ………………………………………………
Whinhill Medical Practice:  PATIENT QUESTIONNAIRE

This short questionnaire will give surgery staff some basic information about your communication support needs and ethnicity to support your health care. More information about it is on the back of this form but please ask a member of staff if you need more explanation.
We should be grateful if you could complete one for each family member within/joining the practice.

Name ………………………………………………..           DOB _ _ / _ _ / _ _

Do you need an interpreter or sign language support?                     FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

If you do need an interpreter what language do you speak?

Please state …………………………………………………….

What is your ethnic group?

Choose ONE section from A to E then tick ONE box which best describes your ethnic group or background

A White
□
Scottish

□
English

□
Welsh

□
Northern Irish

□
British

□ 
Irish

□
Gypsy/Traveler


□
Polish

□
Any other white ethnic group, please write in
…………………………………..

    

B Mixed or multiple ethnic groups
□      
 Any mixed or multiple ethnic groups 
C Asian, Asian Scottish or Asian British
□    
Pakistani, Pakistani Scottish or Pakistani British

□    
Indian, Indian Scottish or Indian British
□    
Bangladeshi, Bangladeshi Scottish or Bangladeshi British

□   
Chinese, Chinese Scottish or Chinese British

□   
Other, please write in……………………………………………….

D African, Caribbean or Black
□      
African, African Scottish or African British

□      
Caribbean, Caribbean Scottish or Caribbean British

□  
Black, Black Scottish or Black British

□  
Other, please write in…………………………………………………………………

E Other ethnic group

□    
 Arab

□   
 Other, please write in………………………………………………………………..

If you do not wish to give this information, please tick here  FORMCHECKBOX 

We offer testing for Hepatitis B, C and HIV to all new patients joining the surgery.  This is seen as good medical practice. There are now effective treatments available for these infections but you cannot benefit from this without the relevant diagnosis. It is estimated that 50% of people who have Hepatitis C, 25% of those infected with HIV and  the majority of people who have Hepatitis B remain undiagnosed.
In Scotland, treatment for HIV and hepatitis is free whatever your immigration status. 

The Equality Act 2010 protects people living with HIV from discrimination at work in the UK.

If you wish to be tested, the blood test can be done at your GP surgery.


Please tick if you wish to have the blood test for HIV/Hepatitis B and C 
V:\Whinhill\NEW PT REGS - ALL PAPERWORK REQUIRED HERE\registration guidelines and form\Whinhill Patient Registration Questionnaire 2014.doc

