NEW PATIENT MEDICAL – QUESTIONNAIRE  (16y and over)
As a new patient to Riverside Health Centre it is important that the Doctors have up to date and relevant information regarding your medical history.  This is particularly important as it can take several weeks for your existing medical records to be transferred to us.  Please complete one form for each patient registering. We will need to see 2 forms of identity, one with a photo and the other with your address to register with our practice.
This information is confidential and held in accordance with the Data Protection Act regulations.
You will be registered with ‘the Practice’ but you can see any of the doctors. To complete the registration process the Health Care Assistant will need to see you for a New Patient Check and you will be required to make an appointment for this.  Your height, weight, and blood pressure will be recorded and you will have the opportunity to discuss any health matters you may have.  Please bring a specimen of urine to the appointment to be checked for glucose and protein.


Mr/Mrs/Miss/Ms/Dr.: …………… Name: …………………………………………………………….…………  Date of Birth: …………………….

Address: …………………………………………………………………………………………………………………………. Post Code:…………………..

Home Tel: …………………………………       Work Tel:…………………………………….       Mobile Tel:………………….…………………….

Email address:…………………………………………………………………………………. (PLEASE PRINT CLEARLY)
Do you have a Carer Y/N   ……………  Carer’s Name ………………………………………………….  Relationship …………………………..

Are you a carer  Y / N    Name of person you care for: ………………………………………………Relationship  …………………………..
Name of contact / Next of Kin: ……………………………..…Contact Tel no: …………………………………Relationship….……………….
Do you have any communication support needs?..........................................................................................................

First Language Spoken……………………… Need for interpreter?  Y / N        Proof of identity supplied………………………………..
You will automatically have a summary care record, which will allow other health professionals to access information relating to medication and allergies, for example. This will be used in emergency care.  If you wish to opt out, you will need to sign an opt out form at reception. Please ask for further details.


Please tick box corresponding to what you feel to be your Ethnic Group:

	White British
	
	
	W/B African
	
	
	Pakistani
	
	
	Black African
	
	
	W/B Caribbean
	

	White Irish
	
	
	White/Asian
	
	
	Bangladeshi
	
	
	Black other
	
	
	Black Caribbean
	

	Other White
	
	
	Black–other, mixed
	
	
	Asian Other
	
	
	Chinese
	
	
	Indian
	


	DO YOU HAVE ANY HISTORY OF:


	YES
	NO
	
	Do you have any immediate FAMILY with a HISTORY OF:
	YES
	NO

	Heart Disease
	
	
	
	
	
	

	Heart attack
	
	
	
	
	
	

	Angina
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	

	Asthma/Breathing Problems(please identify which)
	
	
	
	
	
	

	Other
	
	
	
	
	
	


DO YOU HAVE ANY KNOWN ALLERGIES:                                                                              YES    (        NO     (
If yes, please give details:……………………………………………………………………………………………………

	
	YES
	NO
	How many do you smoke a day?
	For how many years  did you smoke?
	When did you give up?

	ARE YOU A SMOKER
	
	
	
	N/A
	N/A

	ARE YOU AN EX-SMOKER
	
	
	N/A
	
	


ALCOHOL CONSUMPTION CALCULATOR?
	UNIT GUIDE
	1 unit
	1.5 units
	2 units
	3 units
	9 units
	30 units

	
	½ Pint Normal beer 4% 
	Small glass of wine 12.5%
	½ Pint Strong beer 6.5% 
	Large bottle/can of strong beer 6.5% 
	Bottle of wine 12.5%
	Bottle of spirits 40%

	
	Single spirit shot
	Bottle of Alcopops
	Medium glass of wine
	Large glass of wine
	Government advises alcohol consumption should not exceed
 Men  3-4 units daily
Women 2-3 units daily

	TOTAL WEEKLY UNITS
	

	Questions
	Scoring system
	Your Score

	
	0
	1
	2
	3
	4
	

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

	How many units of alcohol do you drink on a typical day when you are drinking
	1 - 2
	3 - 4
	5 - 6
	7 - 8
	10+
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single  occasion in the last year
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	IF YOUR SCORE TOTALS 5 OR MORE GO TO NEXT SET OF QUESTIONS
	Total
	

	How often have you found that you were not able to stop drinking once you had started?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often have you failed to do what was normally expected from you because of your drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	“
	

	How often have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often have you had a feeling of guilt or remorse after drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	“
	

	How often have you been unable to remember what happened the night before because you had been drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Have you or somebody else been injured as a result of your drinking?
	No
	
	Yes but not in last year
	
	Yes during last year
	

	Has a relative or friend been concerned about your drinking or suggested that you cut down?
	No
	
	“
	
	“
	

	
	
	
	
	
	Total
	

	Scoring: 0-7 Lower risk, 8-15 Increasing risk, 16-19 Higher risk, 20+ Possible dependence


	ARE YOU CURRENTLY ON ANY MEDICATION:

(if yes, please give details)


	

	DO YOU REGULARLY USE ‘OVER THE COUNTER’ MEDICATION:(if yes, please give details e.g Aspirin)

	


	PLEASE RECORD ANY SERIOUS ILLNESS OR OPERATIONS YOU HAVE HAD:


	

	LADIES ONLY
	

	WHEN WAS YOUR LAST SMEAR?
	

	HAVE YOU HAD A HYSTERECTOMY?
	

	WHAT TYPE OF CONTRACEPTION DO YOU USE?
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