PATIENT QUESTIONNAIRE

In order to help us provide you with good medical care, we would be grateful if you would complete this questionnaire.  Please be as accurate as you can with all the answers. 
ALL THE INFORMATION ON IT IS COMPLETELY CONFIDENTIAL

AND WILL BE KEPT WITH YOUR MEDICAL RECORDS

	PERSONAL DETAILS

	

	SURNAME:
	FORENAMES:

	

	DATE OF BIRTH:
	SEX:                    MALE / FEMALE

	

	ADDRESS:

	

	POSTCODE:
	TELEPHONE NO:

	

	OCCUPATION:
	MARITAL STATUS:

	

	ETHNICITY
	WHAT IS YOUR WEIGHT

	BRITISH OR MIXED BRITISH
	

	WHITE OR MIXED WHITE
	WHAT IS YOUR HEIGHT

	OTHER MIXED BACKGROUND
	

	ASIAN OR MIXED ASIAN
	

	BLACK OR MIXED BLACK
	

	OTHER ETHNIC CATEGORY
	

	ETHNICITY NOT RECORDED OR GIVEN
	


	MEDICAL HISTORY

	

	Have you suffered from any of the following illnesses:

	DIABETES
	YES / NO
	If YES, are you on diet/tablets/insulin?

	
	

	HEART DISEASE
	YES / NO
	If YES, please give more details, e.g. heart attack, angina, etc.

	
	

	HIGH BLOOD PRESSURE
	YES / NO
	When was your blood pressure last checked?

	
	

	EPILEPSY
	YES / NO
	If YES, when was your last fit?

	
	

	ASTHMA
	YES / NO
	If YES, when was your last attack?

	
	
	

	CHRONIC KIDNEY DISEASE
	YES / NO
	Stage of Disease if known (1-5) - 



	DEPRESSION
	YES / NO
	

	LEARNING DISABILITY
	YES / NO
	

	PERSONAL HABITS


	Do you smoke?
	YES / NO
	
	If YES, how many per day?

	Have you ever smoked

in the past?
	YES / NO
	Cigarettes:

Cigars:

Pipe:

	

	Do you drink alcohol?
	YES / NO
	
	If YES, how much per week?

	
	
	Beer (pints):

Spirits (measures):

Wine (glasses):

	OTHER INFORMATION


	Have you had your blood pressure checked in the last 12 months?
	Yes / No
	
	If NO you are advised to make an appointment with our Health Care Assistant

	Are you a carer or do you care for a sick friend or relative?
	Yes / No
	
	If YES please provide details below:


	WOMEN ONLY


	When did you last have a smear test?
	

	Was it done by your GP?
	YES / NO

	Are you taking the contraceptive pill?
	YES / NO

	If YES, which one?
	

	If NO, are you using another form of contraception? Please give details
	


	Any other information or comment you may think useful:

	

	

	

	

	

	

	


Date completed: _____________________
     Staff issue by:_______________________
