
 

New Patient Questionnaire 
 
 
If you need help filling out this form, please ask our reception team who will be happy to help. Please ensure 
you complete this form and the purple form as fully as you can. Failure to do so may result in a delay to your 
registration and impact on the care we provide you. Once completed please hand BOTH forms into reception 
together, Failure to do so may delay your registration.  
 
ALL INFORMATION PROVIDED IS CONFIDENTIAL 
 
Date ______________             NHS Number( if known)___________________________ 
 
Surname ______________      Forenames __________________________________________ 
 
Address  ____________________________________________________________________ 
 
Post Code ________               Telephone Numbers      
 
Mobile_________________Landline________________Work___________________________ 
 
E-mail address________________________________________________________________                                                                                         
 
Do you consent to receive correspondence from the practice by text message          YES           NO 
Do you consent to receive correspondence from the practice by e-mail                       YES           NO 
 
 
Date of Birth  __________________                       Ethnic origin _______ ____________________ 
 
Occupation __________________________         Spoken Language________________________  
 
                                                                                Do you require an interpreter      Yes / No 
 
 
HAVE YOU EVER SUFFERED FROM ANY FO THE FOLLOWING ILLNESSES? 
 
DIABETES                                          YES       NO                        HEART DISEASE         YES        NO  
 
HIGH BLOOD PRESSURE                YES       NO                        EPILEPSY                     YES        NO 
 
ASTHMA                                            YES       NO 
 
ANY OTHER MEDICAL CONDITION REQUIRING TREATMENT                                      YES   /   NO 
 
Further details if yes______________________________________________________________ 
 
Date of last cervical smear ( women only )___________________________________________   
 
Have you had a hysterectomy (women only)   YES   NO    Date of procedure_________________ 
 
Which of the following immunisations (vaccines) did you have as a child ? 
 
Diphtheria                   Mumps                  Whooping Cough                Tetanus               Measles                TB(BCG)  
 
Polio                              German Measles       Pneumonia 
 
Others ___________________________________________________ 
 
 
 



 

 
 
 
 
 
 
Do you smoke?     YES / NO        If ex-smoker date quit __________________________________ 
 
If yes. What do you smoke 
           and how many a day    Cigarettes          Tobacco               Cigars              VAPE                 Pipe 
 
 
Do you drink Alcohol?                                                        YES                    NO 
 
How many units a week                        ____________________________________ 
 
e.g.   1 unit is a small glass of wine, a single spirit of ½ pint of beer 
 
 
Have you ever used any other drugs?                               YES                   NO 
 
ARE YOU ON ANY TREATMENT AT PRESENT?                                      
 
If yes, please request a copy of repeat medication request slip form you previous Practice or Pharmacy you 
use. 
 
 
Have any of you immediate family (parents, grandparents, brother, sisters ) ever had a serious illness 
e.g 
 
Diabetes – Heart Attack – Angina  - High Blood Pressure – Strokes – Epilepsy ?         YES         NO 
 
Please Specify ______________________________________________________________ 
 
CARER 
Do you look after someone?            YES       NO 
Does someone look after you ?        YES       NO 
 
Contact details of Carer.   Name  ____________________________________ 
 
Telephone Number  ________________ Relative  / professional agency / social care 
 
 
ARE YOU A VETERAN ?                     YES          NO 
 
What service were you attached to    _______________________________________________ 
 
 
Have you any disabilities or additional needs the surgery should be aware of ? 
 
Details :____________________________________________________________________ 
 
Do you have a learning Disability?                                     Yes         NO 
 
If known please provide us with your : 
 
Weight__________kg                   Height________cm             Blood pressure_____/__________ 
 
  






