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NEW PATIENT REGISTRATION/HEALTH QUESTIONNAIRE

Dear Patient:

To register with Brunel Medical Practice please complete this questionnaire as fully as possible. The information will help the doctor to make an initial assessment of your health which will help in your future treatment. 
Surname: 




          Forename(s): 




Date of Birth: 



          Marital status: 




Address: 


















          Postcode: 





Home tel: 




          Mobile: 





Brunel offers a text message appointment reminder service, please ensure your mobile number is entered correctly above (if a mobile number is provided it will automatically be added to our text message appointment reminder service).
Email address: 











Occupation: 
   











Date of completion of this form: 







What is you main language spoken? 







What is your Ethnic Origin?

WHITE

 FORMCHECKBOX 
  British

 FORMCHECKBOX 
  Irish

 FORMCHECKBOX 
  Other White background (please specify)







BLACK

 FORMCHECKBOX 
  British

 FORMCHECKBOX 
  Caribbean

 FORMCHECKBOX 
  African

 FORMCHECKBOX 
  Other Black background (please specify)







ASIAN
 FORMCHECKBOX 
  British

 FORMCHECKBOX 
  Indian

 FORMCHECKBOX 
  Pakistani

 FORMCHECKBOX 
  Bangladeshi

 FORMCHECKBOX 
  Other Asian background (please specify)







MIXED ETHNIC GROUPS

 FORMCHECKBOX 
  White/ Black Caribbean

 FORMCHECKBOX 
  White/ Black African

 FORMCHECKBOX 
  White/ Asian

 FORMCHECKBOX 
  Other Mixed background (please specify)







OTHER ETHNIC GROUPS

 FORMCHECKBOX 
  Chinese

 FORMCHECKBOX 
  Japanese

 FORMCHECKBOX 
  Other Ethnic background (please specify)







 FORMCHECKBOX 
  I do not wish to declare my ethnicity
ALLERGIES

Do you have any allergies?  Yes / No

If yes, please give details: 







_______
_____________________________________________________________________
[image: image1.jpg]gée @

Pint of Regular Alcopop or Glass of Wine Single Measure Bottle of Wine
Beer/Lager/Cider Can of Lager (175ml) of Spirits

Remember, drinks poured at home are usually bigger





For Practice Use Only

Details of ID shown


___________


______________
Staff


______________ Registration completed by


_________

SMOKING

Do you smoke?
Yes / No



If Yes, how many: 
__
Cigarettes per day 
__
  Cigars per day
 
Ounces of tobacco per day
___
How old were you when you started smoking? 
___
Would you like smoking cessation advice? 
Yes / No

EX-SMOKERS

When did you stop smoking?
 




How much did you smoke per day? 




EXERCISE

Do you exercise regularly?

Yes / No

Height: 



Weight: 




FAMILY HISTORY

Is there any of the following in your family (father, mother, brother, sister) before age of 65?

Heart Disease (heart attacks, angina)? 
Yes / No  Which family member? 




Stroke?




Yes / No  Which family member? 




Cancer?




Yes / No  Which family member? 




Site of cancer? 






CARERS

Do you need/have anyone who looks after you or your daily needs as Carer?
Yes / No

If “Yes”, would you like them to deal with your health affairs here?

Yes / No

(if ‘yes’ the receptionist can help with these arrangements)

Do you care for anyone else?







Yes / No
(If “Yes”, ask the receptionist about Carers support)
MEDICATION

If you are currently on any repeat medication, please book an appointment with a GP and bring your repeat medication card with you to your appointment for the Doctor to prescribe.  Please also ensure that you have enough medication to last until your appointment date.

Brunel Medical Practice offers an online appointment booking and prescription request service ‘The Waiting Room’.  If you wish to sign up to this service or would like some more information please ensure that the email address that is provided on page one is compliant with the note below about email addresses that are registered to this service. 

Email Address

To register with ‘The Waiting Room’ (this service offers the opportunity for patients to book an appointment online and also request repeat prescriptions online) a patient must have their own individual email address.  It cannot be a shared email account.  This is in accordance with the Data Protection Act. The email supplied by you, will be held on your NHS records as without this, you will not be able to access the Waiting Room.
ALCOHOL
(For ages 16 & over only)
**** Please circle/tick the box that is applies to you. Your score will be worked out at the surgery ****
AUDIT C

	Questions
	Scoring System

      0                  1                      2                       3                      4
	Your score

	How often do you have a drink that contains alcohol?
	Never
	Monthly or Less
	2 – 4 times per month
	2–3 times per week
	4+ times 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 6 or more standard drinks on one occasion?
	Never
	Less than monthly
	Monthly
	Weekly


	Daily or almost daily
	


AUDIT
	Questions
	Scoring System

       0                  1                      2                      3                       4
	Your Score

	How often in the last year have you found you were not able to stop drinking once you have started?
	Never
	Less than monthly
	Monthly
	Weekly


	Daily or almost daily
	

	How often in the last year have you failed to do what was expected of you because of drinking?
	Never
	Less than monthly
	Monthly
	Weekly


	Daily or almost daily
	

	How often in the last year have you needed an alcoholic drink in the morning to get you going?
	Never
	Less than monthly
	Monthly
	Weekly


	Daily or almost daily
	

	How often in the last year have you had the feeling of guilt or regret after drinking?
	Never
	Less than monthly
	Monthly
	Weekly


	Daily or almost daily
	

	How often in the last year have you not been able to remember what happened the night before when drinking?
	Never
	Less than monthly
	Monthly
	Weekly


	Daily or almost daily
	

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

	Has a relative/friend/Doctor/ health worker been concerned about your drinking or advised you to cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	


If you are concerned about your current alcohol consumption and would like some advice about how to cut down on your drinking please book a routine appointment with a GP.
HEALTH VISITOR REGISTRATION:-

Please could you fill in the details on this form for your Health Visitor Records) if applicable :-

Name of Child Under 5 



__________   Date of Birth
________
Present Address 







______________










______________
Telephone Landline:


  ___  
Mobile: ​​​​​​


​​​​________
Previous Address







______________










______________
Previous Doctor 







______________










______________
Name of Parent 







______________
HEALTH VISITOR REGISTRATION :-

Please could you fill in the details on this form for your Health Visitor Records) if applicable :-

Name of Child Under 5 



__________   Date of Birth
________
Present Address 







______________











______________
Telephone Landline:


  ___  
Mobile: ​​​​​​


​​​​________
Previous Address







______________










______________
Previous Doctor 







______________










______________
Name of Parent 







______________
HEALTH VISITOR REGISTRATION :-

Please could you fill in the details on this form for your Health Visitor Records) if applicable :-

Name of Child Under 5 



__________   Date of Birth
________
Present Address 







______________











______________
Telephone Landline:


  ___  
Mobile: ​​​​​​


​​​​________
Previous Address







______________










______________
Previous Doctor 







______________










______________
Name of Parent 







______________
ON RETURNING YOUR REGISTRATION FORMS AND COMPLETED QUESTIONNAIRE PLEASE BRING ONE OF THE FOLLOWING FORMS OF IDENTIFICATION WITH YOU AS WE CANNOT ACCEPT REGISTRATION WITHOUT THEM

PASSPORT

DRIVING LICENCE

BIRTH CERTIFICATE

PAID UTILITY BILL-CURRENT ADDRESS
