NEW PATIENT QUESTIONNAIRE

Thank you for joining Gullane Medical Practice.  We hope you find it is run as a friendly and efficient family doctor service.  

We would be very grateful if you could complete this questionnaire and return it to reception staff together with your completed application for registration.  Please complete as many questions as you can. The information will help the Practice to provide medical care for you until your complete medical records arrive from your previous GP.

Surname__________________________    Forename ____________________________________
Date of Birth ______________________    Sex _________________________________________ 

Marital Status ______________________   Maiden Name _________________________________
Occupation ______________________________________________________________________
Address_________________________________________________________________________________________________________________________________________________________

Post code_______________________       Telephone No __________________________________  

Mobile No______________________       Ethnicity _______________________________
Previous Address ________________________________________________________________________________
PERSONAL MEDICAL HISTORY

Please list serious or chronic illnesses, operations and disabilities

Have you ever suffered from:

EPILEPSY



YES/NO
Year of Diagnosis____________

BLINDNESS /GLAUCOMA

YES/NO
Year of Diagnosis____________

BLOOD PRESSURE


YES/NO
Year of Diagnosis____________

DIABETES



YES/NO
Year of Diagnosis____________

STROKES



YES/NO
Year of Diagnosis____________

HEART ATTACKS


YES/NO
Year_______________________
ASTHMA/ECZEMA/HAYFEVER
YES/NO
Year of Diagnosis____________

CANCER



YES/NO
Year of Diagnosis____________

Any other illnesses you have suffered from _____________________________________________
Any other medical information it would be useful for us to know about  ______________________

Do you smoke? Yes/No   If Yes  how many cigarettes/Oz per day ___________________________
Do you drink alcohol?  Yes/No  If Yes how much _________  per day/per week/per weekend

Do you undertake any regular sport of exercise on a daily or weekly basis?  Yes/No
What exercise activity do you take part in? ________________________________________________________________________________

eg squash/tennis/swimmimg etc.

Do you have any private medical insurance eg BUPA/Aviva
Yes/No
Have you ever had your blood pressure checked?

Yes/No
If yes  has it ever been high? Yes/No __________________________________________________

Are you taking any drugs, medicines, tablets of contraceptive pills?  Yes/No
If so which ones? ________________________________________________________________________________________________________________________________________________________________

Are you allergic to any medicines, tablets or substances or have any significant food allergies?
Yes/No  If so what are you allergic to?   _________________________________________

VACCINATIONS

Have you had a tetanus vaccination in the past 10 years

Yes/No
If so when? __________________________________

Have you had a polio booster in the past 10 years


Yes/No
If so when?   __________________________________

WOMEN

Have you ever had a cervical smear?




Yes/No
If so what year was it done?      ___________

Was it a normal result? ______________
Have you ever been pregnant?




Yes/No
Are you immune to Rubella (German measles)


Yes/No 

FAMILY MEDICAL HISTORY

brothers,sisters,parents,uncles,aunts

Have any close relatives suffered from:

BLINDNESS/GLAUCOMA

YES/NO

EPILEPSY


YES/NO

BLOOD/PRESSURE


YES/NO

HEART ATTACKS

YES/NO

DIABETES



YES/NO

STROKES


YES/NO

ASTHMA/ECZEMA/HAYFEVER
YES/NO

CANCER(breast/bowel/lung)
YES/NO

SUDDEN DEATH


YES/NO

Any other significant illness in your family? ____________________________________________
Next of Kin details:  Name __________________________________________________________
Address _________________________________________________________________________
Contact Numbers _________________________________________________________________
Carer Details:  If you are a Carer please complete the following:
Name of person you care for ________________________________ Address _________________
________________________________________________________________________________
If you have a Carer please complete the following:

Name of Carer ___________________________________________________________________
Address _________________________________________________________________________
Contact numbers __________________________________________________________________
