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NEW PATIENT HEALTH QUESTIONNAIRE – ADULT
*Please complete all sections
*Today’s date: ……………...………………….
*Title:  Miss. Mrs.  Ms. Mr.  Other.......................
*First Name(s): .................................................

*Surname: ...........................................................
*Date of Birth :......................................................
*Address and Postcode ………………………………………………………………………….……… ……..…………………………………………………………………….....................................................
............................................................................................................................................................. 
*Contact Number(s):  Home ……………………….……… Mobile…………………….…………….
*Email Address: ............................................................................................................................
Which of the following options best describes how you think of yourself?

Woman (including trans woman) ☐   
Man (including trans man) ☐   
non-binary ☐   
In another way (pleases state): ………………………………………………….
Is your gender identity the same as the one you were given at birth?

Yes ☐   No ☐   
Which of the following options best describes how you think of yourself?

Lesbian ☐    Bisexual ☐     Gay ☐    Heterosexual/Straight ☐    In another way (pleases state): ………….………………

What pronouns do you use?   
He/Him/His ☐       She/Her/Hers ☐     Them/They/Theirs ☐      Other (Please state) …………………………
*Ethnic Origin: ..................................................................... 
*What is your main spoken language?  ……………………………………………….
*Are you employed at the moment? Yes / No  

*If yes, what is your occupation   ……………………………………………………….
*If no, how long have you been unemployed? ………………………………………..
*Is your unemployment related to medical problems? Yes / No

*If yes, please give details:  …………………………………………………………….
*Do you live alone? Yes / No

*Marital Status: Single / Married / Separated / Divorced / Widowed  

................................................................................................................................
*Are you a carer? If so, please detail who you care for: 
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

*Do you have any children? If so, please state their names and dates of birth below:
Child 1……………………………………………………………………………………

Child 2……………………………………………………………………………………

Child 3……………………………………………………………………………………

Child 4……………………………………………………………………………………

*Next of Kin: .................................................

*Relationship to you: ....................................

*Next of Kin’s Address and Postcode:

................................................................................................................................. ................................................................................................................................. 

*Next of Kin’s Contact Number(s):Home …………………………. Mobile………………………
*Have you had any of the following medical problems?

Arthritis Yes / No
Asthma Yes / No      Cancer Yes / No     Chronic bronchitis Yes / No      

Diabetes Yes / No Epilepsy Yes / No     Heart attack or Angina Yes / No

High blood pressure Yes / No     Stroke Yes / No   Thyroid trouble Yes / No


Tuberculosis Yes / No    Ulcer (duodenal/gastric) Yes / No  

Are you registered disabled? Yes / No   Depression/other illness Yes / No    
Do you have Learning Disabilities? Yes / No   

Have you been a Looked After Child under Social Services? Yes / No 
*Have you had any other illnesses? Yes / No
*If yes, please give details:
................................................................................................................................. .................................................................................................................................
	PAST ILLNESSES / OPERATIONS


	WHEN?
	IS THIS STILL AN ISSUE?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


*Do you have any allergies to any medication or foods? Yes / No  
*If yes, please give details: ………………………………………………………………
................................................................................................................................. .................................................................................................................................

What is your Height   ……………………cm.
*What is your current weight …………………Kg.
*How much exercise do you do? ………………………………………………………..
................................................................................................................................. .................................................................................................................................
*Are you sexually active? Yes / No  
*If yes, what form of contraception do you use? …………………………………………………..

......................................................................................................................................................... 
*Do you smoke? Yes / No     

*If yes, please complete the table below:
	TYPE SMOKED
	DETAILS / QUANTITY PER DAY

	Cigars
	

	Cigarettes
	

	Pipe
	

	Other tobacco
	


*If no, have you ever smoked? Yes / No
*If yes, when did you stop smoking? ……………………………………………………
*Do you drink alcohol? Yes / No     
*If yes, please complete the table below:

	TYPE
	QUANTITY PER WEEK

	Beer
	

	Cider
	

	Spirits
	

	Wine
	

	Other
	


*If no, have you ever drank alcohol? Yes / No
*If yes, when did you stop? ……………………………………………………………..
*How often do you have a drink containing alcohol? 

Never  /  Monthly or less  /  Two to four times a month  /  Two to three times per week.

Four or more times a week.
*How many drinks containing alcohol do you have on a typical day when you are drinking?  

1 or 2 / 3 or 4 / 5 or 6 / 7 to 9 / 10 or more

*How often do you have six or more drinks on one occasion? 

Never / Less than monthly / Monthly / Two to three times per week.

Four or more times a week

*Do you, or have you ever misused drugs or solvents? …………………………….

................................................................................................................................. ................................................................................................................................. 

*What medication are you currently taking ? Please include ALL your medication:

	NAME
	TYPE
	STRENGTH
	AMOUNT TAKEN PER DAY

	e.g. paracetamol
	tablets
	500mg
	2 tablets four times a day

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


*Please answer the following about your blood relatives, including grandparents to the best of your ability:

*Is there a family history of:

	DISEASE / ILLNESS
	WHICH RELATION 
	AT WHAT AGE

	Heart attack
	
	

	High blood pressure
	
	

	Heart disease
	
	

	High cholesterol
	
	

	Stroke
	
	

	Epilepsy or Fits
	
	

	Asthma
	
	

	Eczema
	
	

	Mental illness / depression
	
	

	Diabetes
	
	

	Cancer
	
	

	Osteoporosis
	
	

	Glaucoma
	
	

	DVT/Thrombosis
	
	


*What childhood immunisations have you had? Please include dates if possible:
................................................................................................................................. ................................................................................................................................. 
……………………………………………………………………………………………..
*What vaccinations have you had recently for travel / work etc?  Please include dates if possible:
................................................................................................................................. .................................................................................................................................
…………………………………………………………………………………………….. 

*Have you ever had a Pneumovax for pneumonia? Yes / No
*If yes, when?
.................................................................................................................................
*Do you have flu vaccinations every year? Yes / No 
*Do you have any communication, social or mental health problems that we should now about? 
Yes / No

*If yes, please give detail including if you have learning difficulties or have ever been a looked after child, or were subject to a child protection order:
................................................................................................................................. .................................................................................................................................

……………………………………………………………………………………………..
CERVICAL SCREENING:
*When did you have your last smear and what was the result? ……………………….
................................................................................................................................. 
*If you are taking the contraceptive pill, when was the last time you had your blood pressure taken, was it normal? .....................................................................................................
...................................................................................................................................... 
*Have you ever had a mammogram or breast cancer screening?
If yes, was it normal? 
................................................................................................................................. 
*Have you ever been pregnant? Yes / No 
*If yes, how many pregnancies have you had?
.................................................................................................................................

*Have you had any problems connected with pregnancy? Yes / No
*If yes, please give details: 

..............................................................................................................................................................................................................................................................................................................
…………………………………………………………………………………………………………

THANK YOU FOR COMPLETING THIS QUESTIONNAIRE!
Benzodiazepine Prescribing

It is the policy of this practice that lost/mislaid prescriptions for benzodiazepines and related medicines are not replaced.
These drugs have a potential for misuse and therefore the issuing of them is closely monitored.
It is the responsibility of the patient to ensure that both the initial prescription and subsequently the tablets themselves are kept in a safe place.

Patients are free to register with another surgery if they do not wish to accept the above policy.

Premier Health Team

Bridgewater Medical Centre

Henry Street

Leigh

WN7 2PE
Please sign if in agreement of this policy ……………………….………………………

[image: image1.emf]
NHS Summary Care Record with
additional information
If you are registered with a GP practice in England you will have a Summary Care Record (SCR), unless you have previously chosen not to have one. It includes important information about your health: 

• Medicines you are taking 

• Allergies you suffer from 

• Any bad reactions to medicines 

You may need to be treated by health and care professionals that do not know your medical history. Essential details about your healthcare can be difficult to remember, particularly when you are unwell or have complex care needs. Having an SCR means that when you need healthcare, you can be helped to recall vital information. 

SCRs can help the staff involved in your care make better and safer decisions about how best to treat you. 

You can choose to have additional information included in your SCR, which can enhance the care you receive. This information includes: 


• Your illnesses and health problems 

• Operations and vaccinations you have had in the past 

• How you would like to be treated - such as where you would prefer to     

  receive care 

• What support you might need 

• Who should be contacted for more information about you 

What to do next 
If you would like this information adding to your SCR, then please complete this form, for return to the relevant GP surgery. 

Name of Patient: ……………………………………………….…................................... 

Date of Birth: ……………………………. Patient’s Postcode: …………………………. 

Surgery Name: …………………………. Surgery Location (Town): ………................. 

NHS Number (if known): …………………….………………......................................... 

Signature: …………………………………….   Date: ……………………………………

If you are filling out this form on behalf of another person, please ensure that you fill out their details above; you sign the form above and provide your details below: 

Name: ……….............................................................................................................. 

Capacity: circle as appropriate Parent / Legal Guardian / Lasting Power of Attorney 

If you require any more information, please visit https://digital.nhs.uk or phone NHS Digital on 0300 303 5678 or speak to your GP Practice
For practice use: To update the patient’s consent status to ‘Express consent for medication, allergies, adverse reactions and Additional Information’ use the SCR consent preference dialogue box or add Read code 9Ndn (or CTV3 code XaXbZ for SystmOne practices).
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