Broad Lane Surgery 

71 Broad Lane Hampton Middlesex TW12 3AX
QUESTIONNAIRE FOR NEW PATIENTS

	Name:
	Sex:
	Date of birth:
	Telephone number:

Home: 

Work:

Mobile:
Email:

	Occupation:
	
	

	Address:


	
	


ETHNIC ORIGIN (NOT place of birth) PLEASE TICK A BOX
WHITE BACKGROUND:   British or mixed British  (   Irish  (   Other White Background ( 

ASIAN BACKGROUND:   Indian or British Indian (   Pakistani or British Pakistani ( 
Bangladeshi or British Bangladeshi (    Other Asian Background (
BLACK BACKGROUND:  African (    Caribbean (    Other Black background ( 
MIXED BACKGROUND:  White and Black Caribbean (    White and Black African ( 
White and Asian (   Other Mixed Background (
CHINESE BACKGROUND:   Chinese (
OTHER BACKGROUND:……………………………….. 
If born outside the UK, Where and Dates ……………………..
Date first entered UK ……………….  

Where and When have you lived abroad? ………………………….
· FIRST LANGUAGE: ………………………….
· DO YOU REQUIRE A TRANSLATOR?  YES/NO 
MARITAL STATUS (please circle one): 

	Single
	Married/
Civil partnership
	Living Together
	Separated
	Divorced
	Widowed

	Name of Partner & occupation of partner
	

	Next-of-Kin
	Name:
	

	
	Address:
	

	
	Tel. No.:
	


CHILDREN:  Please list, giving name and date of birth:
	
	

	
	

	
	


HEALTH HISTORY: Please list in order, with approximate dates, any serious or past illnesses (e.g. Asthma; Diabetes; Depression), accidents, operations or disabilities AND CURRENT MEDICATION

WOMEN – please include problems with pregnancies, miscarriages etc.
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Have you ever reacted badly to any drugs or medicines? ………………….

…………………………………………………………………………………………..
Do you have any other allergies? ………………………………………………..
[image: image1.wmf]SMOKING 

	(Please circle one)
	How many a day?
	Date Started/Stopped

	Never Smoked
	
	

	Cigarette Smoker
	
	

	Pipe/Cigar/E cigarette Smoker
	
	

	Ex-Smoker
	
	

	Would you like help giving up smoking?
	YES
	NO


ALCOHOL:  Please tick one and PLEASE COMPLETE QUESTIONNAIRE ENCLOSED:

Teetotaller: ( Ex Drinker: ( Currently Drinks: (
Average Units per week: …………………….                           
(1 unit = half a pint of ordinary strength beer or lager, 1 small glass of wine, 1 measure spirits)

HEIGHT ………..…………    WEIGHT: ………………..……..
DIET
	Are your eating habits?
	Poor
	Moderate
	Good

	Type of diet (if applicable)?
	Vegetarian
	Vegan


EXERCISE

	Exercise Grading
	Inactive
	Moderate
	Vigorous
	Gentle

	What exercise activities do you participate in?
	


CARER: 

Do you look after someone/Are you cared for?


Yes/No
If ‘Yes’ then:

Who do you care for: ……………………………………………….. 

OR
Who looks after you: ………………………………………………….
FAMILY HISTORY:

Please advise if any close relatives i.e. parents or brothers and sisters have had heart disease, stroke, diabetes, cancer, multiple sclerosis, Alzheimer’s disease or any other familial condition before age 65.  

	Relative
	Condition
	Age at onset
	Age at death

	
	
	
	


Thank you for completing this form.  The information will help us to provide you with good medical care
SUMMARY CARE RECORDS/ CARE DATA
If you require further information about either Summary Care Records or Care Data our receptionists are able to provide you with information. If you have already made your decision to opt out please ask at reception for the appropriate form which you will need to complete and return to the Practice.   
