Haslemere Health Centre

NEW PATIENT QUESTIONNAIRE
You are invited to have a New Patient general health check with the Nurse.

Please ask for a white topped urine bottle to provide a sample when you attend.


	Title..……………......                   Married / Single / Divorced / Widowed
Forename(s)……..............……………Surname ..................……………
Address…….………..............………...............…………………………
……………….……..............………...............………………………….
Postcode…………………..         Tel (home)............................................
E-mail..................................        Tel (work).............................................

	Date of Birth            ...………………………
Where were you born?…………………........
Tel (mobile)....................…………………....
I consent to receiving text messages from Haslemere Health Centre & Fernhurst Surgery (Please tick appropriate box)



	Under 16’s - Parental Responsibility.  Please supply the parental names recorded on the child’s birth certificate:-
Mother ................................................................................          Father ................................................................................


	In case of an emergency could you please supply a name, address and telephone number of a person who can be contacted
Name ………………………………………………... (Mr/Mrs/Ms)     Daytime phone no: ................................................
Address: ………………………………………………………...............................................................................


	Carers              Are you the main carer for someone else?                 Do you have a carer?

                          (    Yes        (   No                                                         (    Yes        (   No                                                        
                          If Yes to either above - what relationship?     ……………………………………



	Past Operations / Illnesses                                                                                                               Year                             
…………..……………………………….....................................................                                     ............................. …………..……………………………….....................................................                                     .............................
…………..……………………………….....................................................                                     .............................



	Current Medication                                       Dose                                How often taken
………………………………........                 …………………            ……………………..

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

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

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

	Allergies                            What medicines/foods                                   Caused which symptoms
                                           …………………………………            ………………………………………….

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



	Family History                                                       Who                                       Age at first onset
Angina                                                                     ……………………..              ………………….....
Heart Attack                                                            ……………………..              …………………..... 
Hypertension (high blood pressure)                        ……………………..              ………………….....
Stroke                                                                       ……………………..              ………………….....    
Diabetes                                                                   ……………………..              ………………….....
Asthma                                                                     ……………………..              ………………….....
Epilepsy                                                                   ……………………..              ………………….....
Cancer                                                                     Type                              Who                                  What age                          
                                                                                ……………………..               ……………………..        ...............
                                                                                ……………………..               ……………………..        ...............
                                                                                ……………………..               ……………………..        ...............



.

	Smoking - Do you smoke?                                 (   Yes     (   No     (   Never
If Yes - how many?               …………......        Cigarettes / pipe smoker / rolls own
If No -  when did you stop?  ………….......


	Your height    ……………………………..

Your weight   ……………………………..


	Alcohol - Please fill in your score for the following questions:-
Questions
Scoring System

Your Score

0

1

2

3

4

How often do you have 8 (men)
/6 (women) or more drinks on one occasion?
Never

Less than monthly 

Monthly
Weekly
Daily or almost daily
Only answer the following questions if your answer above is monthly or less
How often in the last year have you not been able to remember what happened when drinking the night before?

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
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


	Have you ever used drugs or solvents for recreational use?
 (  Yes   (  No      If yes please describe  ……………………………........................


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


Name………………………………………….Date of Birth…………………………………..
A
White

	

	British

	
	Irish

	
	Any other white background please write in below


	


B
Mixed

	
	White and Black Caribbean

	
	White and Black African

	
	White and Asian

	
	Any other mixed background please write below


	


C
Asian or Asian British

	
	Indian

	
	Pakistani

	
	Bangladeshi

	
	Any other Asian background please write below


	


D
Black or Black British

	
	Caribbean

	
	African

	
	White and Asian

	
	Any other black background please write below


	


E
Chinese or other ethnic group

	
	Chinese

	
	Any other please write below


	


F
Declined/Not Given
    



If you have not been registered in this Country before please complete this form
NAME ……………………………………………    Date of birth …………………………..

In order that we may complete your application for registration at this Practice please would you complete the enclosed form.

1.
Where have you been living for the past 6 months?
   ……………………………………..

2.
On what date did you arrive in the UK?   ………………………………………………….

3.
Which country did you come from?   ……………………………………………………...

4.
What is the purpose of your visit to the UK?   ……………………………………………..

………………………………………………………………………………………………

5.
Is it your intention to live in the UK permanently?  If so please state why.   ……………...

………………………………………………………………………………………………

6.
Can you prove that you have the right to remain in the UK?  (UK passport is NOT sufficient evidence.)  If ‘yes’ you must provide documentary evidence of this i.e. Visa, entry clearance, Home Office correspondence.   …………………………………………..

7.
Persons returning from EEA countries and returning UK nationals will be asked for proof relating to employment and/or residency.

8.
On what date will you be leaving the UK?   ……………………………………………….

9.
Have you lived in the UK previously?   ……………………………………………………

Please return this form as soon as possible.  Ensure that you enclose any documentation that proves your right to free NHS treatment i.e.

· Letter from your employer

· Evidence that you are seeking employment

· P60

· Marriage certificate

· Evidence that your spouse is employed here

· Any documentation from the Home Office

CHILD’S IMMUNISATION RECORD
	Name:
	Date of birth:



	Address:



	Telephone No:  



	Parental Responsibility:  Please supply the parental names recorded on the child’s birth certificate

Mother .....................................................................     Father .....................................................................


Please give the DATE of the following immunisations:

	Diphtheria/Tetanus/Pertussis/Polio/Hib
	1st

age 2 months
	2nd
age 3 months
	3rd
age 4 months

	
	
	
	

	Pneumococcal conjugate
	1st
age 2 months
	2nd 
age 4 months
	3rd 
Age 13 months

	
	
	
	

	Meningiococcal C
	1st 

age 3 months
	2nd 

age 4 months

	
	
	

	Hib booster & Meningitis C
	age 12 months

	
	

	MMR
	1st
age 13 months
	2nd
age 3 - 5 years

	
	
	

	Diphtheria/Tetanus/Pertussis/Polio
	Booster

age 3 - 5 years

	
	


If you are unable to fill in this form straight away, please consult your records

and return it as soon as possible.

THANK YOU
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