	
	


Welcome to Church Street Practice.

Please help us to provide you with the best medical care possible by filling in the following medical questionnaire, as it may take some time for your medical records to be forwarded from your previous doctor. 

Personal Details

First Name: _________________   Middle Name: _______________________

Surname: ______________________________________________________

Date of Birth: ____________________________________________________
Address: _______________________________________________________

_______________________________________________________________

_______________________________________________________________

__________________________________  Post code:____________________

Home Telephone: ____________________Work Number:_________________
Mobile Telephone Number: _________________________________________

Would you like a text reminder for appointments sent to your mobile?    Yes / No

Email address: ___________________________________________________

Occupation: ________________________  Marital Status: ________________
Next of Kin: ________________________   Relationship: _________________

Address: ________________________________________________________

               ___________________________ Post code:____________________
Contact Telephone Number:_________________________________________

Have you spent time in the armed forces?     Yes  /  No

Lifestyle

Height: ______________                          Weight: ______________

Do you undertake regular exercise? 
Yes / No

If yes, how often: _________________________________________________

And what type of exercise:__________________________________________

Do you smoke?        Yes / No        
If, yes:  When did you start?  ______________

and, how many do you smoke per day? _____________
Would you like some help to stop smoking? 

Yes / No

If no, have you ever smoked? 

Yes / No

If so,  when and for how long?  ______________________________________
and, how many per day?           ______________________________________
How many units of the following do you drink per week?

Wine: ________  Spirits: _______   Beer: _______

If none, are you completely teetotal? 
Yes / No
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- Questions

. Scoring System

2
How often do you have a drink that Never Monthly 2-4times | 2-3times || 4+ times
contains alcohol? or less per month | per week per week
How many standard alcoholic drinks
do you have on a typical day when 1-2 3-4 5-6 7-8 10+
you are drinking?
How often do you have & or more Never Less than Monthly Weekly Daily or

standard drinks on cne occasion?

monthly

almost daily





A drinking pattern with a score over 5 indicates a possible increased risk of alcohol affecting your health. 

Would you like to discuss this with the Nurse         Yes / No
Medical History

Please give the details of any serious illness or operations.
Illness _____________________________ Date ______________________

Illness _____________________________ Date ______________________

Illness _____________________________ Date ______________________

Illness _____________________________ Date ______________________

Illness _____________________________ Date ______________________

Illness _____________________________ Date ______________________

Are you currently under the care of a hospital or specialist? 
Yes / No


If yes, Details: _____________________________________________

Are you currently taking any medication prescribed by a doctor? Yes / No

If yes:

Medication



Dose

How many times a day?

_________________________
________
________________________

_________________________
________
________________________

_________________________
________
________________________

To your knowledge, do you have any allergies? 
Yes / No

If yes, please specify? ____________________________________________

Immunisations

Adults: Have you had a course of tetanus injections or a tetanus booster in the last 10 years?                Yes / No

Children & young people:  (18 years & under): Please give dates of immunisations against:

Diphtheria ______________________  
 Polio __________________________

Tetanus ________________________ 
 HIB ___________________________

Whooping Cough _________________
 Meningitis ______________________

Rubella _________________________ 
 Other__________________________

MMR ___________________________

Family History

Has a member of your family suffered from any of the following?




Relationship to you
     Age at onset
  Age of death










   (if applicable)

Asthma

________________      _____________   ______________

Diabetes

________________      _____________   ______________

Breast Cancer
________________      _____________   ______________

Bowel Cancer
________________      _____________   ______________

Other Cancers 

(please specify)

________________      _____________   ______________
Glaucoma

________________      _____________   ______________

Continued on next page…

Family History continued…




Relationship to you
       Age at onset        Age of death










       (if applicable)
High blood pressure________________      _____________   ______________

Cholesterol

________________      _____________   ______________

Stroke


________________      _____________   ______________

Heart Trouble
________________      _____________   ______________

Epilepsy

________________      _____________   ______________

Mental Health 

problems

________________      _____________   ______________

Other 


 ________________      _____________   _____________




________________      _____________   ______________




________________      _____________   ______________

Women’s Health

When was your last cervical smear? __________________________________

What was the result? ______________________________________________

Where was this taken? _____________________________________________

Do you use any form of contraception?  Yes / No

If yes, please select what form you use:

Contraceptive Pill
(
IUD


(
When was it fitted? _____________________

Implant

(
When was it fitted?_______________
Condoms

(
Depo


(
Steralisation

(
Other


(
Have you had any past pregnancies? Yes / No 

Dates __________________________________________________________

_______________________________________________________________

Do you have any children? Yes / No

Date __________________________ Sex _____________________________ Date __________________________ Sex _____________________________

Date __________________________ Sex _____________________________

Date __________________________ Sex ___________________________

Date __________________________ Sex ___________________________

Did you have any problems related to pregnancy and birth (e.g. miscarriage, difficult delivery, post natal depression)? Please give dates.

_______________________________________________________________

______________________________________________________________________________________________________________________________

Carers and those with Carers
Church Street Practice keeps a register of patients who care for an elderly, infirm or disabled relative or friend and those requiring the help of a carer, to enable us to offer appropriate help and advice.

Do you consider yourself the main carer for an elderly, infirm 
or disabled relative or friend?  





Yes / No 

Do you rely on the help of a friend or relative to enable you 

to continue living at home?






Yes / No

If you have answered Yes to either of the above questions, it would be helpful if you would, please, let us have the following information:

Name of your carer or the person you care for:    ________________________

Address of your carer or the person you care for:________________________

_________________________

_________________________

_________________________





Telephone Number:  _________________________

Name of their Doctor:______________________________________________

Relationship to you: _______________________________________________

Any further details that you think are helpful:____________________________
_____________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Ethnicity
	White British       (
	
	White Irish
	(
	White Other
	(

	Black African       (
	
	Black Caribbean
	(
	Indian
	(

	Bangladeshi        (
	
	Pakistani
	(
	Chinese
	(

	Mixed Race         (
	
	Other (please state)
	………
	
	


What is your first language?  English / Other (please state language)………………
If your first language is not English, do you need us to provide an interpreter for your appointments?                Yes / No 
Signed: __________________________________Date: _______________
(Revised October 2011)






