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Moir Medical Centre

New Patient Registration/Health Questionnaire

To the Patient:

To register with the Practice you will need to provide your NHS number, this can be obtained from your previous GP surgery, and proof of address in the local area. 
 Patients from outside the UK must produce a valid passport and proof of address in the local area, i.e. a utility bill, copies of these documents will be retained in your medical notes.
The attached forms must be completed in full.
Have you been registered with as a Patient at this Surgery before?
Yes / No

 Please complete this questionnaire as fully as possible. The information will help the Doctor to make an initial assessment of your health which will help in your future treatment.

Surname: …………………………………….
Forename(s): …………………………………………

Date of Birth: ………………………………..
Marital Status: ………………………………………..

Address: ……………………………………………………………………………………………………………

…………………………………………………
Post Code: ……………………………………………

Home Tel: …………………………………….
Mobile: ………………………………………………..

Email address: ……………………………….
Work Tel: ………………………………………………
Occupation: ……………………………………………………………………………………………………….

Weight (approx): ……………………………..
Height: ………………………………………………..

Date of completion of the form: …………………………………………………………………………………

SMOKING

Do you Smoke?
                Yes / No
If Yes, how many:

Cigarettes per day ……..        Cigars per day ……..

Ounces of tobacco per day ……..

EX-SMOKERS

When did you stop smoking? ………………
      How much did you smoke per day? ……………...
PASSIVE SMOKING

Are you exposed to smoke at work?        Yes/No           At home?        Yes / No
ALCOHOL

Do you drink alcohol?


      Yes / No
If Yes, how much alcohol do you drink per week?

Beer ……… pints                             Glasses wine/sherry ………. 125ml (small pub measure glass)
Shorts (Whiskey, Vodka , Gin etc) ………. Single pub measure

DIET

Do you add salt to your cooking?



Yes / No

Do you follow any special diet ?    (vegan, gluten free etc)           


Yes / No
If yes which: ………………………………………………………………………………………………………………………
EXERCISE

Do you take regular exercise?



Yes / No

If yes, what sort of exercise? .......................................................................................................................
How many times per week? ………………………………………………………………………………………..
FAMILY HISTORY

Is there history of any of the following in your family (father, mother, brother, sister) before the age of 65 years
Heart Disease (heart attacks, angina)
Yes / No Which family member ……………………….
Stroke?
Yes / No Which family member ……………………….
Cancer?
Yes / No Which family member ……………………….
MEDICATION

Please give details of any medication which you take (prescribed or otherwise):

(If you should require a repeat prescription before your registration is completed, please provide a repeat slip from your previous GP or the empty packaging)
Name of drug: …………………………….
Name of drug: …………………………….

Dosage: ……………………………………
Dosage: ……………………………………

Name of drug: …………………………….
Name of drug: …………………………….

Dosage: ……………………………………
Dosage: …………………………………….

Name of drug: …………………………….
Name of drug: …………………………….

Dosage: ……………………………………
Dosage: …………………………………..

ALLERGIES

Are you allergic to any drugs, substances or foods? 
         Yes / No
If yes, please give details: ………………………………………………………………………………………….
PAST MEDICAL HISTORY

Please give details of any hospital treatment as an in-patient:

…………………………………………………………………………………………………………………………
Please give details of any treatment for any chronic medical conditions:

…………………………………………………………………………………………………………………………
Please give dates of any recent x-rays., MRI / CT scans, Mammograms, Ultrasound:

…………………………………………………………………………………………………………………………
FEMALE PATIENTS

Date of most recent cervical smear: ………………………………………………………………………………
Result of most recent smear: ………………………………………………………………………………………
Please give details of any complications in pregnancy:

…………………………………………………………………………………………………………………………
CARERS

Do you need or do you have anyone who looks after you or your daily needs as a Carer?

 Yes / No

If “Yes”, would you like them to deal with your health affairs here


 
 
 Yes / No

Are you a carer for anyone else?






 Yes / No

If “Yes”, ask the receptionist about Carers support

Pre School & School age Children ONLY:
If you currently attend school, or are about to enrol with a new school, please provide details:
…………………………………………………………………………………………………………………………
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