Mosborough Health centre
NEW PATIENT REGISTRATION QUESTIONNAIRE for 

Female / Male 
Full Name: ………………………………………………………………………………………..

Date of Birth: ……………………………………………………………………………………..

Address: ……………………………………………………………………………………...…..
………………………………………………………………………………………………...…...

Telephone No: …………………………………………………………………………………...
Email address: …………………………………………………………………………………….
Male or Female: ……………………………………………………………………..................

Ethnic Origin e.g.: White British / White European / Caribbean / Asian / African / Other background please indicate:
……………………………………………………………………………………………………..

1st Language:  English / Other …………………………………………………. (please state which)

[image: image1]
ALL PATIENTS

Do you or have you ever smoked? ………………………………………………………………………………………………...…

What is your daily smoking consumption? ……………………………………………………………………………………………..…….

What is your daily alcohol consumption in units (NB one unit of alcohol is equal to half a pint of beer, a pub measure of spirit or wine)? …………………………………………….
Weight: …………………………………………  Height: ……………………………………

Do you take regular exercise?  If so please give details: 

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

Allergies:. ……………………………………………………………………………………….

Occupation: …………………………………………………………………………………………………….
Have you ever been a member of the Armed Forces ? ………………………………………
If so, were you in the Army / Navy / Royal Air Force (please highlight which one)

Do you have a family history of any of the following – Coronary Heart Disease, Stroke, Diabetes, or Cancer starting under the age of 60?
……………………………………………………………………………………………………
Do you or your child / children suffer from any disabilities?
Yes / No
Please list:………………………………………………………………………………………..

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

Have you had any of the following illnesses (Please answer yes or no)?
High blood pressure: …………………………………………………………………………...

Heart Attack: …………………………………………………………………………………….

Angina: ………………………………………………………………………………………..…

Stroke: ……………………………………………………………………………………….…..

Epilepsy: ………………………………………………………………………………….……..

Asthma: …………………………………………………………………………………………

Bronchitis: …………………………………………………………………………………...….

Tuberculosis: …………………………………………………………………………………...

Diabetes: ………………………………………………………………………………………..

Gastric/Duodenal ulcer: ……………………………………………………………………….

Kidney problems: ………………………………………………………………………………

Glaucoma: ……………………………………………………………………………………...

Cancer (please specify): ……………………………………………………………………...

Nervous/Mental illness: ……………………………………………………………………….

Any other serious illness: ……………………………………………………………….…….

Are you taking any medication?  (Please list if yes): ………………………………………

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

Are you presently undergoing any treatment?  If so, please give details (e.g. regular hospital or GP attendances/injections/physiotherapy): ………….

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Have you had, or are you awaiting any operations?  If so, please give details: ……………………………………………………………………………………………………………………….

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

Is there anything you would like to discuss with the doctor or nurse?
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..
Do you look after someone who is ill, frail, disabled or mentally unwell?
Yes / No

If yes, you are a Carer - please ask at reception for a Carers identification form to help us to support you.
Would you like to be involved with the Patient Participation Group (PPG)?       Yes / No

The PPG aims to include patients in discussions that lead to changes to services within the Practice.   Please speak to reception if you are interested in becoming involved    
FEMALE PATIENTS


When was your last cervical smear? ……………………………………………………………………………………………


What form of contraception do you use? …………………………………………………………………………………...……….


How many children do you have? ……………………………………………………


Are you pregnant? ……………… Expected date of delivery ……………………...


Are you planning a pregnancy? ………………………………………………………


Have you had a mammogram (age 50 years+ or for medical reasons)? ………..


If yes, what date: ……………………………………………………………………….








Reviewed 31.5.11
Date of next review May 2012

