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Dr Moss & Partners

NEW PATIENT QUESTIONNAIRE
A very warm welcome to the Practice! In order to provide you with the best possible care it would be helpful if you could complete this new patient questionnaire for us. This gives us details about you and your medical history while we wait for your medical records to be received from your previous doctor. Please complete a separate form for each member of your family or household. All information is held in the strictest confidence. 





	Smokers or past smokers

	Do you smoke?

	
	Have you ever smoked?
	

	If so, what do you smoke? E.g. cigarettes, a pipe etc

	
	If you smoked previously when did you stop?
	

	If so, how many do you smoke each day?


	
	If you do smoke, have you sought help in the past to stop?
	


	Exercise

	Do you do any form of exercise during the week?

If so, what kind of exercise?
	
	If yes, how many times a week and for how long?
	


	Current medications

	A repeat prescription counterfoil from your previous GP would be useful. If you have one, please attach this to the questionnaire. Please note, we require at least 48 hours notice for repeat prescriptions.



	Alcohol intake – Please complete or circle as appropriate

	Do you drink alcohol? (One unit is equal to one small glass of wine, half a pint of beer or lager or a pub measure of spirits)
	YES / NO
	If YES, how many units do you drink per week?
	

	MEN: How often do you have EIGHT or more standard drinks on one occasion?

WOMEN: How often do you have SIX or more standard drinks on one occasion
	0 Never
	1 Less than monthly
	2 Monthly
	3 Weekly
	4 Daily or almost daily

	Only answer the following questions if your answer above is monthly or less

	How often during the last 6 months have you been unable to remember what happened the night before because you have been drinking?
	0 Never
	1 Less than monthly
	2 Monthly
	3 Weekly
	4 Daily or almost daily

	How of ten in the last 6 months have you failed to do what was normally expected of you because of drinking?
	0 Never
	1 Less than monthly
	2 Monthly
	3 Weekly
	4 Daily or almost daily

	In the last 6 months has a relative or friend, or a doctor or other health worker been concerned about your drinking or suggested you cut down?
	0 No
	N/A
	2 Yes, on one occasion
	N/A
	4 Yes, on more than one occasion

	ADD YOUR SCORES TOGETHER TO TOTAL, AND ENTER SCORE HERE:
	
	A TOTAL SCORE OF 3 OR MORE MEANS THAT IT IS ADVISABLE TO DISCUSS THE RESULTS WITH YOUR GP


Thank you for completing this questionnaire
Please hand this to the receptionist with your other completed registration documents












Section 3.	Your personal medical information 





What is your height?	__________________________________ (CM or feet/ inches)








What is your weight?	__________________________________ (kg, pounds or stones)





















































Section 2.	Family medical history





Have you or your family (Father, Mother, Brother, Sister) had any of the following?


�
�
Cancer (type)





�
YES           NO�
ME (please tick)�
FAMILY (please tick)�
Which family member/s�
�
Stroke





�
YES           NO�
ME (please tick)�
FAMILY (please tick)�
Which family member/s�
�
Diabetes





�
YES           NO


�
ME (please tick)�
FAMILY (please tick)�
Which family member/s�
�
Kidney disease 





�
YES           NO


�
ME (please tick)�
FAMILY (please tick)�
Which family member/s�
�
Heart disease (angina/ heart attack)


�
YES           NO�
ME (please tick)�
FAMILY (please tick)�
Which family member/s�
�



























Section 1.	Personal information





Surname:	_____________________	First name	________________	Title:______________





Date of birth:	________________	Number of dependent children:	________________________





Home phone number:	_______________	Mobile number:	________________________





Would you be happy to receive text messages from us as appointment reminders?  YES / NO





Email address:	___________________	Occupation:	______________________________





Are you a carer?	____________	If you are a carer, who for?	________________________


(Registered carer or are you in receipt of a �Carer’s Allowance or those who are the main �carer for an elderly or disabled person)





Next of kin (and relationship)	__________________________	Contact number:________________





Is English your first language?  ________	If not, what is your first language? ___________________





Your ethnic group (please tick the most appropriate group)





White British


�
White Irish�
Indian�
African�
Pakistani�
�
Caribbean (Black)





Caribbean (White)





Caribbean (Other)


�
Chinese


 �
White Asian�
Bangladeshi�
Czech�
�
Lithuanian�
Polish�
Slovakian�
Other Eastern European background


�
Other mixed background�
�
Other White background�
Other Asian background�
Other African/ mixed background�
Other (please state)





�
Do not wish to say�
�



Do you have any special needs which we should be aware of in helping you during a visit to the surgery? E.g. deaf or hard of hearing, sight problems, physical disabilities or mobility difficulties. Please provide details below so that we can help you:
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