NEW PATIENT MEDICAL QUESTIONNAIRE
PATIENT NAME:                                                                                  DOB:
1.  Do you or have you had any of the following medical problems?  Is there a family history of any of the following:
	
	SELF
	FAMILY
	
	SELF
	FAMILY

	Diabetes
	
	
	Blood clot
	
	

	High Blood pressure
	
	
	Stroke
	
	

	Heart disease of problems

	
	
	High Cholesterol
	
	

	Asthma
	
	
	Migraine
	
	

	Lung or respiratory disease 
	
	
	Epilepsy
	
	

	Kidney disease/problems
	
	
	Breast Cancer
	
	

	Liver disease or Hepatitis
	
	
	Other Cancer
	
	

	Bowel disease/problems
	
	
	Glaucoma
	
	

	Arthritis, Joint disease/problems
	
	
	Rheumatic Fever
	
	

	Depression/Anxiety
	
	
	Tuberculosis (TB)
	
	

	Mental health illness
	
	
	Eczema
	
	

	Allergies/Hay Fever
	
	
	
	
	


2. Do you have any other health, disability problems or inherited conditions: please list

3. Please list any regular medications you take: (please bring these with you to your first consultation).

4.  Have you had any operations? (if yes please list).

5.Are you allergic to any medications (if yes please list).

	Do you smoke?
	YES
	NO

	How many per day?
	
	

	For how long have you smoked?
	
	

	Past smoker? When did you give up?
	
	

	Would you like help to quit smoking
	YES
	NO

	Would you like to be referred for smoking cessation support?
	YES
	NO

	Would you like to be prescribed smoking cessation medicine?
	YES
	NO

	Would you like this practice to assist you with smoking cessation?
	YES
	NO


6. Do you drink alcohol? YES/NO    If yes, how much per week?..................................................
What type of alcohol do you drink?...........................................................................................
Do you have any substance abuse problems? YES/NO
THIS PRACTICE IS PRO-ACTIVE IN PROMOTING VACCINATION
7. When was your last tetanus booster?...............................................
Are your childhood immunisations up to date and complete? YES/NO………………………………………………..
WOMEN Have you had a mammogram?  YES/NO When was your most recent screening?........................         (Those over 20 years and sexually active) When was your most recent HPV/Cervical screening done?......................................Have you ever had an abnormal screening result?  YES?NO


