 GILFORD HEALTH CENTRE 

NEW PATIENT QUESTIONNAIRE

TO BE COMPLETED BY PATIENT 
Personal Details
Surname………………………………First & Middle names………………………….
Mr / Mrs / Miss / Ms / Master – please circle / Other-specifiy………………………..

Maiden Name……………………… Town & Country of Birth…………………………
Have you been with this practice before?  Yes/No
Occupation………………….……….…
Nationality – British/Irish   Other- please specifiy………………………………………
DOB……………..……………Contact Telephone Number……….……….…….........
Address…………………………………………………………………………………….
…………………………………………………Post Code..……………….……………..
Email Address……………………………………………………………………………..
Do you require an Interpreter    Yes/No

If yes, what language (include BSL)……………………………………………………
Medical Information
Details of current illnesses…………………………..………………………………….
……………………………………………………………………………………………..
All medication (including pill). Please list medication name, dosage & frequency
…………………………………………………………………………………………….
……………………………………………………………………………………………..
……………………………………………………………………………………………..
Past serious illnesses (including asthma, high blood pressure, diabetes, epilepsy, rheumatic fever) Please include any important information 

………………….………………………………………………………………………….
………………………………………………………………………………………………
………………………………………………………………………………………………
Previous operations, hospital admissions………………………………………………
……………………………………………………………………………………………….
Do you regularly attend for hospital appointments or are you waiting on a hospital appointment?  If so which department(s)?

………………………………………………………………………………………………………..
Please note that it is your responsibility to contact any secondary care organisations to inform them of your change of address. 
How much (on average) do you (a) smoke per day……………………………………………
(b) drink (alcohol) per week…………………………………
Please state all significant drug or other allergies………………………………………………
Relevant family history…………….………………………………………….…………………..
……………………………………………………………………………………………………….
All immunisations you have had in the past five years including tetanus….…………………
………………………………………………………………………………………………………..
Ladies - Please give date of last smear………………………………………...........................
Communicating with the Practice

To help us deal with your requests faster and to assist with those who find it difficult to communicate by phone we operate a text message service and an email message service.  We can contact you with relevant information, request photographs and arrange clinics by text message.  Do you consent to receive information by text, whatsapp or email?  Yes / No
Do you suffer from any other condition which might affect your ability to communicate with us? Eg, blindness, deafness, mutism?  If so please give us some information as to how we can assist you in the Health Centre. 

……………………………………………………………………………………………………….
……………………………………………………………………………………………………….
Emergency Contact/Next of Kin Details
Name of Next of Kin………………………………………………………………………………..
Contact Telephone Number of Next of Kin………………………………………………...........
Relationship of this person to you…………………………………………………………………
If you wish to have a nominated person deal with your medical issues, access your results, arrange appointments etc, you must give express written authorisation, signed and dated by you.  Please discuss this with our staff.  
