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	New Patient Health Questionnaire for Adults

	Hunmanby Surgery

Hungate Lane

Hunmanby

YO14 0NN

Tel:  01723 890280

	Patient's details

	Title

Surname

Date of Birth

First Names

Occupation

Previous Surnames

Marital Status     Married, Partner, Separated, Divorced, Single, Widowed, Other     (Please Circle)


	Home Address

Postcode

Home Tel:

Work Tel:

Mobile:

Email:



	What is your first language?



	Name and Address of Previous GP



	Ethnic Group  -  (Please note this is used for monitoring purposes only)

	White

British

Irish

Other (please specify)



	Black

Caribbean

African
Other (please specify)


	Asian
Indian
 

 

Pakistani
 

 

Chinese
 

 

Other (please specify)


	Mixed
White + Black Caribbean 

 

 

White + Black African

 

 

White + Asian

 

 

Other (please specify)



	

	Proof of Identity and Address Provided?

	Birth Certificate

Driving Licence

Passport

Utility Bill

Allowance Book

Solicitor's Letter

Offer of Tenancy

Other 




	Medical Information

	Please list any serious illnesses/operations/accidents/disabilities (and for women any pregnancy related problems) and the year they took place

Have you ever suffered from? (tick as appropriate)

Epilepsy

Blindness/Glaucoma

High Blood Pressure

Diabetes

Heart Attack/Stroke

Depression

Cancer

Asthma

Eczema/Hay Fever

COPD

Please list any medicines being taken and the amount:

Are you registered disabled? (If yes, please give details) 

Are you allergic to any medicines and if so, which? 



	Other Information
Emergency Contact Details
Name

Address

Tel No
Relationship to you: (ie: Husband etc)


Is this person your next of kin              Yes                             No


	Do you have a carer?

           Yes/No
Name

Address

Tel No

Are you a carer? (If yes please give details) 

             Yes/No

Name
Address

Tel No
Do you hold a Living Will? (A Living Will is documentation regarding your personal wishes in respect of medical intervention at the time of serious illness) 


Yes                                                                    No
Women:

Have you ever had a cervical smear? (If yes, when and where?) 

Do you smoke?

Yes         □                                              
No         □         

If 'No', have you ever smoked? 

Yes         □                                              
No         □         

Would you like advice on giving up smoking?

Yes         □                                              
No         □         



	How often do you have a drink containing Alcohol

Never

Monthly or less

2-4 times a month

2-3 times a week

4 or more times a week
How many units of Alcohol do you drink on a typical day when you are drinking    

(1 Unit = ½ pint beer, 1 small glass of wine, 1 single spirit, 1 small glass of sherry, 1 single aperitif)

How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year
Family History

	Please state any serious illness, in particular heart disease, strokes, high blood pressure diabetes or any inherited disease



	

	For Patients aged 65 and over or those with a chronic disease (e.g. asthma or diabetes)

	 
Have you had a flu vaccination? 

Yes/No

Flu vaccination date if known
Would you like a flu vaccination
Yes/NO



	Signature
(you will be asked to sign this form when you visit the practice)
Date
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