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NEW PATIENT REGISTRATION/HEALTH QUESTIONNAIRE

(NB all information supplied will be recorded in your confidential medical records)
Surname: ………………………………………

Forename(s): ……………………………………
NHS number (if known):............................................................................

Date of Birth: …………………………  Marital status: ….………………………………………..
Address:
……………………………………………………………………………………………………………………………………………………………….…………
Postcode: ....…………..….
Home tel: ……………………………… Mobile (if aged 16 and over): ………………………….
Ethnicity: ………………………………………………………………………………………………

Gender: ……………………………………………………………………………………………….

Email address: …………………………………………………………………………………………

Language preference   English / Welsh (please delete as appropriate)

Are you in temporary accommodation? i.e. sofa surfing, hostels, B&B: ____________________

If yes, then please book a 15minute appointment with a Nurse followed by a 15min appointment with the GP for a ‘new patient health check’.

OTHER HOUSEHOLD MEMBERS ALREADY REGISTERED OR REGISTERING AT THIS PRACTICE:

NAMES___________________________
RELATIONSHIP TO YOU _____________________

_________________________________



______________________

_________________________________



______________________

CHILDREN UNDER 5 YEARS OF AGE: Would parent/guardians please bring into surgery their “red book” or immunization record, for this to be checked that they are up-to-date.

NEXT OF KIN: Name ______________________   Telephone Number ______________________

OCCUPATION/School: _____________________________________ 

□ HGV driver 

Student: If in University please tick which one and state which year _________

□Cardiff Metropolitan University

□ Cardiff University 

□ Glamorgan University

Students – It is recommended that specific 1st year students require additional vaccinations. Please speak to the reception to see if you are eligible.
Are you a
□ Asylum Seeker

□ Refugee


□ Migrant worker (non-uk)

If yes, Is this the first time you have registered with a GP surgery in the UK? _________________
If yes, what is your country of origin? ____________________________

WHERE DO YOU WANT TO COLLECT YOUR REPEAT PRESCRIPTIONS FROM?

□  Health Plus (next door) 
□ Boots (Whitchurch)

□ Lloyds (Whitchurch) 

□ Powells (Gabalfa)

□ Other _________________________________________

Pharmacies will collect your prescription from us on your behalf. Most are open late and on weekends

Do you consent to the practice contacting you by text message for appointment reminders, invitations to health checks, vaccination reminders, to let you know that your prescription or your sick note is ready for collection and anything else relevant to your healthcare?

*Yes/No (please delete as appropriate)

We have an electronic method of contact available for patients to contact the surgery for non urgent requests – do you consent for us to correspond with you via this method and supply us with a preferred e-mail address for this purpose?  
*Yes/No (please delete as appropriate)
Are you happy for the practice to contact you by phone or text to attend the surgery to discuss and monitor
· Weight management

· Smoking cessation

· Alcohol harm reduction
· Activity Levels
*Yes/No (please delete as appropriate)

NB: The following information you supply may assist us to provide good care for you whilst we wait for your previous medical records.

Medication

Please give details of any medication which you take (prescribed or otherwise):

	Name of drug
	Dosage

	
	

	
	

	
	

	
	

	
	

	
	


*Please attach or forward us your most recent repeat medication slip if you have one.

*You will need to book an appointment with a GP to continue receiving your medication*

Allergies

Do you have any allergies?     Yes/No
If Yes, please give details:  ………………………………………………………………………………………………………………………………….

Ongoing Illnesses: …………………………………………………………………………………………………………………

Past Medical History

Please give details of any treatments/medical conditions:

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

Family History

Is there any of the following in your family (father, mother, brother, sister) before the age of 65?

Heart Disease?


Yes / No
which family member? ………………………….

Diabetes


Yes / No
which family member? ………………………….

High Blood Pressure

Yes / No
which family member? ………………………….

Depression 


Yes / No
which family member? ………………………….

High Cholesterol 

Yes / No
which family member? ………………………….

Epilepsy 


Yes / No
which family member? ………………………….

Asthma 


Yes / No
which family member? ………………………….

Thyroid 


Yes / No
which family member? ………………………….

Stroke?



Yes / No
which family member? ………………………….

Cancer?



Yes / No 
which family member? ………………………….

Site of cancer?
 …………………………………………………………………………………….

Smoking
Do you smoke?

Yes / No


If Yes, how many:
Cigarettes per day ……..        Ounces of tobacco per day ……..
Alcohol
Do you drink alcohol
Yes/No 
For the following questions please answer to the best of your knowledge: We have provided a basic guide to alcohol content below to assist your completion: 

A 750ml bottle of wine contains 10 units

A standard (175ml) glass of wine contains 2 units
A single small shot of spirits (25ml) contains 1 unit
A standard 70cl bottle of spirits contains 28 units
A pint of 3.6% strength lager/beer/cider contains 2 units
A pint of 5.2% strength lager/beer/cider contains 3 units
Follow the link below to access more information including a guide to calculating your alcohol intake - Alcohol units - NHS (www.nhs.uk)
Or you can use Alcohol Change’s calculator - Unit calculator | Alcohol Change UK
If yes, how many units of alcohol do you drink a week?  ………………………………

Height and Weight

Please tell us your most recent measurements for the following (if known)

Height: ………………………..

Weight: ……………………….

Physical Activity Levels: 

Are you happy for the practice to contact you by phone or text to attend the surgery to discuss and monitor

· Weight management

· Smoking cessation

· Alcohol harm reduction
· Physical Activity Levels
*Yes/No (please delete as appropriate)

Carers
Do you need/have anyone who looks after you or your daily needs as Carer?

Yes/No
If Yes, would you like them to deal with your health affairs here?


Yes/No
(A member of reception staff can help with these arrangements)
Do you care for anyone else?







Yes/No
(If Yes, please ask the reception staff about Carers support)



*All carers are entitled to a free flu vaccination each year. 

Military Veteran

Have you ever served in the Armed Forces?  





Yes/No

www.veteranswales.co.uk - specialised, prioritised support for service related mental health issues
Communication

Do you have any communication/information needs relating to sensory loss and, if so, what are they and how would you like us to communicate with you?
…………………………………………………………………………………………………………………………………………………………………………………………………………………………
PREFERRED LANGAUGE (when accessing NHS services) 
___________________________

INTERPRETER REQUIRED? 
□ No
□ Yes - Language required_______________________

DRIVING LICENSE:  □ CAR 
□ DO NOT DRIVE  

Thank you for completing this questionnaire. 
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