Binscombe Medical Centre

New Patient Questionnaire

You are invited to have a consultation with a health care professional within 6 months of registering . 

Full Name
………………………………………………Date of Birth-------------------------- 

Address
………………………………………………………………..…………..………..



………………………………………………………………..…………..………..


Postcode …………………..………..Home Tel……………………..…….……… Work Tel  ………………….………………..Occupation----------------------------------------------------Ethnic Origin
White  □  Black Caribbean  □  Black African  □  Indian  □ Pakistani   □ Bangladeshi  □ Chinese  □  Other ( please state)-----------------------
First Language
English     □    Bengali     □    Hindi   □    Urdu    □  
Punjabi    □     Cantonese    □     Polish   □  Other ( please state) ------------------------------
State Preference  for  Usual GP
( if applicable ) …………………………………………….

	How much do you weigh?
	……..….. St ……..…lbs    or ………….Kg

	How Tall are you?
	…………..Ft …….….ins    or ……….…cm

	Do you Smoke?
Have you ever smoked?
	No (  Yes (  Cigarettes (  How many a day?---------------

Pipe Smoker  (    Rolls Own   (    -------------oz per week

	
	No  (  Yes  ( When did you stop? …………….…….

How many did you smoke a day ?………………..……

	Do you Exercise?
	Never ( a little ( moderately ( heavily (

	How much Alcohol do you drink? 
	……… … units per week 

( 1 unit = ½ pint of beer, 1 glass of wine or 1 measure of spirits)


FAST  ALCOHOL  SCREENING  TEST  ( FAST )

For  the  following  questions , please  circle the  answer  which  best  applies.

1 drink = ½ pint of beer or 1 glass of wine or 1 single spirits 

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

    WOMEN: How often do you have SIX or  more drinks on one occasion ?


 Never     Less Than Monthly     Monthly     Weekly     Daily or Almost Daily 

2. How often during the last year have you been unable to remember what happened the night before because you had been drinking?
  Never      Less Than Monthly      Monthly      Weekly     Daily or Almost Daily 

3. How often during the last year have you failed to do what was normally expected of you because of your drinking?
Never    Less Than Monthly     Monthly     Weekly     Daily or Almost Daily 

4. Has a relative or friend, a doctor or other health worker been concerned about your drinking or suggested you cut down?
   No       Yes, on one occasion       Yes, on more than one occasion

	Current Medicine
	Dose
	How often taken?

	…………………………………………………
	………………
	……………………………..

	…………………………………………………
	………………
	……………………………..

	…………………………………………………
	………………
	……………………………..

	Allergy to:
	Caused which symptoms

	………………………………………………..
	………………………………………………….


Past Medical History

Have you had any operations, if so what and when

…………………………………………………………………………………………….………………

…………………………………………………………………………………………….………………

Do  you  have or have you suffered from any serious medical conditions( eg Angina , Heart Attack, Stroke, Epilepsy, Cancer , Depression), if so what and when?

…………………………………………………………………………………………….………………

…………………………………………………………………………………………….………………

Any other medical conditions ? …………………………………………………………..
Family Health History
Has anyone in your family had?

	
	No        Yes
	Which Family Member
	Age at onset

	Angina/ Heart Attack 
	(          (  
	…………………………
	…………….

	Stroke
	(          (
	…………………………
	…………….

	Diabetes
	(          (
	…………………………
	…………….

	Hypertension 

(high blood pressure)
	(          (
	…………………………
	………..…..

	Hyperlipidaema 

( high cholesterol) 
	(          (
	…………………………
	…………....

	Asthma
	(          (
	…………………………
	…………….

	Cancer
	(          (
	
	

	Type of cancer

…………………………

…………………………

…………………………
	Who 

…………………………

…………………………

…………………………
	Age at onset

………………………………………


For Carers

Are you a carer for anyone with a physical or mental  illness , disability or frailty?

Yes
No
If so you may like to complete the Carers registration form . ( please ask at reception)

For Women
Date of last Cervical smear ………………………..…....

Result …………………..……

If you are due for a smear please ask the receptionist to make an appointment with the nurse or doctor to have this done. It is recommended that you should have a smear done every 3 years from age 25 – 49 and every 5 years from age 50 -64.

When was your last mammogram? ……………………………….
Result …………………..……

You will be invited to have a mammogram every 3 years from age 50 till 65, if you have any queries with regards to this please ask to see a doctor.

Contraceptive advice can be provided by any of  the doctors during routine surgery or in our  family planning clinic .
For Children

Are the vaccinations up to date? Yes ( No (
If you are unsure or know you require vaccination, please make an appointment to see the nurse.

Are there any other important facts you feel we should know about you or your family?

…………………………………………………………………………………………….………………

…………………………………………………………………………………………….………………

Signature:
Date:

Apr 10 
Continued Over…

Apr 10


