	YARDLEY WOOD HEALTH CENTRE
NEW PATIENT QUESTIONNAIRE

	Surname:…………………………………..………First Name:…………………….………………Dr/Mr/Mrs/Miss/Ms

Date of birth:……………………..….Tel: No:…………………………….Occupation:……………………………..

Address:……………………………………………………………………………Post Code:………………....……..

                                                                                                                                   Single/Married/Separated/Divorced

(Next of kin……………………………………………..……….Tel: No:……………….…………………)



	MEDICAL HISTORY

	ILLNESSES/OPERATIONS (with year)

ALLERGIES? (e.g. to penicillin/foodstuffs etc, please give date of onset)

FAMILY HISTORY of any illness (e.g. Asthma, diabetes, heart disease, high blood pressure, epilepsy, cancer – breast/colon)

Father –

Mother –

Brothers –

Sisters –


	CURRENT MEDICATION
Do you SMOKE............................/day

	Alcohol: Your estimated alcohol intake per week........................................................................

This questionnaire is designed to help you evaluate your drinking:
Question

Score 0:

Score 1:

Score 2:

Score 3:

Score 4:

How often do you have a drink that contains alcohol?
Never
Monthly or less
2-3 times per month
2-3 times per week
4+ times per week
How many standard alcoholic drinks do you have on a typical day when you are drinking?
1-2
3-4
5-6
7-8
10+
How often do you have 6 or more standard drinks on one occasion?
Never
Less than monthly
Monthly
Weekly
Daily or almost daily
Your total:..................

A total of 5+ indicates hazardous or harmful drinking

Please consider discussing this with a doctor or the alcohol counsellor available are the surgery



	Your Ethnicity:

1st Spoken Language…………………………………………………….

Black/African-Caribbean (         Black African (         Black – Other (        Indian (         Pakistani (     

Bangladeshi (            Chinese (             Vietnamese (              Asian – Other (               Irish (          White-UK (
White Other (            Other Ethnic Group (please specify) ……………………………………               

DO YOU REQUIRE AN INTERPRETER, IF YOU DO PLEASE ASK RECEPTION TO BOOK YOU ONE PRIOR TO YOUR APPOINTMENT

	Any other relevant medical information:




M:drive Linda/misc
