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PERSONAL HISTORY
Surname __________________________________________
Previous Name_________________________________________
First Name_________________________________________
Male / Female (please circle) 
Date of Birth_______________________________________
Age___________________________________________________
Place of Birth_______________________________________
Nationality_____________________________________________
Employed      Yes / No (please circle)



Occupation_____________________________________________
NHS NUMBER_______________________________________
Address__________________________________________________________________________________________________
Home Tel No_______________________________________
Work Tel No ___________________________________________

Mobile No _________________________________________
Email address __________________________________________
NEXT OF KIN DETAILS 
First Name _________________________________________Surname____________________________________________
Relationship _____________________________________
 Address ___________________________________________
Telephone________________________________________
Mobile ____________________________________________
ETHNICITY 
What is your ethnic group? 
A. White 

British



(  )







Irish



(  )








Any other white background
(  )

B. Mixed 

White and Black Caribbean 
(  )








White and Black African 

(  )







White and Asian 


(  )








Any other mixed background 
(  )


C. Asian or Asian British 
Indian 



(  )








African 



(  )








Any other black background 
(  )


D. Other Ethnic Groups
Chinese



(  )








Other ethnic category

(  )









Not stated – Please state here
_________________________

Main Spoken language _______________________________
Do you need an Interpreter?  
Yes / No (please circle)
MEDICAL AND FAMILY HISTORY
Any present illnesses? ______________________________________________________________________________________
Any regular medication?  ___________________________________________________________________________________
Have you or other family members suffered from the following:  Please tick & include age at diagnosis
	
	You
	Other family member

	Heart problems
	
	

	Stroke
	
	

	High blood pressure
	
	

	Diabetes
	
	

	Glaucoma
	
	

	Cancer
	
	

	Epilepsy
	
	

	Asthma
	
	


LIFESTYLE

Your current height ___________________________________Weight ______________________________________________
Do you smoke? _______________________If yes, how many per week_______________ How many a day? _______________
If you are a smoker which of the following do you smoke?
 Cigarettes
 
Cigars

Pipe Tobacco
If you are an ex-smoker, how long did you smoke for? _____________________ How many a day? _______________________
Were you a:
Light

Heavy

Moderate

smoker? (Please circle)
How much exercise do you do regularly? (Please circle)
Light

moderate

heavy

ALCOHOL
	Questions
	Scoring system
	SCORE

	
	0
	1
	2
	3
	4
	

	How often did you have a drink containing alcohol in the past year? 
	Never
	Monthly

or less
	2 - 4 times per month
	2 - 3 times per week
	4+ times per week
	

	How many drinks did you have on a typical day when you were drinking in the past year?
	1 -2
	3 - 4
	5 - 6
	7 - 9
	10+
	

	How often did you have 6 or more drinks on one occasion in the past year? 
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	


GENERAL

Are you housebound:  




Yes / No (please circle)
Are you a carer? 





If yes, please state name _________________________________
Do you have a carer? 




If yes, please state name _________________________________
Are you a student? 




Yes / No (please circle)
Are you an asylum seeker?



 Yes / No (please circle)
How would you describe your religion?


 ______________________________________________________

Any known allergies _______________________________________________________________________________________
OTHER 
Would you like to use Electronic Prescriptions? If so which pharmacy? _______________________________              Registered (  )
Would you like to use text messaging to remind you of appointments? 

Yes / No (please circle)         
    Registered (  )
Would you like to opt out of Summary Care Record sharing?


   Yes / No (please circle) If yes, add SNOMED code (  )
Are you interested in patient access to book appointments and order


Yes / No (please circle)                   Set up (  )
prescriptions online?
Is there anything else you feel your Doctor should know? _________________________________________________________

SIGNED________________________________________________NAME_____________________________________________
DATE _________________________________________________
Named Accountable GP is _________________________________ Patient informed 


           Coded 9NN60 (  )
THANK YOU FOR COMPLETEING THIS FORM. ALL INFORMATION IS STRICTLY PRIVATE AND CONFIDENTIAL. 

FOR ADMIN USE
ID seen? If so what? ________________________________________________________________________________________

New patient registration offered? 


Yes / No (please circle)
Registered and coded by ____________________________________________________________________________________
