    St Brycedale Surgery New Patient Questionnaire

Please fill in your details below: 

Title  Mr/ Mrs/ Miss / Ms                                 Surname:

Previous surname :                                         First name: 

Date of birth:                                                  Full Home address including postcode: 

Mobile number: 

Home phone number:                                   Email address: 


Tell us about you 

Occupation:                                Current weight:                                  height: 

Is English your first language?                       Do you need an interpreter? 
                                                                      (if yes, please state which language you speak)

Do you have a carer? (If yes please give details)  □ Yes □ No
Ar           Are you a carer? Not as part of your employment (If yes please give details)    □ Yes □ No
	
Does your family hold a power of attorney for you? (If yes please give a copy) □ Yes □ No
Are you registered disabled? (If yes, please give details) 			      □ Yes □ No	

             Next of Kin 
             Please give name and telephone number and relationship of next of kin  

             If you wish to give your next of kin access to your prescriptions, test results and appointments 
S          please ask for a third party consent form and we will add permission to your records.


Contact -The practice may contact you via email and/or text message with practice news, advice 
[bookmark: _GoBack]about your health and/or appointment reminders. If you wish to opt out of these services/ reminders please let our reception know.   


   
 F           Family History 
              Please state any serious illnesses, in particular cancer, heart disease, stroke, high blood pressure
              diabetes, chest disease/asthma, epilepsy or any inherited diseases.  
              Please state your relationship to the individuals and in the case of cancer, the type of cancer.  


              
E  
              Ethnic group (Please tick appropriate box)  Caucasian (white) □   Asian □   Black □   Other □

Please list any current medication you are taking: (Including medication bought from online pharmacies) : Please note we required confirmation from your previous doctor before we can issue any medication. 







Are you a veteran?         □ Yes □ No


Lifestyle 

Do you smoke? □ Yes □ No            If ‘No’ have you ever smoked? □ Yes □ No       
If YES would you like help to stop smoking?    □ Yes □ No            
  
                How much Alcohol do you drink per week? 




                Emergency Care Summaries

P             Are medical notes that we can share with other NHS colleagues such as ambulance, the hospital                   m            and out of hour services like NHS 24 meaning doctors and nurses can access the web server for                                   cc            consenting patients in order to provide them with emergency health care. 

The data held includes: Standard patient demographics including CHI/healthcare number, forename , surname , previous names, Date of birth address, and postcode and up to three last telephone numbers. Also the current GP practice and registered GP. All allergies , all medications on repeat and acute medication issued in the last 6 months , medication issued outside of the practice. 


Please sign if you are happy to this information being shared. (Print name & Date of birth) 
    
I ……………………………………………….Consent to my information be shared if required for emergency health care.


If you wish to opt out and do not wish us to be able to share your records for emergency 
Care please complete:
 I (print name)……………………………. (Date of birth)………………………
Do not wish for my notes to be shared with emergency services. Signature………………………..

Please note your decision can be overridden if deemed necessary by your Doctor.


Parents please sign on children’s behalf.



