EDENFIELD ROAD SURGERY
HEALTH QUESTIONNAIRE – Downloadable Version
PATIENTS USING THIS AS PART OF THE REGISTRATION PROCESS PLEASE NOTE:

THIS FORM MUST BE COMPLETED AND TAKEN TO THE SURGERY. ALSO NOT VALID IF RETURNED BY EMAIL, AS AN OFFICIAL REGISTRATION FORM MUST ALSO BE COMPLETED, WHICH WE CANNOT REPRODUCE HERE. 
Please complete one questionnaire for ONE PERSON ONLY.  The information will be retained in your medical records. (For prospective new patients, only if you are accepted onto the list).
Surname  __________________________________
Maiden Name ________________________

Forenames _________________________________
Marital Status  _______________________

Date of Birth _______________________________
Telephone No ________________________

Address __________________________________________________________________________

___________________________________________    
Post Code  ___________________________​​​​​​​​​​​

Gender

Male/Female
Are You already registered with us? (YES/NO)
Ethnic Group (which of the following ethnic group do you fall into?) Please tick one

British/Mixed

(
White or Black Caribbean
(
Indian/British

(
Irish


(
White or Black African
(
Pakistan/British
(
Other White

(
White Asian


(
Bangladesh/British
(
Chinese/Other

(
PAST MEDICAL HISTORY

Please tick and add date if you have had any of the following:

DATES
Asthma





(
COPD
(Chronic Bronchitis or Emphysema)

(
High Blood Pressure




(
Heart Failure





(
Atrial Fibrillation




(





Stroke/TIA





(
Angina 





(
Heart Attack





(


Coronary Angioplasty




(




Coronary Bypass Operation



(
Type 1 Diabetes




(
Type 2 diabetes




(
Gestational Diabetes




(






Kidney Failure





(
Chronic Kidney Disease



(
Depression





(
Other Mental Health Problems (please specify)
(
Cancer (Please specify)




(
Epilepsy





(
P.T.O……….

Learning Difficulty




(
Hypothyroidism




(
Dementia





(
Any Operations (Please specify and dates)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do any of the above conditions run in your family?

Do you have any allergies?

____________________________________________________________________________________________________________________________________________________________________
Social History – What is your job?

Smoking History (please tick)
Never Smoked

(




Ex Smoker

(




Current Smoker
(
Weekly Alcohol intake  
​​​​​​​​​_____________  units per week

What is your Height?

_____________

What is your Weight?

_____________

Medication – Please list all medicines/tablets etc.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Date of Last Smear (women)
_____________________

Thank you for filling in this form.  The information will help us to provide you with better and more appropriate health care, with regular follow up as necessary.

Date completed  __________________________
---------------------------------------------------------------------------------------------------------------------------
For official/surgery use only.

Computer Number  __________________________________________________________________

Disease Register follow up  ___________________________________________________________

Clinic follow up ____________________________________________________________________
