AHKeTa HOBOrO NaLli€HTa
New Patient Health Questionnaire

3BepHiTb yBary, L0 Bam He0bXiAHO 3aNOBHWUTY LLIO aHKETY aHIiINCbKOK MOBOIO. Y pasi noTpebu My moxemo
HafaTh Bam nepeknagaya, abo x B moxkeTe ckopuctaTtmca Google Translate (ane, 6yab nacka, 3BepHiTb yBary,
LU0 el cepBic He 3aB M 3abe3neyye TOUHUIA Nepeknag).

Please note you will need to complete this form in English. We can arrange for an interpreter if you need one,
or alternatively you can use Google Translate if you would prefer (though please note this doesn’t always offer
the most accurate translation).

3BepTaHHA MaH Mani Miss Ms MpisBuLe
Title Mr Mrs Surname
[JaTa Im’'a
HapoaKeHHA First Names
Date of Birth

Mpodecia MonepeaHi
Occupation npissuLLa

Previous Surnames

JomalHa agpeca
Home Address

MowToBUI iHAEKC:

Post Code

JomaluHit Homep TenedoHy:

Home Telephone Number

MobinbHU1 Homep TenedpoHy: Yn paete Bu 3roay

Mobile Phone Number Ha Te, Wob mun
3B'A3anucA 3 Bamun
no CMC? (Tak/Hi)
Do you give consent for
us to contact you by
text? (Yes/No)

Pobounit Homep TenedoHy:

Work Phone Number

Email: Yn paete Bu 3roay
Ha Te, Wob mu
3B'A3anucA 3 Bamun
€/1eKTPOHHOIO
nowrToto? (Tak/Hi)
Do you give consent for
us to contact you by
email? (Yes/No)

MicTo i KpaiHa HapOAXKEHHA

Town and Country of Birth

Cratb

Male / Female?

CimelHni cTaH

Marital Status

IMeHa i BiKk ajiTel

Names and Ages of Children



IHWI »XuTeni Baworo gomy
Other residents in your home
Halibnuui poanyi

Next of Kin

IXHi KOHTaKTHI HOMepK
TenedoHy:

Their contact telephone number:

MocBigueHHs Csigourtso Boaiicb | Macnopt | PaxyHOK KHura Nuct Big, | Mpono3uuin
ocobu npo KinpaBa | Passport 3a ninbr afBoOKaT | opeHau
(AKwWwo HapoaeHHs | Driving KoMyHanb | Allowance = a UTNa
HaAaeTbeA) Birth Certificate = License Hi nocnyrn | Book Solicitors | Offer of
Proof of Identity Utility Bill Letter Tenancy
(if provided)
IHWwe (6yAb Nacka, BKaiTb):
Other (please specify):
PioHa moBa: AHrninceka | TiHAj lyoypati  Ypay | beHranb | lMenpx | Monb | YKpaiHCbKa
Your first language: | English Hindi Gujurati Urdu Cbkuin / abi CbKa Ukrainian
CinxeTi Punjabi Polish
Bengali
/Sylheti
®paHuy3b | HimeupKk | IcnaHc | IHwWa (byab nacka, BKaxiTb):
Ka a bKa Other (please specify):
French German Spanish
Peniria: Llepksa KaTtonuupKk | IHWa XpUCTUAHCBKA byaausm IHAYI3M Mycynbma
Your Religion: AHNIT a (Bka3aTn) Buddhist Hindu HCTBO
CofE Catholic Other Christian (state) Muslim
Cukxm lyoaism CeigKun Erosm Hemae IHWa peniria (BKasaTtu)
Sikh Jewish Jehovah's Witness No religion Other religion (state)

3picT:
Your height:

AK yacto
3aMmaerecsa
cnopTom (pasis Ha
TUXAEHb)?

How often do you
exercise? (Times each
week)

Bu nanute? (Tak /
Hi)

Do you smoke? (Yes /
No)

AKLLO TaK, TO CKiNbKK
LMrapoK Y yHL,in
TIOTIOHY Ha
TUXIEHb?

If yes, how many
Cigarettes or ounces of

BigHoweHHA 80 Bac:
Relationship to you:

Bara:
Your weight:

Tun(n) Bnpas:
Type(s) ofexercise:

AKWO Hi, 4n
nannnn sn
paHiwe?

If no, have you ever
smoked?

barkaete
oTpUMaTH
nopaay Lono
BiZAMOBM Bif,
KYpPiHHA?
Would you like



tobacco each week?

CKinbKu ankoronto
BU BUMUBAETE 3a
TMAeHb? (OAMHML)
How much alcohol do
you drink in a week?

(Units)
AKi WwenneHHs Oundtepia
Bam byno Diphtheria
3pobneHo? (byab
Jlacka, no3HauTe Kokntoww
BCi BigNoBiAHI Whooping Cough
BapiaHTH)

What immunisations
have you had?
(please tick all that

apply)

advice on giving up
smoking?

(1 o0uHuyAa = % ninmu nuea, 1 Heseaukuli Keaux suHa, 1
wom, 1 HesenuKuli keaux xepecy abo 1 o0uH anepumus)
(1 unit = % pint beer, 1 small glass of wine, 1 single spirit, 1 small

glass of sherry or 1 single aperitif)

KpacHyxa
German
Measles

JouwKinbHa
bycTepHa

BaKUWHa

Pre-school
booster

OcobnuBi noTpebu:

CtoB6H MNonio
AK Mienit
Tetanus Polio

MoTpiliHa BaKLMHa
(andTepis, cToBOHAK
i KOKntow) — 3 gosun
Triple vaccine
(Diphtheria, Tetanus &
Pertussis) — 3 doses

Byab nacka, onuLiTb HUXKYeE YCi 0cobAMBI NOTPedU, WOO MU MOTAK iX BPaxyBaTu i BXKUTK

HeobXxiaHWxX 3axoais:
Specific Needs:

Please detail below any specific needs you have so we can ensure we can accommodate you by taking the

ByAb nacka, BKaXKiTb BCi NiKK, AKi BU
3apas NpuUNMaETe, Ta 403YBaHHA:
Please list any medications you are
currently taking and the doses:

BKaxKiTb, OyAb NacKa, AKLWO Yy Bac €
CEHCOpPHI NopyLIeHHA (HanpuKknag,
MOBMW, CNyXy, 30pYy):

Please state any Sensory Impairments you
have (for example, speech, hearing, sight):
Yn Bam HeobxigHWM cobaka-nosoanp?
Are you an Assistance Dog user?

Byab nacka, BKaKiTb BCi CBOi disnyHi
BiAXWNEHHA:

Please state any physical disabilities you
have:

ByAb nacka, BKaXKiTb BCi CBOT MCUXiYHI
BiAXWNEHHA:

Please state any mental disabilities you
have:

Byab nacka, BKaxitb byab-AKi
penirifHi UM KynbTypHi NoTpebu:
Please state any Religious or Cultural
needs:

Yn notpibHa Bam gonomora
nepexknagava?

Do you require the help of a Translator
or Interpreter?

appropriate action:

MMR



ByAb 1acKa, BKaXKiTb, AKLLO Y BAC €
aneprii abo YyTAUBI peakuii:
Please state any allergies and
sensitivities you have:

BKaKiTb, Oyab nacKa, AKi y Bac €
¢dobii:

Please state any phobias you have:
Yu BigmoBRANUCA BN KOK-
Hebyab Big 6yab-AKOro
NikyBaHHA/0BCTEXEHHS, | AKILO
TaK, To Big 4oro?

Have you ever refused
treatment/screening of any kind, and if
so what?



AKi xBOpPOOU Y Bac
6ynu i Konu?

What illnesses haveyou
had,and when?

Yn € cepiosHi
3aXBOPHOBAHHA Y
BalLMX b6aTbKiB, bpaTie
abo cectep (no3Haute
ycCi BignosigHi
BapiaHTH)

Are there any serious
diseases that affect your
parents, brothers or
sisters (tick all that apply)

Yu € y Bac 3apas fiKicb
npoo6aemu 3i
340pOoB'AM?

Do you have any medical
problems at present?

byapb nacka,
nepepaxyiTe BCi

Tabnetku, Nikn abo iHLwWi

3acobu, AKi Bu 3apas
NpUMMaceTe, i3
3a3HaYeHHAM
[03yBaHHA Ta YacTOTK:

Please list any tablets,
medicines or other
treatments you are
currently taking, including
dose and frequency:

Yn 3apeecTpoBaHi BM y
AKiMCb anTew,?

Do you have a nominated
pharmacy?

Pak monouHoi
3a/1031

Breast cancer
Eninencis

Epilepsy

Cepuesuit
Hanag,
Heart Attack

Jenpecis
Depression

Pak
KULLKIBHMKA
Bowel cancer
IHCynbT
Stroke

Cepuesuit
Hanagy Biu,i
00 60 pokis
Heart Attack
before the age
of 60
TpUBOKHICTb
Anxiety

Bawa meguyHa ictopis:
Your Medical Background:

Byab-AKWI iHWKA

BUA, PaKy

Any other cancer
FinepToHis
High Blood
Pressure

MopyLweHHA

byHKUiT

WMTOBUAHOI

331031

Thyroid Disorder

Niabet
Diabetes

Actma
Asthma

Cninota/rnaykoma
Blindness/Glaucoma

Byab-aKi iHWI cepio3Hi 3aXBOPIOBAHHA?
Any other important family iliness?

Bbyab nacka, 3BepHiTb yBary, WO Ham J0BeAeTbCA BHECTM 3MiHW 40 BaLUMX
3anuciB nig Yac ix nepegadi, AKWO Bam NOTPIOHO 3MIHUTH
MicLEe3Haxo4KeHHA nonepeaHboi anTeKu.

ANTEKA, B AKIA B BIATEMEP XOYETE 3ABMPATU /1IKM 3A CBOIMMU

Please note we will need to amend your records as they transfer over if you need to alter

PELEMTAMMU:

this location from your previous pharmacy.

PHARMACY YOU WISH TO COLLECT YOUR PRESCRIPTIONS FROM NOW ON:



Jlvwe ana *KiHoK:
Women only:

Konu Bu Hata Lle 6yno y Bawwomy
BOCTaHHE Date Nikap 3aranbHoi
3/1aBa/IN Ma30K i3 npakTmKKn? (Tak
LMK MaTKK? /Hi)

When was your last Was this at your GP
cervical smear test? surgery? (Yes/No)

AKUM 6yB pesynbTat

MasKa?

What was the result of the

smear?

[laTa ocTaHHbOI Nata MeTopa, KoHTpaLenLii
mamorpadii (AKLLO BOHa Date (aKkwo

6yna): BMKOPMUCTOBYETHCA):
Date of last mammogram(if Method of contraception
applicable): (if used):

Yn b6arkaeTe BU 3BEPHYTUCA A0 NiKapA B LbOMY MeAUYHOMY LLeHTpI
0N OTPMMaHHSA MOC/YT i3 3aCTOCYBaHHA KOHTpauenuii? (Tak / Hi)

Do you wish to see a doctor in this Health Centre for contraceptiveservices?
(Yes/No)

[NnA nauieHTiB BikOM cTaplue 65 poKiB abo NALLIEHTIB 3 XPOHIYHMMW 3aXBOPHOBAHHAMM (HanpuKkaagd, acTMO0
abo giabetom)
For Patients aged 65 and over or those with a chronic disease (e.g. asthma or diabetes)

Yn pobunu sn Yn pobunu sn
LEenaeHHs Big, LEenaeHHA Big,
rpuny? BKaxiTb NHEBMOKOKOBOI
naty abo iHeKLIi? BKaXKiTb
«HIKONIN» naty abo «HiKonn»
Have you had a flu Have you had a
vaccination? Enter pneumococcal

date or “never” vaccination? Enter a

date or ‘never’

AKLLO BW € ONiKYHOM, BKaXXiTb KoHTaKTHI AaHi ocobu, Npo AKY BK AbaeTe:
im'a / agpecy / Homep TenedoHy Person Cared For Contact Details:

NIOANHMU, 33 AKOO BU

aornapaere:

If you are a Carer, please state the

name / address / phone number ofthe

person you care for:

AKLLO Yy BaC € ONiKYH, BKaXKiTb KOHTaKTHi AaHi oniKkyHa:
noro im'sa/agpecy/ Homep Carer Contact Details:
TenedoHy i mocTaBTe TYT CBilt

nianuc, AKLWO BM Xo4eTe, Wob mu

nepeganu iHdopmauito npo Aignunc:

Balle 340pOB'A BalOMy OMiKyHy. | Signed:

If you have a Carer, please state their

name / address / phone number and arta:

sign here if you wish usto disclose Date:

information about your health to your

Carer.




Yn 3BepTanuncs Bu Koin-Hebyab
[0 coljianbHOro npauiBHMKa abo
OTPUMYBAIN A0AATKOBY
[L0MNOMOrY Bif, LEHTPY AONOMOTM
paHiwe? (Tak / Hi)

Have you ever had a social worker or
received additional help from the early
help hub? (Yes/No)

Yu e y Bac «3anosit npo

HUTTA» (3a5Ba, AKA MNOACHIOE,
AKOro megun4Horo ﬂiKYBaHHﬂ

BU He XOoTin by
MmainbytHbomy)? (Tak / Hi)

Do you have a “Living Will” (a
statement explaining what medical
treatment you would not wantin

the future)? (Yes/No)

Y morKe XTOCb AiATn Bif,
BaLLUOro imeHi (Hanpuknaga,
N0AMHA, AKa Ma€E A0BipeHiCcTb)?
(Tak / Hi)

Have you nominated someone to
speak on your behalf (for example, a

person who has Power of Attorney)?
(Yes/No)

Nianwuc:
Signature:

Aara:
Date:

AKwo «mak», 6ydb nacka, Hadalime
nucbmosy Konito nio yac nepwoi
KOHCynbemauyii.

If “Yes”, please bring a written copy to your New
Patient Consultation.

Akwo «mak», 6yob AaCKa, BKAXims im’sa /
aapecy / Homep TenedpoHy:
If “Yes”, please state their name / address / phone
number:




OVER 16’s ONLY

Alcohol Users Disorders Identification Test (AUDIT) C

Questions Scoring System Your
0 1 2 3 4 Score
How often do you have a drink that Never | Monthly or 2-3 times 2-3 times 4+ per
contains alcohol? less per month per week week
How many standard alcoholic drinks do 1-2 3-4 5-6 7-8 10+
you have on a typical day when you are
drinking?
How often do you have 6 or more Never Less than Monthly Weekly Daily or
standard drinks on one occasion? monthly almost
daily
Audit C Score:
What to do next
If you have a score of 5 or more and time permits, complete the remaining alcohol harm questions below to
obtain a full AUDIT score:
Questions Scoring System Your
0 1 2 3 4 Score
How often during the last year have you Daily
foundthat you were not able to stop Never | Lessthan Monthly Weekly or almost
drinking once you had started? monthly daily
How often during the last year have you Daily
failedto do what was normally expected Never | Lessthan Monthly Weekly or almost
from you because of your drinking? monthly daily
How often during the last year have you Never | Lessthan Monthly Weekly Daily or
needed an alcoholic drink in the morning monthly almost daily
to get yourself going after a heavy drinking
session?
How often during the last year have you Never | Lessthan Monthly Weekly Daily or
had a feeling of guilt or remorse after monthly almost daily
drinking?
How often during the last year have you Never | Lessthan Monthly Weekly Daily or
been unable to remember what happened monthly almost daily
the night before because you had been
drinking?
Have you or somebody else been injured Yes, but Yes, during
as a result of your drinking? No not in the the lastyear
last
year
Has a relative or friend, doctor or other Yes, but Yes, during
health worker been concerned about your | No not in the the lastyear
drinking or suggested that you cut down? last year




