New Patient History 	 	 	 	 	Ferguson Medical Practice 
Your medical records may take some time to reach us, so in the meantime, please fill in this form in as much detail as possible.  This will enable us to ensure you have the best possible care. Have you previously been registered with this Practice    YES/NO 
	Name 
	 

	Date of Birth 
	 

	Address 
	 

	Postcode 
	 

	Home Telephone 
	 
	Work Telephone 
	 

	Mobile No. 
	 
	Occupation 
	 

	Next of Kin 
	
	 

	Next of Kin Contact N
	umber 
	 


 
	Medical Details - Please give details of past operations and illnesses 
 
 
 
 
 
 
 
 
	

	Have you had a blood transfusion prior to 1996? 
 
 
 Yes  	No    
 

 If yes please ask reception for an information sheet on Hepatitis C testing. 

 
 
	

	Current Medication – please give details of any medication you are taking 
 
 
 
 
 
 
 
 
	

	Allergies – please give details of any allergies you have 
 
 
 
	

	Immunisations 
	Date 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


 	 	 	 	 	 	 	 	 	 
Women Only 
	How many pregnancies have you had? 
	 

	What was the date of your last cervical smear test? 
	 

	What was the result of your last cervical smear test? 
	 

	Where was this last cervical smear taken? 
	 

	What kind of contraception do you use? 
	 


 
Your Family History 
	Give names of people who share your home 
	Relationship to you? 

	 
	 

	Family Illnesses 
	Family Member 
	
	Age 

	Asthma 
	 
	
	 

	Cancer 
	 
	
	 

	Diabetes 
	 
	
	 

	Heart Disease 
	 
	
	 

	Strokes 
	 
	
	 

	Other 
	 
	
	 


 



Your Height and Weight 	 	 Smoking ?                                       Vape ?
	
	Height 
	 
	

	Weight 
	 
	



	
	Current 
	 
	Current 
	 

	 Never 
	 
	Never 
	 

	Ex-Smoker 
	 
	Ex-Vaper 
	 





 
	Alcohol? 
If you drink alcohol, how many units of alcohol per week 
	 

	Diet? 
Do you eat a healthy diet? 
	 
YES/NO 

	Exercise? 
Do you exercise regularly? 
	 
YES/NO 


 
 Are you an unpaid carer?  Do you look after someone who is frail, elderly, ill or mentally ill?           YES/NO 
 	 
Please indicate your ethnic origin below.  This is not compulsory, but may help with your healthcare as some health problems are more common in specific communities, and knowing your origins may help with the identification of some of these conditions. 
 
	 
Main Language Spoken                                                                Do you require an interpreter YES/NO 
 

	Asian, Asian Scottish, or Asian British 
 
	 


Indian                                 Pakistani                       Bangladeshi                         Other Asian Background                
 

	Black, Black Scottish or Black British 

	 
Caribbean    
	            
	          African                                        Other Black background 	

	 
Chinese 
 

	White 
 
Scottish                             Other British                          Irish                     Other White Background 

	Mixed 
 
Other mixed background 

	 
Any other background 
 




Signature.............................................................................. 
 
Date............................................... 
