
ALTON STREET SURGERY

NEW PATIENT INVITATION & QUESTIONNAIRE

As you are now a new patient with this practice we would like to offer you the opportunity to discuss your health and any past medical problems.  Please make an appointment to be seen in the surgery within the next four weeks, and bring a specimen of your urine with you to be tested.

You are not obliged to do so, but it would be helpful if you could complete this questionnaire as fully as possible.  The information will help the health care team to make an initial assessment of your health which will help in your future treatment.  It often takes us several months to obtain your medical notes from your previous doctor and the more information we have, the better we can help you. 

Please note that if you require travel advice and vaccinations we will have no record of your previous vaccination history until your notes are received in the practice.  In these circumstances, please contact your previous surgery or travel centre to obtain this information prior to making an appointment for travel purposes.  This will avoid the need to pay for vaccinations that are not necessary, and also avoid the risk of more severe side effects from too frequent vaccinations.

When you have completed the form, please return it to the receptionist.  This information will be held in your personal health record which, like all NHS records, remains confidential.  For further details about your health records, please see our patient information leaflet.

	PERSONAL DETAILS

	Surname:
	First name(s):

	Date of birth:
	Email:

	Home telephone:
	Mobile telephone:

	Summary Care Record
A Summary Care Record contains important information about any medicines you are taking, allergies you suffer from, any bad reactions to medicines that you have had and some additional information.  This information is shared with other healthcare providers when caring for you in an emergency or when your GP practice is closed unless you opt-out.  Please ask for the leaflet for further information.  
Do you wish to opt-out of having a Summary Care Record?                               ( Yes      (  No  



	CARERS

	Do you look after or support an ill, frail, disabled or mentally ill person?   
	( Yes     (  No  

	Are you looked after or supported by somebody because you are ill, frail, disabled or mentally ill?   
	 ( Yes      (  No  


If you answered ‘yes’ to either of these questions, please ask the receptionist for our Carer's form.
	ELECTRONIC PRESCRIBING

	We use electronic prescribing which means prescriptions are sent to the pharmacy of your choice.  Which pharmacy would you like to nominate for this? (Please state if ‘Other’)
( Benjamins      (  Boots      (  Cohens      (  Other                     


	Office Use:
	( Identification Confirmed                                   
	( Address Confirmed
	( Informed of Usual GP (67DJ)


	HEALTH INFORMATION

	Height:
	Weight:

	Smoking Status:   
	( Never smoked
	( Ex-smoker - year stopped: ___​​​​​____

	( Current smoker*   Amount per day ____________   ( cigarettes  ( cigars     ( pipe      ( roll-ups     

	* We strongly recommend that patients do not smoke.  If you would like advice or help to give up please speak to your GP or nurse or ask for details of smoking cessation services.

	Please list any medicines you are taking:


	Have you ever suffered from a bad reaction to any medication?            ( Yes      (  No  
If yes, please give details:



	Do you take regular exercise?   ( Yes   (  No  

	Do you eat a sensible diet?   ( Yes    (  No  



	PERSONAL & FAMILY MEDICAL HISTORY

	Please list any serious illness, accident or operations, including approximate dates:


	Have any close relatives (parents, brothers, sisters or children) suffered from any of the following or died from ill health before the age of 65?  Please specify the disease and their relationship to you.

	(  Heart disease (heart attacks/angina)   
	
	

	( Stroke   
	
	

	(  Cancer
	
	

	(  Any other illnesses that run in your family  
	
	

	(  Died before the age of 65 – cause:
	
	

	

	Date of last blood pressure check:
	Date of last tetanus vaccination:

	Date of last cholesterol check:
	Date of pneumococcal vaccination:

	

	Females Only

	How many pregnancies have you had?

	When was your last smear test for cancer of the cervix?

	Have you had a mammogram (breast x-ray)?  If so when?


Please also complete our ethnic monitoring, first language & alcohol consumption questionnaires.
Thank you for taking the time to complete these questionnaires
ETHNIC CATEGORY QUESTIONNAIRE

Please indicate your ethnic category.  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 early identification of some of these conditions.

This form may only be completed by the patient in person, or a parent in the case of a child.  It may not be changed by us unless you ask for a change.  This information will be added to your computer health record and will remain confidential. 
Choose ONE category and then tick the box to indicate your ethnic category.  If asked to specify, please do so as fully as possible.
	
	White
	

	9S10
	British
	

	9S11
	Irish
	

	9S12
	Any other white background (please specify)
	


	
	Mixed
	

	9SB5
	White & black Caribbean
	

	9SB6
	White & black African
	

	9SB2
	White & Asian
	

	9SB4
	Any other mixed background (please specify)
	


	
	Asian or Asian British
	

	9S6
	Indian
	

	9S7
	Pakistani
	

	9S8
	Bangladeshi
	

	9SA8
	Any other Asian background (please specify)
	


	
	Black or Black British  
	

	9S2
	Caribbean
	

	9S3
	African
	

	9S4
	Any other black background (please specify)
	


	
	Other ethnic groups
	

	9S9
	Chinese
	

	9SJ
	Any other ethnic group (please specify)
	


	
	Not stated
	

	9SD
	Not stated
	


Please turn over and indicate your first language 

FIRST LANGUAGE MONITORING

Please indicate which is your first language by ticking the box alongside the language:
	
	Language
	(
	
	
	Language
	(
	
	
	Language
	(

	13l4
	English
	
	
	13lV
	Greek
	
	
	13lC
	Polish
	

	13lc
	Akan (Ashanti)
	
	
	13l6
	Gujarati
	
	
	13lD
	Portuguese
	

	13lS
	Albanian
	
	
	13lk
	Hakka
	
	
	13lE
	Punjabi
	

	13ld
	Amharic
	
	
	13l7
	Hausa
	
	
	13u1
	Romanian
	

	13l0
	Arabic
	
	
	13ll
	Hebrew
	
	
	13lF
	Russian
	

	13uH
	Belarusian
	
	
	13l8
	Hindi
	
	
	13lt
	Serbian
	

	13l1
	Bengali & Sylheti
	
	
	13ua
	Hungarian
	
	
	13lu
	Sinhala
	

	13le
	Brawa & Somali
	
	
	13lm
	Igbo (Ibo)
	
	
	13wG
	Slovenian
	

	13ZM
	British Signing 
	
	
	13uh
	Irish
	
	
	13lG
	Somali
	

	13u0
	Bulgarian
	
	
	13lQ
	Italian
	
	
	13lH
	Spanish
	

	13l2
	Cantonese
	
	
	13lW
	Japanese
	
	
	13lI
	Swahili
	

	13l3
	Czech
	
	
	13lX
	Korean
	
	
	13lV
	Swedish
	

	13b3
	Creole
	
	
	13lN
	Kurdish
	
	
	13lJ
	Sylheti
	

	13lT
	Croatian
	
	
	13ur
	Latvian
	
	
	13lw
	Tagalog
	

	13uN
	Danish
	
	
	13ln
	Lingala
	
	
	13lK
	Tamil
	

	13lf
	Dutch
	
	
	13lY
	Lithuanian
	
	
	13lx
	Thai
	

	13uQ
	Estonian
	
	
	13lo
	Luganda
	
	
	13ly
	Tigrinya
	

	13lg
	Ethiopian
	
	
	13us
	Macedonian
	
	
	13lz
	Turkish
	

	13lO
	Farsi (Persian)
	
	
	13ZP
	Makaton
	
	
	13la
	Ukrainian
	

	13uT
	Finnish
	
	
	13lp
	Malayalam
	
	
	13lL
	Urdu
	

	13lh
	Flemish
	
	
	13lB
	Mandarin
	
	
	13lb
	Vietnamese
	

	13l5
	French
	
	
	13uy
	Moldavian
	
	
	13lz
	Welsh
	

	13li
	French Creole
	
	
	13lq
	Norwegian
	
	
	13lM
	Yoruba
	

	13lj
	Gaelic
	
	
	13lr
	Pashto
	
	
	Other 

(Please state)

	13lR
	German
	
	
	13ls
	Patois
	
	
	

	
	
	
	
	
	
	
	
	13ZG
	Not stated
	

	Do you require an interpreter?
( No      (  Yes          9NU0  


	Full name ………………………………………  Date of birth …………………    

Signature ………………………………………  Date ……………………….….


ALCOHOL CONSUMPTION QUESTIONNAIRE 
	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often do you have a drink containing alcohol?
	Never
	Monthly

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

	How many units of alcohol do you drink on a typical day when you are drinking?
	1 -2
	3 - 4
	5 - 6
	7 - 8
	10+
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	


[image: image1.emf]
Scoring:
A score of 4 or more in men or 3 or more in women may be a sign of more hazardous drinking. Please continue to the questionnaire below if this is the case.
[image: image2.emf]

Please complete this section if you scored 4 or more and are male or 3 or more and are female on the questionaire above.
	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often during the last year have you found that you were not able to stop drinking once you had started?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you failed to do what was normally expected from you because of your drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you had a feeling of guilt or remorse after drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Have you or somebody else been injured as a result of your drinking?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	





	Scoring:
	0 – 7

8 – 15

16 – 19

20+   
	Lower risk 

Increasing risk 

Higher risk 

Possible dependence


If you have scored 8 or more on this questionnaire please speak to your doctor.
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