 SPRINGWELL MEDICAL CENTRE
New Patient Medical Questionnaire

	Surname:
	First name :

	Date of Birth:
	Marital Status:

	Email address:  

	Mobile number (not shared with anybody else): 

	Ethnicity:  
	Interpreter needed:  Yes  /  No

If yes, which language:  


Are you HOUSEBOUND?    Yes  /  No    

(Definition of housebound - unable to leave one's house, typically due to illness or old age)
Do you currently reside in supported accommodation?     Yes  /  No   

(Definition of Supported Accommodation - Supported housing can be described as any housing scheme where housing, support and sometimes care services are provided as an integrated package)
If you have a keysafe for your property please provide the number here   ​​​​​___________________ 

(This will be stored in a separate part of your file so will not show on any letters.)
Are you a Foster Carer?

Yes  /  No
(Temporary custody or guardianship for children whose parents are unable to look after them)
CARER

(Definition of a carer - A carer is someone who provides help and support to a partner, child, relative, friend or neighbour who could not manage without their help. This could be due to age, physical or mental illness, addiction or disability. (Please note this does not include normal parental care)
Are you a Carer?   

Yes  /  No

Do you have a Carer?

Yes  /  No


If yes, please provide their 
Full name:   ________________________________

Telephone Number:
 _______________________
NEXT OF KIN – (who to contact in an emergency)
	Name:


	Telephone Number:

	Address:
	Relationship to patient:




LIFESTYLE (please tick)
	What is your height?
	___________________
	What is your weight?
	___________________

	Smoking
	Smoker 
	Ex Smoker
	Never Smoked

	Alcohol
	I do not drink alcohol
	Current drinker
	


FEMALE PATIENTS ONLY
	Are you pregnant?
	Yes / No
	If yes, expected due date: ____________  OR how many weeks:  _______

	Cervical Smear
	Date of last smear:  ___________ normal/abnormal


	Never had a Cervical Smear

	Breast Screening 
	Date of last breast Examination:  ____________
	Never had a breast examination


FAMILY HISTORY 
Have any of your family i.e. Father, Mother, Brothers or Sisters had:
	Condition
	Tick if Yes
	Who was affected and age?

	A heart attack below the age of 65 (woman) and 55 (men)
	
	

	High Blood Pressure
	
	

	Diabetes
	
	

	High Cholesterol
	
	


Do YOU have a history of any of the following medical conditions?
	Condition
	Tick if Yes
	Approximate date of diagnosis 

	Heart Disease
	
	

	Stroke
	
	

	High Blood Pressure
	
	

	Asthma
	
	

	Diabetes
	
	

	Chronic Obstructive Pulmonary Disease
	
	

	Epilepsy
	
	

	Hypothyroidism (Thyroid Deficiency)
	
	

	Cancer
	
	

	Mental Health Problems
	
	

	Any other medical condition:


	
	

	Have you had any operations:
	
	


Please detail below any allergies you have:  (drug and non-drug related)

__________________________________________________________________________________________
Please note if you take regular medication prescribed by your GP, you will need to speak to a GP before your first prescription can be issued.  The GP’s will set up your repeat prescription during this appointment.  All prescriptions will be sent to a local pharmacy for your collection.  Please nominate a local pharmacy below:
TEXT MESSAGE SERVICE

I consent to receiving text messages from the Practice to the above mobile number in connection with my healthcare.  All texts sent from us will be from a mobile number but will always have “SpringwellMC” and our phone number so you know the message is from us.  No identifiable information or clinical diagnoses will ever be sent via text message.  
Name:

___________________________________
Signature:
___________________________________

 Date:

__________________

ONLINE SERVICES

To opt in to our online services please ensure you submit the separate registration form.  This can be collected from the practice or downloaded from our website.  If you collected these forms from the practice the form should be overleaf. 
