Form completed by:  

Parent  (  Guardian  (   Carer  (   Child  (
Personal Details 
Name  ……………………………………………

D.O.B.     ………/…………/..…………………

Telephone (Home)  …………………………….

                (Mobile) ……………………………….

Email …………………….………………………..

Preferred method of contact:

Home phone (  Mobile (  Email (  Post (
Educational establishment attended:
Nursery  (  School (  College (  N/A  (
Home schooled (       Name of establishment:

……………………………………………………..
Family History

Have any close relatives had:

a) Stroke
  
          
Yes (  No (  

Heart disease, heart 

attack or angina

Yes (  No (  

b) Diabetes


Yes (  No (  

c) Asthma


Yes (  No ( 
d) High Blood Pressure
Yes (  No ( 

If yes which relative  ………………….………………………………

Other illnesses running in the family

………………………………………………….
………………………………………………….
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Medical History / Operations

Has your child ever had:
Asthma


Yes (   No (  
Diabetes


Yes (   No (  
Fits/Faints/Seizures

Yes (   No (  
Mental ill health

Yes (   No (  
Other serious illnesses
Yes (   No (  
Operations


Yes (   No (  
If yes, please detail below:
      Date
     Problem/Operation

a) …………………………………………………

b) …………………………………………………

c) …………………………………………………

d) …………………………………………………

e) …………………………………………………

Allergies

Please list any significant allergies (e.g. medicines) below

……………………………………………………
……………………………………………………
…………………………………………………...
……………………………………………………..
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Medications

Please list any regularly prescribed medications below 

a) …………………………………………………

b) …………………………………………………

c) …………………………………………………

d) …………………………………………………
e) …………………………………………………
Health

Height  ………...….  Weight  ……………………

Exercise:  None ( Light ( Moderate ( Heavy (
Any smoking?

Yes (  No (  
Any alcohol?
……….…………….
· KIS. This allows clinicians from hospitals and ambulance crew to access your GP medical record. Please tick if you consent to us sharing this information.

Immunisation History

Please complete as much as possible by entering dates below, or bring in a copy of the child record (red book).
	
	DTaP / Polio / Hib
	PCV
	Men C
	MMR
	DTaP IPV

	1st
	
	
	
	
	

	2nd
	
	
	
	
	N/A

	3rd
	
	
	
	N/A
	N/A

	Booster
	N/A
	N/A
	N/A
	N/A
	


Other (e.g. BCG, Hep B) ………………………...
……………………………………………………....
Health Checks
We invite all new patients to attend a new patient health check with one of our practice nurses when you register with the practice.

Thank you for taking time to complete this form
Please hand this to the receptionists when you have completed it
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New Patient Questionnaire
For patients aged 
15 and under
Welcome to your new Medical Practice.  We will be getting your old medical records from your previous doctor.  This may take a number of weeks, so in order to look after you it would be helpful if you could answer the following questions.

What is your ethnic group?


Choose ONE section from A to E, then tick the appropriate box to indicate your cultural background





A White


Scottish


Other British


Irish


Any other White background ……………………


B Mixed


Any Mixed background  ………………………………..


C Asian, Asian Scottish, or Asian British


Indian


Pakistani


Bangladeshi


Chinese


Any other Asian background    	……………………….





D Black, Black Scottish, or Black British


Caribbean


African


Any other Black Background 	……………………….





E  Other ethnic background    


	………………………………………….…














