PATIENT QUESTIONNAIRE 







 

Family Health

Height (without shoes) ……………………………………………ft (inches)/metres(cm)*
Weight ……………………….st/kg*



*delete as appropriate

Is there family history of heart disease?



Yes  (
No  (
If yes, which relative(s)?





……………………………
(i.e. parents, brothers, sisters or children)
What age approximately did they start with heart disease?
……………………………
Is there a family history of high blood pressure?

Yes  (
No  (
If yes, which relative(s)?





……………………………
Is there a family history of stroke?




Yes  (
No  (
If yes, which relative(s)





……………………………
Is there a family history of diabetes?



Yes  (
No  (
If yes, which relative(s)





……………………………
Is there a family history of breast cancer?


Yes  (
No  (
If yes, which relative(s)





……………………………
At what age were they diagnosed with breast cancer?

……………………………

Allergies/Sensitivities

Do you suffer from any allergies/sensitivities to medications?  Yes  (
No  (
If yes, please detail: ……………………………………………………………………

…………………………………………………………………………………………………………………………………………………………………………………………………………

Smoking


Alcohol


Exercise



Carers

	Do you look after a relative or friend, of any age, who as a result of physical or mental ill health is unable to manage alone without assistance, or do you have a carer?

                                                       YES     (        NO
(


If YES then please ask for the carer’s information and questionnaire at the Reception Desk. 


General

Please indicate below if you have any health related concerns that you would like to discuss further with the Practice Nurse/GP:

…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Wellbrook Medical Centre - Alcohol Intake
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Using the above unit table, please answer the following questions by circling the one that applies mostly to you.

How often do you have a drink that contains alcohol?

	Never
	Monthly or less
	2-4 times

per month
	2-3 times 

per week
	4+ times 

per week


How many standard alcoholic drinks do you have on a typical day when you are drinking?

	1 – 2
	3 – 4
	5 – 6
	7 – 8
	10+


How often do you have 6 or more standard drinks on one occasion?

	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


We are now required to record the ethnic origin for all of our patients.
Please tick the appropriate box which most closely reflects your ethnic origin.
White, British


(
Indian



(
White, Irish


(
Pakistani


(
Other White ethnic group
(
Bangladeshi


(
Black Caribbean

(
Any other Asian background
(
Black African


(
White & Black Caribbean
(
Any other Black background
(
White & Black African

(
Chinese


(
White & Asian


(
Any other ethnic group
(
Any other mixed background
(
Would prefer not to state
(
Please state your first language  [image: image2.emf] 


Date completed………………………………	Age:		………………………….


Name:       ……………………………………        D.O.B:  	……………………………�Address:    ……………………………………	Sex:        	 M/F*�                  ……………………………………	Marital Status:  Married/Single/Widowed/


                  ……………………………………			  Divorced/Separated*	


Postcode:   …………………………………..	Occupation       …………………………...	 �Telephone No:  ………………………………       Mobile No:……………………………………


E-mail address: ………………………………………………………………………………………


Preferred method of contact: ………………………………………………………………………


For child of school age: Current school: …………………………………………………………..


Previous school (if re-locating): …………………………………………………………………….





Please tick the box for the statement which most closely reflects your level of exercise:





Exercise is physically impossible			(





Avoids even trivial exercise			(





Enjoys light exercise				(





Enjoys moderate exercise				(





Enjoys heavy exercise				(





Do you drink alcohol?		YES	(	If YES, please complete questions on 


					NO	(	separate sheet – Alcohol Intake.





	








Do you smoke?						Yes/No/Given up





If yes:	Cigarettes	(					How many per day …………….


	Pipe		(		


Cigars		(	





If given up smoking:  	(a) When did you stop?		.……………………………


				(b) How many did you smoke?	…………………………….











