BUILTH AND LLANWRTYD WELLS MEDICAL GROUP PRACTICE
FOR PATIENTS NEWLY REGISTERED WITH THE PRACTICE

* * * * * * * IMPORTANT INFORMATION * * * * * * *
NOTE: It is practice policy that all patients over the age of five years registering with the practice have a consultation to check on their past and current state of health.

BEFORE YOU ATTEND YOUR CONSULTATION, please complete one of these forms for each person, including children, who will attend.  The results will be included in your medical notes.

Please bring Specific Evidence Of Your Current Medication and A Urine Sample to your new patient medical appointment.  Please ensure that Question 8 of this form is completed accurately.
Full Name:
…………………………………………………………………………………………………...…

Address:
…………………………..………
Date of Birth:
…………….………………...……….…



…………………………..………
Sex: 
…………….……………….……...……



…………………………..………
Tel. No.:
…………….………………...…….……

Postcode:
…………………………..………
Height:
…………….………………...…….……




Weight:
…………….………………...……….…

1. HAVE YOU BEEN IMMUNISED against Diphtheria, Polio, Whooping Cough, Tetanus?   YES / NO


(If no, please give details)
…………………………………………………………………………………………………………..…….

2. HAVE YOU HAD MEASLES/MUMPS/RUBELLA VACCINE           YES / NO


HAVE YOU HAD MEASLES (ONLY) VACCINE                              YES / NO
3.
(For adults) DATE OF LAST TETANUS BOOSTER:
………………………………...………..
4.
Details of any other immunisation:
…………………………………………………...….……….

5.
(For Women) DATE OF LAST CERVICAL SMEAR:
…...……………………………………..

6.
DETAILS OF PAST OR PRESENT ILLNESSES, OPERATIONS, AND ALLERGIES:  

                    ………………….…………………………….…………………………………………………………..…


             ……………………………….…………………………….……………………………………………….

7.
ARE THERE ANY MEDICAL CONDITIONS WHICH RUN IN YOUR FAMILY WHICH MAY AFFECT YOUR HEALTH: (If YES, please give details)


……………………………….…………………………….……………………………………………….…….….

8. 
ARE YOU ON ANY MEDICATION: (If YES, please give detailed information)


……………………………….…………………………….…………………………………………….……….….


……………………………….…………………………….……………………………………………………….…

9. ARE YOU WAITING TO SEE A HOSPITAL CONSULTANT OR ON A WAITING LIST FOR AN          OPERATION: (If YES, please give details)


……………………………….…………………………….…………………………………………..………….….

10.
PLEASE GIVE DETAILS OF YOUR TOBACCO AND ALCOHOL CONSUMPTION:


……………………………….…………………………….……………………………………..……………….….

11.
DO YOU TAKE REGULAR EXERCISE: (If YES, please give details)


……………………………….…………………………….…………………………………………………………………….….

12.
ARE THERE ANY OTHER FACTORS IN YOUR LIFESTYLE WHICH MAY AFFECT YOUR HEALTH: 


(If YES, please give details)


……………………………….…………………………….……………………………………………….….

13.
DO YOU HAVE ANY SIGNIFICANT RESPONSIBILITY FOR A MEMBER OF YOUR FAMILY, A NEIGHBOUR OR FRIEND? WOULD YOU DESCRIBE YOURSELF AS A CARER? (If YES, please give details) 

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

14. ARE YOU CARED FOR BY ANOTHER PERSON IN A SIGNIFICANT WAY SUCH THAT YOU WOULD   CALL THEM YOUR CARER? (If YES, please give details)

……………………………………………………………………………………………………………………….…

………………………………………………………………………………………………………………………….
15.
DO YOU HAVE ANY PROBLEMS WITH EMPLOYMENT, HOUSING OR FAMILY CIRCUMSTANCES WHICH MAY AFFECT YOUR HEALTH: (If YES, please give details)


……………………………….…………………………….………………………………………………….…….….


……………………………….…………………………….………………………………………….…………….….

16. PLEASE TICK THE MOST APPROPRIATE BOX TO DESCRIBE YOUR CULTURAL ORIGIN:

WHITE




BLACK or BLACK BRITISH
 
 WELSH



CARIBBEAN


 ENGLISH


AFRICAN


 OTHER ………………………..

OTHER ………………….…….

MIXED ASIAN or ASIAN BRITISH

     WHITE AND BLACK CARIBBEAN

INDIAN


     WHITE AND BLACK AFRICAN
                                PAKISTANI

            WHITE AND ASIAN
BANGLADESHI

            Any other mixed background ………………..                            Any other white background …………………..



CHINESE or OTHER ETHNIC GROUP NOT STATED
            CHINESE

 

            Any other background …………………………..
I do not wish my ethnic                             background to be recorded 

17. IS THERE ANY OTHER INFORMATION YOU WISH TO GIVE US: (please ask for another sheet of paper if required)


……………………………….…………………………….……………………………………………….….


……………………………….…………………………….……………………………………………….….

Thank you for completing this questionnaire.

Date ………………………
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