PERSONAL INFORMATION

Mr / Mrs / Miss / Ms (circle status)




First Names: …………………………Surname: ……………………………


Date of Birth: ………………………

Address: …………………………………………………..…………………………..

…………………………..………… Post Code: ……………….………


Tel Home: ………………………  Tel Mobile: ……………..…………… 

Tel Work: ……..……….…..

Next of Kin (NOK) : …………………….…NOK Tel No.: …………………… …      
    

Do you agree to having a national summary care record (uploading your records to the “spine”)?
Yes / No

ETHNICITY







Please circle the most appropriate.

WHITE: 







British / Irish / Greek Cypriot / Turkish / Kurdish / Other 
please specify: …………………………….
ASIAN or ASIAN BRITISH:



Indian / Pakistani / Bangladeshi / East African Asian / Other 
please specify: …………………………….


BLACK: 






Caribbean / African / Black British / Other please specify………………………………
MIXED:


White & Black Caribbean / White & Black African / White & Asian / Other
 please specify………………

CHINESE: Chinese / Other ethnic group  
please specify:………………………………….

Is English your first language?  Yes  /   No        If  No state first language: …………............................

Do you require an Interpreter? Yes / No
CARERS
Are you a carer?
Yes / No 
Who do you care for ……………………………
Do you have a carer? Yes / No
Carer’s Name and Number ……………………

…………………………………………………………………………………………….

Do you need a carer? Yes / No
HEALTH

Your Height:
      Your Weight:
     Your Waist measurement: 

Your Blood Pressure:           /    

Are you on regular medication? Yes / No



ALCOHOL CONSUMPTION

1. How often do you have a drink containing alcohol?    
  Never (0) / Monthly (1) / 2-4 times a month (2) / 2-3 a week (3) / 4 or more a week (4)            (score:      )

2. How many standard drinks containing alcohol do you have on a typical day?  
1 – 2 per day (0)  / 3 – 4 per day (1)  /5 – 6 per day  (2) /7 – 9 per day (3)  / 10+ per day(4)    (score:      )
3. How often do you have 6 drinks or more on one occasion?          

Never (0) / Less than monthly (1)  /  Monthly (2) /  Weekly  (3) /  Daily(4)                                      (score:      )       

(TOTAL:               ) 

I would prefer not to answer [  ] (please tick)
SMOKING STATUS

Do you smoke?  Yes / No


Have you ever smoked?  Yes / No
How many cigarettes do you smoke a day?..................

Would you like advice on quitting?  Yes / No
FEMALE PATIENTS

Have you had a cervical smear? Yes / No

If Yes which Year:……………….Result:……………………………..
Have you had a mammogram? Yes / No
If Yes which Year:………………… Result: ………………………….....

Have you had a hysterectomy   Yes / No
If Yes which Year: ……………………………….

CURRENT TREATMENTS/ILLNESSES?






Are you currently suffering from any ill health?
	PATIENT DATA

	Please enter your own details here
	Date of diagnosis

	Asthma
	YES    /   NO
	

	Heart Disease
	YES    /   NO
	

	Cancer
	YES    /   NO
	

	Diabetes
	YES    /   NO
	

	Epilepsy
	YES    /   NO
	

	High Blood Pressure
	YES    /   NO
	

	Stoke
	YES    /   NO
	

	Hypothyroidism
	YES    /   NO
	

	Raised Cholesterol
	YES    /   NO
	

	Recent Depression
	YES    /   NO
	

	Mental Illness
	YES    /   NO
	

	Sickle Cell Disease
	YES    /   NO
	

	TB
	YES    /   NO
	

	Learning Difficulties
	YES    /   NO
	

	Other
	YES    /   NO
	


	FAMILY HISTORY – RELATIVES’ DATA

	Please record here any illnesses, 

present and past, suffered by 

members of your family
	Relative’s

Age when

diagnosed
	Relative

eg Mother,

Aunt

	Asthma
	YES    /   NO
	
	

	Heart Disease
	YES    /   NO
	
	

	Cancer
	YES    /   NO
	
	

	Diabetes
	YES    /   NO
	
	

	Epilepsy
	YES    /   NO
	
	

	Mental Health
	YES    /   NO
	
	

	Other
	YES    /   NO
	
	


SIGNATURE:………………………………...DATE:…………………………………
NAME: ………………………………………..    Patient / Parent / Guardian (delete as appropriate)

	 Staff use only:

Staff Initials………………………              Date…………………………

Registering Dr………..…………..              
Patient address validated  YES  /  NO
Proof of ID seen  YES  /  NO
   



