DALKEITH MEDICAL PRACTICE                              
NEW PATIENT REGISTRATION QUESTIONNAIRE

As it may take several months for the transfer of your medical records. To help us, we should be grateful if you would complete the following form.

* Circle or Delete as appropriate
MR / MRS / MS / MISS *						                      
Surname 	…………………………	First Name(s)	…………………………

Date of Birth…………………	Occupation 	………………………………

MARRIED / SINGLE / DIVORCED / WIDOWED / SEPARATED / LIVING WITH PARTNER 

Current Address 					Previous Address
	……………………………………			………………………………
	……………………………………			………………………………
Post Code	……………………………		            ………………………………
Home telephone number…………………                Previous Medical Practice…………	………………….
MOBILE NO	……………………………    	Address   ………………………………………………
Email address…………………………….                                ………………………………………………
Other contact number (Work)……………                Post Code ……………………………
		
It is useful for us to be able to link family records. Please list below the names and dates of birth of any children for whom you have parental responsibility. Please indicate if the child lives at the same address

Child Name................................   DOB.................. Y/N Child Name................................   DOB............... Y/N
   
Child Name..............................     DOB................. Y/N Child Name................................   DOB...............  Y/N

Do you care for somebody with disability?     Yes/No

Do you have a Carer?     Yes/No       Do you have a walking aid? …………………………………….

Prescribed medication: please list any medications that you take regularly 
(or attach the repeat prescription list from your previous GP) 

Drug Name	                Strength                       Dose Instructions       Illness prescribed for
e.g.: Loratadine	                           10mg                                            1 tablet the morning                         Hay fever


[bookmark: _Hlk191652231]………………………….             ………………………..                 ……………………………..           ……………………………………….

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

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

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

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

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


Allergies (please state drug name and type of reaction e.g.: rash, nausea, severe collapse)


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


Past Medical History
Do you suffer from any of the following?
Please tick any relevant conditions and add more information below if necessary
(  ) Asthma		                      (  ) Diabetes                (  ) Kidney disease	
(  ) Atrial Fibrillation	                      (  ) Epilepsy                (  ) Learning disability
(  ) Cancer	                                  (  ) Heart failure          (  ) Osteoporosis
(  )  Angina/Heart attack                   (  ) Hepatitis C*          (  ) Peripheral arteria disease
(  )  Chronic obstructive Pulmonary (  )  HIV                      (  ) Rheumatoid arthritis
(  )  Dementia                                    (  ) Hypertension        (  ) Serious mental health diagnosis
(  ) Depression                                   (  ) Hypothyroidism    (  ) Stroke or TIA
Have you been admitted to hospital in the last 12 months? Please give dates and diagnosis:
……………………………………………………………………………………………….
Have you had any operations or illnesses? (other than above)	 	Year
………………………………………………………………………………………………………….
Family history
Please tell us about any family illnesses that have affected your parents, brothers or sisters (and the age when they were first affected)
(  )  Heart attack  ………………………………..      (  )  Diabetes…………………………………………
(  )  Angina………………………………………      (  ) Asthma…………………………………………..
(  ) Stroke………………………………………..       (  ) High blood pressure……………………………..
(  ) Cancer……………………………………….       (  ) Other …………………………………………….

*Hepatitis C -     Hepatitis C infection is a major public health concern in Scotland. It is curable with treatment success rates of 90% with modern drugs
Please tick any of the following that may apply: -
For patients 18 years old or above in one of the following groups, not known to have ever been tested for Hepatitis C
(  )  Who have injected any drug or snorted cocaine or smoked crack at any time 
(  )  Who were born or brought up in North Africa, Middle East or Asia
(  )  Who received a blood transfusion before 1996, blood products prior to 1986 or had an organ transplant prior to 1992
(  ) Who have known HIV or Hepatitis B infection
(  ) Who were born to a mother with Hepatitis C
	
Smoking	Do you smoke?	Yes / No	Number Cigarettes/day ……	Ex-smoker?	Yes / No

Alcohol      Do you consume alcohol   Yes/No          If Yes, how much per week
Pints of beer / lager per week? ………….	Glasses of wine / spirits per week? ………….	 
No. of days per week that you drink alcohol ……….	
(MEN) Do you ever have 8 or more drinks on 1 occasion? ……….
(WOMEN) Do you ever have more than 6 drinks on one occasion?........

Exercise	Do you take regular exercise?   	Yes / No
If “Yes”	type of exercise and how often? ……………………………...

WOMEN ONLY – HAVE YOU HAD A CERVICAL SMEAR TAKEN OUTWITH THE UK?        Yes / No
IF YES:
When was your last cervical smear?	. (Day) ……………………. (Month)……………………. (Year)
Where was your last cervical smear taken?  .. …………………………. (Country out with UK)
What was the result of your last cervical smear? ………………………………………………………… 
Have you ever had an abnormal smear?	Yes / No
Have you ever attended Colposcopy or had Treatment?	Yes / No

