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PLATT HOUSE SURGERY
New Patient Health Questionnaire for Adults

This questionnaire must be completed fully to provide us with information about you until your notes arrive from your previous practice. *All information given will be kept strictly confidential*

Full Name: …………………………………………………

D.O.B: ……………………………………….
……………..
Address: ……………………………………………………

Tel No: ……………………………………………………..


 ……………………………………………………



 ……………………………………………………

Personal Contact No: ……………………………….

Occupation: ……………………………………………...

Which of the following best describes how you think of yourself?
Woman[image: image10.jpg]


 (including trans woman) Man[image: image2.png]


 (including trans man) Non Binary [image: image3.png]


Other…………………
Sexual orientation: Heterosexual [image: image4.png]


Lesbian[image: image5.png]


 Gay[image: image6.png]


Bisexual [image: image7.png]


or prefer not to say[image: image8.png]



If you are unreachable, are we able to leave a message on your answer phone or with a member of the household?  YES / NO
If YES please state family members name and also telephone number……………………………….……………
Nationality: ………………………………………………

Place of Birth: …………………………………………..

If you were born overseas, when did you come to Britain? …………………………………………………………………..
First Language: ………………………………………… 
Ethnicity: White / Pakistani / Indian / 

Chinese / Bangladeshi / Black Caribbean /
Religion: Christian / Hindu / Islam 
Black African /Black non-mixed other
Judaism / Roman Catholic / None /
/ Black mixed other / other mixed* / other
Other…………………………………………………………
non-mixed*, other …………………………………..

Height: ……………………………………………………..

Weight: ……………………………………………………

Are you allergic or sensitive to anything (including medicines)? .................................................
Are you taking any medicines or tablets at the moment? YES / NO
If YES please attach your current repeat prescription slip or a written list of medication
Have you had any significant illnesses or operations in the past? YES / NO
If YES please give details……………………………………………………………………………………..

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

For women only: The date of your last cervical smear: …...………………………………………….

Was it Normal?  YES / NO
What method of contraception do you use? ……………..……………………………………………..

Have you or anyone in your family had any of these following conditions:

	
	Mother
	Father
	Brother
	Sister
	Grandparents

	High Blood Pressure
	 
	 
	 
	 
	 
	 

	Asthma
	 
	 
	 
	 
	 
	 

	Diabetes
	 
	 
	 
	 
	 
	 

	Heart Disease over 60
	 
	 
	 
	 
	 
	 

	Heart Disease under 60
	 
	 
	 
	 
	 
	 

	Stroke/TIA
	 
	 
	 
	 
	 
	 

	Cancer (please specify)
	 
	 
	 
	 
	 
	 


Do you smoke? YES / NO / EX-SMOKER

If yes, how many cigarettes do you smoke per day? ………..

Are you a carer for someone? 
YES/NO    

Do you have a carer?    

YES/NO
Are you a military veteran? 

YES / NO   (Served in the armed forces for at least one day)
Do you consider yourself disabled?    YES/NO

Do you have any communication difficulties? YES/NO   Details……………………………………
Do you drink alcohol?
  YES / NO

If yes, please complete the following questionnaire
This is one unit of alcohol…
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	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often do you have a drink containing alcohol?
	Never
	Monthly

or less
	2 - 4 times per month
	2 - 3 times per week
	4+ times per week
	

	How many units of alcohol do you drink on a typical day when you are drinking?
	1 -2
	3 - 4
	5 - 6
	7 - 9
	10+
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	


Agreed Principles between Doctor and Patient

The Patient and Doctor agree that:-

1. Appointments are made for one person at a time. Please do not bring anyone else to see the doctor unless they have their own appointment.

2. Patients arriving more than 10 minutes late for their appointment may be asked to re-arrange it.

3. If you no longer need a previously booked appointment, please try and cancel at least 24 hours before the due date.

4. Patients who do not attend two or more appointments with a Doctor or Nurse without prior cancellation may be removed from our practice list.

5. Patients who make inappropriate use of any service, in particular emergency services when the surgery is closed, may be removed from the list.

6. A Doctor or Nurse will see all appropriate medical emergencies on the same day.

7. The practice aims to treat all our patients with respect and dignity we expect the same courtesy to be extended to all our staff.

8. The Practice operates a zero tolerance policy in respect of verbal and physical abuse towards staff.   Any incident will result in the patient being removed from our list.

9. Any complaints or suggestions should be addressed to the Practice Manager.

10. Please sign and date this agreement and return to the surgery.

Patients Signature: …...………………………………….    
      Date: …...……………………………………………………
