NEW PATIENT QUESTIONNAIRE

This form must be completed to register at the Brunel University Medical Centre

	TITLE
	Mr/Mrs/Miss/Ms/Other (Please state)

	NAME
	
	SEX
	Male/Female

	DATE OF

BIRTH
	

	ADDRESS


	

	POSTCODE
	

	TEL. NO.
	

	E-MAIL
	


	HEIGHT
	
	WEIGHT


	

	Waist Circumference                     inch/cm


	Do you currently smoke?
	Yes/No   How many daily?

	If NO, were you a smoker previously?
	Yes/No

	Do you want help giving up?
	Yes/No/Not Applicable

	How many units of alcohol do you drink a week? Each of these equals ONE UNIT

[image: image1.png]. :

4 pint ordinary  1/3 pint strong 1 standard glass 1 single spirit
Beer or Cider Brews of wine 250ml



Total = 



Please list the important medical conditions that you have and the approximate date that the condition was first diagnosed. Eg Asthma, diabetes, epilepsy, heart disease

	DATE
	CONDITION

	
	

	
	

	
	


What medicines are you taking regularly?

	Date Started
	Name of Medication

	
	

	
	


Please list any allergies to medicines, medical appliances or true allergies to food
	
	

	
	


Ethnicity

	British/mixed
	White & Asian
	Other Asian
	English

	Northern Irish
	Irish
	Other Mixed
	Caribbean

	W&B Caribbean
	Indian/British
	African
	Welsh

	W&B African
	Pakistani/British
	Other Black
	Scottish

	Bangladeshi/British
	Chinese
	Other
	Not Stated


Please complete the following stating the date you had the indicated immunisations.

	Immunisation
	Date

	Tetanus
	

	Diphtheria
	

	Polio
	

	Meningitis C
	

	MMR
	

	Other vaccinations, please specify
	


FOR WOMEN ONLY

	When was your last smear or Pap test
	

	What was the result?
	


