
 

 

 

 

 

                                     NEW PATIENT QUESTIONNAIRE 
           

Please could you complete this form and return to us along wit h your purple registration form.   
Thank You.  

 

FORENAME(S) ééééééééééé..ééé..ééé SURNAMEéééééééé........ééééééééé 
 

ADDRESSééé....................................................................................................................................................... 
 

POST CODE ééééééééééééééééééDATE OF BIRTHééééééééééé..ééééééé 
 

HOME TELEPHONE:éééééééééééééé.. MOBILE NO:ééééééééééééééééééé.. 
  

WORK NOééééééééééééééEMAIL  ééééééééééééé...ééééé..éé.ééé.éé 
 

OCCUPATION: éééééééééééééééééééééééééééééééééééééé.ééé 
 

PLEASE STATE WHO HAS LEGAL PARENTAL RESPONSIBILITY FOR THE ABOVE CHILD UNDER 18 YEARS OLD 

 
 

 
 
 

 
 

 
 

 
Accessibility Information  

It is our aim to meet th e communication needs of all our patients .  Please let us know if you require 
support or assistance.   If yes, my communication needs are:  

 

ééééééééééééééééééééééééééééééééééééééééééééééééé 
 

DO YOU SUFFER FROM ANY OF THE FOLLOWING? 
Please tick if  appropriate:  

Asthma  [    ]    Diabetes  [    ]     Epilepsy [    ]     Mental Health Issues  [    ] Thyroid Problems  [    ] 
Coronary Heart Disease  [    ] Hypertension [   ]  Chronic Pulmonary Disease  [    ]  

Do you suffe r from any other illnesses? Yes  [    ]    No  [    ]  
 

 

If yes, please give details éé...éééé..ééééééééééééé..éééééééééééééééé 
 

CARERS ð Do you care for someone ? Yes [    ]    No [   ]  Or are you cared for ?  Yes [    ]    No [   ]  

If Yes, please ask the Receptionist for a Carers Pack .  Reception please initial once  this information has been 

given out . Thank you.  
 

MEDICAL HISTORY - Please give  details of any illnesses which run in your family  including those of 

blood relatives:  
ééééééééééééééééééééééééééééééééééééééééééééééééééé.éé 

 

éééééééééééééééééééééééééééééééééééééééééééééééééééé.é 
 

REGULAR MEDICATION - Please list names of all tablets, medicines, creams etc with dosage or times 

used:  
ééééééééééééééééééééééééééééééééééééééééééééééééééé.éé 

 

éééééééééééééééééééééééééééééééééééééééééééééééééééé..é 

PLEASE ATTACH PREVIOUS SURGERYõS REPEAT MEDICATION SLIP 

 

NAMEéééééééééééééééééé..ééé.. 

 

RELATIONSHIPééééééééééééééé..ééé 

 

ADDRESSééééééééééééééééé..ééé. 

 

ééééééééééééééééééééééééé. 

 

CONTACT NUMBER(S)éééééééééééé...éé 

 

NAMEéééééééééééééééééééééé.. 

 

RELATIONSHIPééééééééééééééééééé 

 

ADDRESSééééééééééééééééééééé. 

 

ééééééééééééééééééééééééé.. 

 

CONTACT NUMBER(S)ééééééééééééééé. 



 

ALLERGIES 
MEDICATION (please specify): 
éé..ééééééééééééé.ééééééééééééééééééééé.éééééééééééé 

 
OTHER (e.g. Sticking Plaster):  

éé..ééééééééééééé.ééééééééééééééééééééé.éééééééééééé 
 

Your Height :  ééééé.éééé..  Your Weight : ééééé...éééééé 
 

SMOKING STATUS ð Please tick one of the following : 
Never Smoked : [    ]    Ex-Smoker:  [    ]    Smoker :  [    ]     Quantity per day  (     )  

If you are a smoker, would you like  help or advice with regards to stopping Yes [  ] No [  ]  
 
ETHNICITY ð Please tick accordingly  
 

ENGLISH    SCOTTISH   IRISH  

 

WELSH   AFRICAN   CARIBBEAN 

 

INDIAN/BRITISH  PAKISTANI  GREEK 

 

CHINESE   TURKISH   ITALIAN 

 

_______________________________________________________________________________________________________________________________________ 

Have you an IUD/coil  fitted? Yes/No  

 
If yes, when was it fitted? ééééééé 

 

Have you an Implant  fitted? Yes/No  

 
If yes, when was it fitted? ééééééé. 

_______________________________________________________________________________________________________________________________________ 

Sharing of information  

If there is the need for a clinician to refer patients to specialist  clinics, the Hospital, or other health care providers, 

it will be necessary to share certain clinical information with them.   By signing the registration form to join the 

surgery, we assume your agreement to this.  

PATIENTS MUST BE REGISTERED BEFORE AN APPOINTMENT  CAN BE MADE  

 

¶ IF YOU HAVE REGULAR MEDICATION, YOU WILL NEED TO MAKE A DOUBLE 

APPOINTMENT WITH YOUR GP BEFORE ANY FURTHER PRESCRIPTIONS CAN BE 

ORDERED 

¶ If you are not on regular medication but would like an appointment for a Basic Health Check as part of 

your New Patient Registration, please tick this box 

(This will consist of height, weight, BMI, BP, urine test and lifestyle advice) 

 
MOBILE PHONE USERôS WILL RECEIVE A TEXT MESSAGE AT THE TIME OF BOOKING AN APPOINTMENT 

AND AGAIN AS A REMINDER, 2 DAYS PRIOR TO THE APPOINTMENT 

However, if you do not wish to receive a Text message regarding appointments and reminders,  

please tick this box 

 

EMIS ACCESS 

This service allows you to access parts of your medical record, request medication and 

book/cancel GP Appointments online.  In or der to set up your account, you will need to provide 2 

forms of identification (1 photographic e.g. passport/driving licence and 1 proof of residence e.g. 

bank statement/council tax bill). Please bring this with you and speak to a receptionist who will 

provide you with further instructions and a registration form.  

 

 
Signature:  ééééééééééé.éééé.   Date:   éééééé..ééééééé. 

NPQ 2017 

 

Other Please State  
 



 

Thank you for completing this questionnaire                        
 
 

 
 

 
 

 
 

 
 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 

 
 

 
 



 

 
 
 

 Care Information Choices 
Programme (Sharing of patient information 
opt-out form)   

 

This form is about the sharing of your data.  Whilst the Care.Data programme has been terminated, other 

functions still operate and patients are still offered the option to restrict the use of their data.  If you require 

assistance on making your decision please call the helpline on 0300 303 5678 

 
Please tick one or both options below:  

  
I do NOT want my personal confidential data to be released by my GP surgery for purposes other than Direct 
Patient Care (Direct Care means eg. referral for ongoing care). 
 
I do NOT want my personal confidential data from hospitals and other care providers to be 
released by NHS Digital (previously HSCIC) other than the purposes of Direct Care (Direct Care means eg. referral 
for ongoing care). 

 
Section A: it is important that you complete this section accurately and please use BLOCK CAPITALS  

Title  

Forename(s)  

Surname  

Address 

 

 

 

 

Telephone No.  

Date of Birth  

NHS Number (if known)  

Patientôs signature 

 

 

Date  

If you are filling out this form on behalf of another person or child, their GP practice will check that 

you have the authority to do so.  Please ensure you fill out their details in section A and your details 

in section B. 

Section B: 

Your Name  

Relationship to patient  

Your signature 

 

 

Date  

***Please return this completed form to your GP surgery (or the patientôs registered GP surgery if you 

are completing this form for somebody else) *** 
____________________________________________________________________________________________________________ 

 

For GP use only: 

9Nu0 added Y/N  

9Nu4 added Y/N  

Initials  

Date  

 

 

 



 

 



 
 


