ADULT HEALTH CHECK QUESTIONNAIRE

Thank you for taking the time to complete this questionnaire. The information given is strictly confidential, and is important for the nurse or GP who may need to treat you before we have your notes from your previous GP. You will need a form of ID showing your new address please eg utility bill, bank statement, rent book, Solicitor’s letter (but not passport)
DATE QUESTIONNAIRE COMPLETED ____________       TITLE  Mr/Mrs/Miss/Other  (Please delete as appropriate)

SURNAME ___________________________________​_     
PREVIOUS SURNAMES _____________________________

FIRST NAMES _________________________________      DATE OF BIRTH ___________________________________    
TELEPHONE NO _______________________________        MOBILE NO ______________________________________
Town & County of Birth ​​​​​​​​​​​​​​​________________________         E-mail Address ____________________________________    
MARITAL STATUS___________________________________________________________________________________

Have you ever been registered at this Surgery before _____________________________________________________

OCCUPATION (Please state if not working, retired, housewife, or if a student in full/part time education please state the school/college/university that you are currently attending). 

__________________________________________________________________________________________________

NEXT OF KIN ___________________________________        RELATIONSHIP _________________________________
ADDRESS_________________________________________________________________________________________     
__________________________________________________________________________________________________         

__________________________________________________________________________________________________       

POST CODE __________________________________     


TELEPHONE NO. ______________________________     MOBILE NO _____________________________________ 
ARE YOU A CARER? Do you care for a partner, relative or friend? Yes/No (please delete as appropriate) 

Name of person you care for ___________________________________________________________________________

Relationship to person cared for ________________________________________________________________________

Is the person registered at this surgery ___________________________________________________________________ 

To enter ETHNIC GROUP, choose ONE section A  to E, and tick the appropriate box

A   White
B   Mixed

C   Asian or Asian British
(   British
(   White and Black Caribbean
(   Indian

(   Any other White background
(   White and Black African
(   Pakistani

     Please write in
     


(   White and Asian
(   Bangladeshi


(   Any other mixed background
(   Any other Asian background


     Please write in 
     Please write in

D   Black or Black British
E   Chinese or other ethnic group
(   Caribbean
(   Chinese

(   African
(   Any other Chinese group


     Please write in

(   Any other Black background 

     Please write in

FIRST LANGUAGE _________________________________________________________________________________  

PAST MEDICAL/SURGICAL HISTORY
Please give details of any relevant history and dates of any hospital admissions; surgery, serious illness, tests or investigations. 

1. ____________________________________________________________________________________________

`
2. ____________________________________________________________________________________________

3. ____________________________________________________________________________________________

4. ____________________________________________________________________________________________

5. ____________________________________________________________________________________________

ALLERGIES

Please list and give details of any allergies 

1. ___________________________________________________________________________________________

2. ___________________________________________________________________________________________

FAMILY HISTORY

Please tell us something about you and your family. Has any parent, grandparent, brother, sister suffered or died from any of the following.

        DISEASE                                                                                             FAMILY MEMBER  
· Heart disease (hypertension, angina, heart attack)

_________________________________________
· Stroke                                                                                          _________________________________________   








· Diabetes (Type 1 or Type 2)                                                       _________________________________________

· Asthma                                                                                        _________________________________________

· Cancer                                                                                         _________________________________________ 
IMMUNISATIONS Date of last tetanus if known ____________________________________________________________

HEIGHT  _____________________________________

WEIGHT   _______________________________________
EXERCISE AND ACTIVITY

How much walking do you do each day? _________________ Minutes.

Do you take any regular exercise (more than one hour per week), or participate in any sport? E.g. visit the gym, cycle, jog, play tennis, football, netball etc. YES/NO

If yes please specify what you do, how many times per week and length of time spent on each activity.
If you are active in other ways such as gardening, DIY or household chores, please state 


SMOKING (Please tick the appropriate box)

· Never smoked

· I currently smoke (on average) ___________ cigarettes per day, or _______ oz. of tobacco per week.

· I am an ex-smoker. I gave up in __________ (year).



If you are currently a smoker but are considering stopping, an information leaflet is available at reception for advice and tips on stopping smoking. 

Would you like your name to go forward to an in-house smoking cessation group? YES/NO
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ALCOHOL

Please answer the following 3 questions. Circle the answer that best describes your drinking habits.   

Would you be interested in a test for chlamydia screening? Yes/No (please delete as appropriate) Self tests are available at reception or if you would like more advice please book an appointment with a nurse or GP. 

Women only

DATE OF LAST CERVICAL SMEAR ________________   

RESULT 

DATE OF LAST MAMMOGRAM ____________________     
RESULT 

METHOD OF CONTRACEPTION (if applicable) 
 

