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The Rothbury Practice

New Patient Questionnaire

Name
Address,

Date of Birth
Place of Birth:

Hame tel no:
Mobile tel no

For office use.
1D Proof 1

1D Proof 2.

Seen by:

Main spoken lanauage
English fOther please specify

O

Do you have any communication / information
needs?

Prefer not to divulge

| consent to be contacted * by SMS on this number:
| consent ta be contacted * by email at this address:

*itis your responsibilly fo keep us vpdated with any
changes to your telephone nurmber, email & postal
address.

We rmay contact you with appointent details,
test results, health carmpaigns, Patient Particioation
Group details or health information.

Ifyou do ot consent to being contacted by SMS
or Errail please tick here:

SMS ] Email []

Have you had any important ilnesses?
Date lliness

‘Are you taking any medication
prescrived by your doctor?

If you are taking regular medication
Yyou need to make an appointment to see one of
the doctors to set up your repeat medication

Please circle your preferred method of
communication

Telephone Mahile

Email

Have you a close relative with any of the
following? (parent or brotherfsister)

Relationship

Heart disease Ves/No
Stroke Ves/No
Diabetes Ves/No
Glaucarma Ves/No
Anything else signifi- | Yes/No
cant?

Details

Have you ever reacted badly to any drugs or
medicines?  YesiNo

If so, please give details
Narme of Medicine  Type of Prablem ar Upset

Are you a smaker?

Are you an ex-smoker?

If 'yes' when did you stop?

If yau are a smoker, do you want help to stop?
Yes/No

Do you drink alcahol?

1f s, haw rmuch?

How many?

Bload Pressure /
Height
Weight

We are participating in the Summary Care Record and Care.Data project and will create one for you

unless you wish to ‘opt-out’.

Please continue over the page.
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Social Information

in case of emergency please give us the name and
telephone nurber of who you would ike us to con-
tact:

Isthis persan a Refative or a Friend
(Please circle as appropriate)

If relative, what relation ta you

Would you like to give cansent for this persan to dis-
cuss your medical record/callect test results on your
behali? Yes/No

Please sign here to confirm

Isthis persan your next of kin? Yes / No

If na please specify name, relationship and contact
details of your next of kin

Ethnic Origin

\hite British
Pakistani

Indian

Chinese

Black Caribbean
Bangladesh

Other (please specify).

Do you spend alarge amount of your time
looking after a relative or friend? Yes / No
If yes please give details

To be completed when registering a Child

Which school do they attend?

TelNo

Is this child in foster care or in a placement awaiting adoption? Yes / No
I there anybody living in the housshold who is not registered at this practice?

(Name, relationship, date of birth and GP Practice)

Supporting Families

Please help us to support you and your family by answering the following questions:

Do you or your family have a social warker? Yes I No
Is your family being supported by Early Help Assessment? Yes / No
Are you a Chid in Care? Yes / No
Have you left the care system in the last 12 manths? Yes / No
Are you currently, or have you previausly been, a victim of domestic abuse? Yes / No
Do you consider yourself to have a learming disability? Yes I No

Answer the following questions if you are over 16 years of age.

Question 1: How often do you have a drink that contains alcahol?

Never /Monthly or less / 24 times per month / 2-3 times per week f4+ times per week
Question 2: How mary standard alcoholic drinks do you have on atypical day when you are drink-

ing? 1-2 /34 /58 {7-8 /10+

Question 3: How often do you have B or more standard drinks on one occasion?

Never / Less than manthly / Monthly / Weekly / Daily or almast daily

When completed please retum with your completed GMS1 form to reception at efther Rothaury or
Langframiington

The Rothbury Practice
Telephone: 01663 620339
E-mail: nencich-nor.rothburypractice@nhs.net
‘wrw therothburypractice.nhs.uk





