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Clerkenwell Medical Practice



New Patient Health Questionnaire
You
	Name:      
	Height:       cm

	Date of Birth:         
	Weight:       kg


	Email Address:      


Your Health

	Do you have or have you had any major medical problems?
Such as high blood pressure, heart disease/heart attack, cancer, asthma, stroke, diabetes, epilepsy, glaucoma, mental health issues, TB, thalassaemia or sickle cell disease, or any other major medical problems
If yes, when were you diagnosed?

	
	
	
	

	Illness/Condition
	     
	Date of Diagnosis
	     

	Illness/Condition
	     
	Date of Diagnosis
	     

	Illness/Condition
	     
	Date of Diagnosis
	     

	Illness/Condition
	     
	Date of Diagnosis
	     


Have you ever been admitted to hospital for an illness/operation at any time in your life (including whilst abroad)? (e.g. having your tonsils out, heart attack, appendix removed etc.)

	Reason
	Date

	     
	     

	     
	     

	     
	     


	If you are taking any regular medication (e.g. tablets, inhalers, pills, ‘the pill’, patches etc) please list it below:

	
	

	     
	     

	     
	     

	     
	     

	     
	     


Do you have any allergies? Yes  FORMCHECKBOX 
 

	Please list:      


If you are female:
	Please could you give us the details of any pregnancies including miscarriages or terminations?

	Date:      
	Outcome:       

	Date:       
	Outcome:       

	Date:      
	Outcome:       

	Have you ever had a (pap) smear? 
	Yes  FORMCHECKBOX 
 ( 
	When was the last one?      

	
	
	What was the result?      

	
	
	Have you ever had an abnormal result? Yes  FORMCHECKBOX 


	What, if any, form of contraception do you use?
	     

	If you are aged between 50-65, when was your last mammogram?   /  /   


Your Lifestyle
	Do you Smoke?
	Yes  FORMCHECKBOX 
  (
	How many cigarettes per day?
	     

	
	
	How long have you smoked for?
	     

	
	I used to  FORMCHECKBOX 
   (
	How long did you smoke for?
	     

	
	
	What year did you stop?
	     

	
	No  FORMCHECKBOX 

	How many cigarettes did you smoke per day?
	     


	How would you describe your diet?
	Healthy   FORMCHECKBOX 

	Unhealthy   FORMCHECKBOX 


	Do you eat any particular diet? 
(e.g. vegetarian, low fat, low salt, etc.)
	     


	Do you take any regular (aerobic) exercise?          No  FORMCHECKBOX 
            Yes  FORMCHECKBOX 
 

	If yes, how much per week?
	Less than 1 hour  FORMCHECKBOX 

	1-3 hours  FORMCHECKBOX 

	3+ hours FORMCHECKBOX 



What is your occupation?      
Your Medical History

If you are registering a child under 18 years of age, please bring in any vaccination records you hold for them so we can take a photocopy.
Have any of your family (brother/sister, parents, grandparents, and aunts/uncles [parents’ siblings]) had any of the following?

	
	Tick as appropriate
	Which family member(s)?

	Cancer (please specify)
	 FORMCHECKBOX 

	     

	Heart Disease under the age of 60
	 FORMCHECKBOX 

	     

	Heart Disease over the age of 60
	 FORMCHECKBOX 

	     

	High Cholesterol
	 FORMCHECKBOX 

	     

	Stroke
	 FORMCHECKBOX 

	     

	Diabetes
	 FORMCHECKBOX 

	     

	Asthma
	 FORMCHECKBOX 

	     


	For office use only, ID Presented:

     

	1 (Photo):
	2 (Address):


