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THE SELE MEDICAL PRACTICE
NEW PATIENT QUESTIONNAIRE for 14 year olds and over
Please complete the following questionnaire, to give us details about your medical history so we can give you the best service whilst under our care.  This will also help us if you require medication as it can sometimes take a while for your records to be received from your old practice. The information you supply will be kept in accordance with our confidentiality policy. 
Date Form Completed………………………
	Surname

	Address (including Postcode)

	Fore name(s)

	

	Date of Birth

	

	Sex

                            Male   /   Female            
	NHS Number

	Marital status

	Telephone Number

	Occupation

	Mobile Number

	E-mail address



CONSENT TO RECEIVE MESSAGES VIA SMS

By providing us with a mobile number, you 'opt-in' to receiving messages via SMS, such as appointment reminders and prescription information. 

Please tick the box if you would like to OPT-OUT of receiving text messages from the practice:


I DO NOT consent to SMS messages:  

BEHAVIOUR CONTRACT

The practice has a zero-tolerance policy towards violent, threatening or abusive behaviour towards staff, patients or visitors. At no time will such behaviour be tolerated, and it will be managed appropriately and consistently in accordance with our behaviour policy. 

Please sign below to acknowledge that you have been made aware that any evidence of verbal abuse to staff or other patients will result in being asked to leave the practice and a possible expulsion from the service. 

Signed: …………………………………………………………Date: ……………………………
ALLERGIES
Are you allergic or had a reaction to any medicines?  YES/NO  If YES please list them

………………………………………………………………………………………………………………..
Are you allergic or had a reaction to anything else? 
YES/NO  If YES please list them

………………………………………………………………………………………………………………..
IMMUNISATIONS

Have you been immunised against any of the following and if so please state the date?

	Vaccination
	Yes
	No
	Most recent date
	Vaccination
	Yes
	No
	Most recent date

	Tetanus
	
	
	
	Hib
	
	
	

	Polio
	
	
	
	Influenza
	
	
	

	Rubella
	
	
	
	Pneumococcal
	
	
	

	Hepatitis A
	
	
	
	Any other eg MMR
	
	
	

	Hepatitis B
	
	
	
	
	
	
	

	Typhoid
	
	
	
	
	
	
	

	Meningitis C
	
	
	
	
	
	
	


FAMILY HISTORY

Has any of your immediate family or close relatives had any of the following illnesses and if possible give the age of onset, relation and any details?
	Illness
	Yes/No
	Relationship to you
	Age of onset/details

	Asthma

	
	
	

	Diabetes

	
	
	

	High Blood Pressure

	
	
	

	Heart Attack

	
	
	

	Stroke

	
	
	

	Cancer

	
	
	


CARER DETAILS

Do you have a carer? YES/NO  If yes please give name and relationship…………………………..
Are you a carer? YES/NO  If yes please give name and relationship………………………………...
MILITARY VETERAN 

Are you a military veteran?   YES / NO   If yes, what date did you leave the forces?......................
MEDICATION

Please list any medication you are currently taking with dose.  Please include medication not on prescription that you buy from a chemist eg. Aspirin…..…… …………………………………………
.........................................................................................................................................................
……………………………………………………………………………………………………………......
………………………………………………………………………………………………………………
……………………………………………………………………………………………………………….
……………………………………………………………………………………………………………….

SMOKING

Do you smoke?

NEVER / NOT NOW / YES
If YES and you smoke cigarettes how many a day do you smoke? ...........................................
or a pipe or roll your own how much tobacco used per day? ………………………………
If NOT NOW when did you stop ………………………………………………………………………


and how many did you smoke before you gave up? ………………………………..
DRINKING

Do you drink alcohol?    
NEVER / NOT NOW / YES
If yes, the definition of a unit of alcohol is shown below.  
How many units do you have in a typical week;  ……… units/week
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PAST MEDICAL HISTORY

Please list all serious illnesses, hospital admissions and operations you have had, with dates.

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
PLEASE STATE DATES OF ANY RESIDENCE ABROAD OF MORE THAN 3 MONTHS

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

PRIVATE MEDICAL TREATMENT

Have you ever had any private medical treatment which may not be recorded in your medical notes?

………………………………………………………………………………………………………………

……………………………………………………………………………………………………………....

ETHNIC ORIGIN
Please note that ethnic origin questions are not about nationality, place of birth or citizenship.  UK citizens can belong to a number of different Ethnic groups.  We ask this question because certain diseases or illnesses are more frequently found in certain ethnic groups.

I would describe my ethnic origin as: (please indicate one only)
□ White British


□ White and Asian


□ Caribbean

□ White Irish

         

□ Indian/British Indian

□ African

□ Other White Background     
□ Pakistani/British Pakistani
□ Other Black Background

□ White and Black Caribbean  
□ Other Mixed Background
□ Chinese

□ White and Black African      
□ Other Asian


□ Other
COMMUNICATION

Do you have any special communication needs?     YES / NO 

Please give details…………………………………………………………………………………………
CONTACT PREFERENCES
We will contact you using letters to your registered address, calls and SMS messages to your registered telephone numbers. Please let us know if you would like to 'opt-out'. Please ensure that you let us know of any changes to your contact details. 
If you have any preferred method of contact please let us know: …………………………..
ON LINE ACCESS

If you would like a password to enable you to book and cancel appointments, order repeat medication on line or view your medical record online, please ask at reception for the application  form or download one from the website.  You will also need to provide 2 forms of ID, one of which must be photo ID.       
FEMALES only
Have you ever had a mammogram?      

YES / NO 
If YES please state, date ……………….….Result……….…..……..…
Have you ever had a hysterectomy?  

YES / NO  

If Yes please state the date ……………and do you still need cervical smears ……………………

For the majority of patients, we advise you have a cervical smear, every 3 years between the ages of 25 and 50, every 5 years between the ages of 50 and 65.  Sometimes it is more frequently if you have ever had an abnormal smear and in certain cases they are no longer required.
Please state the date of your last cervical smear ………………and the result………………………
Do you currently use contraception? 

YES /NO   
If YES, please state which type…………………………………………………………………………...
Thank you.
