CROSSLEY STREET SURGERY
New Patient Questionnaire

Please complete the following details and return it with your registration form. 

Surname
…………………………….......

Forename ………………………………....................
Date of birth
…………………………………

Tel. Phone No ..……………………………………….
Occupation
…………………………………

Mobile Phone No ……………………………………..
  





Do we have your consent to send you text messages …………
Ethnicity
White British


(
Black British


(
Indian


(
White Irish


(
Black Caribbean

(
Pakistani

(
White Scottish


(
Black African


(
Bangladeshi

(
Other White British

(
Black other – non mixed

(
Chinese

(
White Irish


(
Black other - mixed

(
Other – non mixed
(
Traveller


(





Other – mixed

(
Carer

Are you a carer ?


Yes 
(
No
(


If Yes for who ? …………………………………………………………………………………………………………………
Special Requirements

Have you any special needs/requests that you would like us to be aware of ? …………………………………………

…………………………………………………………………………………………………………………………………….
Allergies

Do you have any known allergies ?

Yes 
(
No
(
If Yes – What are you allergic to ? ………………………………………………………………………………………….. 


What are the symptoms ? …………………………………………………………………………………………..
Alcohol

Do you drink alcohol ?



Yes 
(
No
(
If Yes – How much do you drink a week ?
………………………………. Units

Note: 1 unit = approx ½ pint / small glass of wine

Please Turn Over to complete the form

Smoking

Do you smoke ?


Yes 
(
No
(
If Yes – Do you smoke ?

Cigarettes
(
Cigars

(
Pipe

(
How many do you smoke a day ?
1-9

(
10-19

(
20-39

(





more than 40
(
If No – Have you ever smoked ?

Yes 
(
No
(
If Yes when did you stop ? ………………………………………………

What did you smoke ?


Cigarettes
(
Cigars

(
Pipe

(
How many did you smoke a day ?
1-9

(
10-19

(
20-39

(





more than 40
(
Family History
Please indicate if a member of your family has a history of any of the following illnesses: -


Mother
Father
Brother
Sister
Children

Heart Attack
(
(
(
(
(
Diabetes
(
(
(
(
(
High Blood Pressure
(
(
(
(
(
Cancer
(
(
(
(
(
Stroke
(
(
(
(
(
Mental Illness
(
(
(
(
(
Asthma
(
(
(
(
(
Epilepsy / Fits
(
(
(
(
(
