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NEW PATIENT QUESTIONNAIRE 	

Please complete the following clearly and tick the boxes where necessary

PERSONAL INFORMATION
	NAME-
	  
                         

	DATE OF BIRTH-
	


	MAIDEN SURNAME-

	

	
	Mobile No.-
	

	
	E Mail address-
	

	SMS TEXT MESSAGING – I AGREE TO BE CONTACTED VIA SMS TEXT MESSAGING 
[bookmark: Check1][bookmark: Check2]This MUST only be your own mobile no (not a relative)           AGREE   |_|                   DECLINE   |_|	

I WOULD LIKE TO ORDER MY REPEAT PRESCRIPTIONS ONLINE -  If YES, we will email you the form to register for this                             YES    |_|                NO    |_|                      
          

	Do you live alone?
	[bookmark: Check8][bookmark: Check9]YES    |_|                 NO    |_|

	If NO, please let us know who lives at home with you.


	Do you care for anyone - a close friend or relative who cannot 
look after themselves?
	
[bookmark: Check12][bookmark: Check13]YES     |_|                NO    |_|


	If YES, please let us have details of the cared for person.

	DETAILS



	Do you need an interpreter?        YES     |_|                NO    |_|

If yes, please state what language you speak ________________________________





	Are you on any regular medication, including anything you buy over the counter? 
YES |_|   (list below)   NO |_|











Name of Pharmacy for prescriptions to be sent to:    _____________________________________                                                                                   
       

	
[bookmark: Check40][bookmark: Check41]Do you suffer from any allergies or adverse reactions?  YES  |_|   NO  |_|    If YES give details-
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	PREVIOUS MEDICAL HISTORY
Have there been any instances of :

	Condition
	Please tick
	Age Diagnosed
	Date Diagnosed

	Asthma 
	
	
	

	Cancer / Type
	
	
	

	Diabetes 
	
	
	

	Epilepsy 
	
	
	

	Heart Problems
	
	
	

	High or Low Blood Pressure 
	
	
	

	Stroke 
	
	
	

	Over/ Under Active Thyroid
	
	
	

	Depression
	
	
	

	Mental health Problems
	
	
	

	Kidney Disease
	
	
	

	Liver Disease
	
	
	

	Have you had any operations/serious illnesses in the past?



	YES   |_|          NO          |_|                     If yes, please give details  with dates







LIFESTYLE QUESTIONS
Please tick against the description that best matches your habits, in the tables below
	SMOKING – tick the answer which best applies

	Current smoker*:
|_|   Tobacco
|_|   E-cigarettes
	|_|    Never smoked
	|_|    Ex Smoker

	
	
	

	*If you have ticked one of these boxes, we recommend you try to stop smoking.  Did you know that you are more likely to quit if you see a smoking cessation adviser?  Please visit ork.quityourway@nhs.scot for information. 



	EXERCISE – tick the answer which best applies

	Exercise Physically Impossible
	Avoid Trivial Exercise
	Enjoys Light Exercise

	Enjoys Moderate Exercise
	Enjoys Heavy Exercise
	Competitive Athlete



	ALCOHOL – 

GUIDE TO ALCOHOL UNITS 
· Single shot gin/vodka/whisky=1 unit                              ●   Pint beer/cider/lager=2 units  
· Standard glass of wine=2 units                                        ●   Large glass of wine=3 units

MEN – How often do you have 8 or more units on one occasion – add up the number of units then tick answer below

WOMEN – How often do you have 6 or more units on one occasion – add up the number of units then tick answer below

	0.  Never
	1.  Less than monthly
	2.  Monthly
	3.  Weekly
	4. Daily or almost daily




	For female patients only                                        

	Please state previous Cervical Smear date:
	

	Contraception method used :
	Pill
	Coil
	Implant
	Injection
	Sterilised
	None



	Was Proof of Identity shown?
Please state: 
	  Y / N   

	Was Proof of Address shown?
Please state: 
	  Y / N

	KIS activated on Vision

	Y / N

	Reception Initials :  _______________
Date:                   _______________
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