THE  KELBURN PRACTICE NEW PATIENT REGISTRATION QUESTIONNAIRE

Have you been registered with Kelburn Practice before: Y / N

Name………………………………………………………………………………... 

D.O.B…………………………………Date seen……………………………………

Address:……………………………………………………………………………….

Tel……………………………………………………………………………….……..

Marital status…………………………
Dependents…………………………………

Next of Kin / Emergency Contact Details(name & Telephone number):……………………
Previous G.P.…………………………………Address………………………..……..

If coming from abroad how long do you plan to stay in the country………………..

Do you have a work/study permit……………………………………………………

Past medical history…………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..
Current medications………………………………………………………………….

………………………………………………………………………………………..

………………………………………………………………………………………..

Last cervical smear…………………………Hysterectomy………………………….

Contraception……………………………………………………………………..…..

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

Are you a Carer:
Y / N

Who do you care for………………………………………………………………...

The Practice uses a patient messaging service for appointment reminders and healthcare messages (i.e. review invites).Do you consent to the practice contacting you via text message:

Yes  (   

No  (
Family history (parents, brothers or sisters) suffering from the following:

        YES         NO


        YES
NO


Asthma



(
(
Angina


(
(
Diabetes



(
(
Stroke (at what age)
(
(


Epilepsy


(
(
High cholesterol
(
(


High Blood Pressure

(
(
Thyroid disease

(
(
Heart Attack(at what age)
(
(
Cancer


(
(
Social: Smoker
Y/N


 Daily



Advice

Alcohol
Y/N
 

 Units Weekly


Advice

Exercise 
Y/N

Thank you for completing this questionnaire. Please hand this to the Practice nurse who will discuss it with you.

Height:




Weight:


Ideal Weight:

BP:




Urinalysis:




Current medical problems:

Immunisations: Polio:


Hep B:


Rubella:

             Tetanus:

