	
Brook Health Centre & Silverstone Surgery New Patient Questionnaire
Over 16s


	Your full name
	


	Date of birth
	


	Address



	

	Postcode
	

	Home/mobile numbers
	Home:                                                Mobile:

	E. mail address
	

	Ethnic Origin
	

	First Language
	

	Previous GP Surgery
	

	Do you need an interpreter
	YES/NO
	

	Do you have someone who looks after you?
	YES/NO
	If YES, please tell us who looks after you?

	Do you look after someone, elderly or disabled?
	YES/NO
	If YES, please tell us who you look after?

	Would you like to be added to the carers register
	YES/NO
	

	Please list any children to be registered under 16 yrs
	DOB
	Name








	Would you like us to send your prescription electronically to a local pharmacy?
	YES/NO

	If YES, please indicate which pharmacy you would like
	LLOYDS-BROOK HEALTH CENTRE (NEXT DOOR)
	

	
	LLOYDS-WATLING STREET (TOWN CENTRE)
	

	
	OTHER (PLEASE SPECIFY)
	

	If you live more than one mile from a pharmacy and would like to have your medication dispensed at our Silverstone Surgery, please tick here 
	

	

	Can we give a Summary Care Record to other healthcare providers if needed?
A Summary Care Record is a copy of key information from your GP record. It gives authorised healthcare staff faster, secure access to essential information about you when you need unplanned care or when your GP Practice is closed. It will only show medication you take and any allergies. 



	YES/NO




	How often do you drink?
	NEVER
	MONTHLY OR LESS
	2-4 TIMES A MONTH
	2-3 TIMES A WEEK
	4+ TIMES A WEEK


	How many standard alcoholic drinks do you have on a typical day?
	
1-2
	
3-4
	
5-6
	
7-8
	
10+

	How often do you have 6 or more alcoholic drinks on one occasion?
	
NEVER
	
MONTHLY OR LESS
	
MONTHLY
	
WEEKLY
	DAILY OR
ALMOST DAILY

	Have you ever smoked?
	YES / NO

	If YES, how many per day?
	

	Have you given up smoking?
	YES / NO

	If YES, when did you give up?
	

	If NO would you like support from us to help you give up?
	YES / NO

	Please tell us roughly your height
	

	Please tell us roughly your weight
	

	Has anyone in your family had any of the following medical conditions?
	WHO
	AGE when diagnosed?

	ASTHMA
	
	

	DIABETES
	
	

	HIGH BLOOD PRESSURE
	
	

	HIGH CHOLESTEROL
	
	

	HEART ATTACK
	
	

	STROKE
	
	

	CANCER
	
	

	EPILEPSY
	
	

	MENTAL HEALTH/ANXIETY/DEPRESSION
	
	

	Please tell us about any medical condition that we need to know about before your medical notes are transferred. This should include any allergies that you are aware of.


	Medical Conditions
	












	Allergies
	




	Has a Social Worker ever been involved with you or your family? 
	YES/NO
	If YES, please give further details

	Do you or have you ever served with the military forces?
	YES/NO
	If YES, please give further details

	On Registration, you will be allocated a named GP but you are free to make an appointment with any GP at the Practice. If you wish to know who your named GP is, please contact the surgery. 

	

	THANK YOU FOR COMPLETING THIS FORM


	The information given will be treated confidentially and will form part of your medical record. The Practice is registered under the Data Protection Act.

	I certify the above information is correct to the best of my knowledge. I confirm I will not register with more than one GP.


	SIGNATURE


	DATE







2
May 2020
